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Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional 
factors;  psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms  or 
agitation;  symptomatic  relief  of  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal;  adjunctively  in  skeletal  muscle  spasm  due 
to  reflex  spasm  to  local 
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Valium  (diazepam)  is  a 
benzodiazepine  with  a distinctive 
pharmacokinetic  profile 

The  pharmacokinetic  profile  of 
Valium  is  one  of  the  characteristics 
that  sets  it  apart  from  other  ben- 
zodiazepines. Consider,  in  particular, 
the  metabolic  pathway  of  Valium. 

The  three  major  metabolites  of 
Valium  exhibit  significant  pharmaco- 
logic activity — and  so,  of  course, 
does  the  parent  substance — diazepam 
itself.  All  combine  to  produce  the 
characteristic  clinical  response  seen 
with  Valium.  The  response  you  have 
come  to  know,  to  want  and  to  trust. 

Pharmacokinetic  studies  also 
demonstrate  that  Valium  has  a pat- 
tern of  absorption,  distribution, 
metabolism  and  elimination  that  is 
reliable  and  consistent.  And,  al- 
though the  pharmacokinetics  of  a 
drug  cannot,  at  present,  be  specifi- 
cally related  to  its  clinical  effects,  it  is 
clearly  a factor  that  distinguishes  one 
product  from  another  by  provid- 
ing important  insights  into  how  each 
moves  through  the  patients  body. 
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pathology;  spasticity  caused 
by  upper  motor  neuron 
disorders;  athetosis; 
stiff-man  syndrome; 
convulsive  disorders  (not 
for  sole  therapy). 

Contraindicated: 
Known  hypersensitivity  to 
the  drug.  Children  under  6 
months  of  age.  Acute 
narrow  angle  glaucoma; 
may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  muscle  cramps, 
vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their 
predisposition  to  habituation  and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers 
during  first  trimester  should  almost  always  be 
avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become 
pregnant. 

Precautions:  If  combined  with  other  psychotropics 
or  anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other 
antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 
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Burkitts  Lymphoma 
Ousters  in  a Virginia  Community 

Don  H.  Richardson,  MD,  Winchester,  Virginia 


A fifth  case  of  Burkitt’s  lymphoma  appears  in  Winchester,  Virginia,  in  1976, 
continuing  a rare  and  unexplained  clustering  of  the  malignancy. 


BURKITT’S  LYMPHOMA  is  the  most  common 
tumor  of  childhood  in  Central  Africa  and  New 
Guinea  but  is  rare  in  other  parts  of  the  world,  espe- 
cially in  the  developed  countries.  Epidemiologic  stud- 
ies of  childhood  cancer  in  the  United  States  project 
an  annual  incidence  of  one  case  per  one  million  chil- 
dren. On  this  basis  one  would  expect  approximately 
one  case  in  200  years  in  a population  the  size  of 
Winchester,  Virginia,  and  environs.  The  occurrence 
of  four  such  cases  — three  boys  and  one  young 
woman — in  the  Winchester  area  within  a five-year 
period,  one  of  them  as  recently  as  1976,  represents  an 
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unusual  and  unexplained  clustering.  To  these  cases  is 
added  the  curiosity  of  the  concurrent  diagnosis  of 
Burkitt's  lymphoma  in  a female  of  the  canine  species. 

Case  Reports 

Case  1. 

K.  W.,  a 15-year-old  Caucasian  boy,  first  presented  to  a 
Winchester  otolaryngologist  on  August  17,  1971,  with  a 
complaint  of  sore  throat  of  two  weeks'  duration.  Because  of 
persistence  of  sore  throat  and  increasing  dysphagia,  a large 
tonsillar  mass  was  biopsied  and  reported  as  undifferen- 
tiated malignant  lymphoma  compatible  with  Burkitt's  lym- 
phoma, primarily  on  the  basis  of  a diffuse  cell  population 
with  the  typical  “starry  sky”  pattern.  (Fig.  1). 

He  was  referred  to  the  University  of  Virginia  Hospital 
for  emergency  treatment  due  to  rapidly  increasing  airway 
obstruction  accompanied  by  no  other  adenopathy  or  or- 

19 


ganomegaly.  Inferior  vena-cavagram,  lymphangiogram 
and  intravenous  pyelogram  were  normal.  Immunofloures- 
cence  did  not  demonstrate  any  antibody  to  Epstein-Barr 
virus  viral  capsid  antigen. 

Treatment  with  hydrocortisone  and  radioactive  cobalt 
caused  rapid  regression  of  tumor,  but  he  complained  of 
midepigastric  pain.  Direct  gastroscopy  showed  tumor  in 
the  stomach.  A whole  body  scan  showed  localization  of 
isotope  in  spleen,  left  epigastrium  and  left  lower  abdomen. 
Antibodies  to  Epstein-Barr  virus  antigens  remained  nega- 
tive. 

Treatment  with  intravenous  cyclophosphamide  at  three- 
week  intervals  caused  rapid  regression  of  the  gastric  tumor, 
but  two  weeks  later  there  was  testicular  enlargement  and  he 
died  on  March  28,  1972,  less  than  seven  months  after 
diagnosis.  Autopsy  showed  diffuse  intraabdominal,  central 
nervous  system  and  testicular  involvements. 

Case  2. 

F.  R.,  a 9-year-old  Caucasian  boy,  had  been  in  good 
health  since  a tonsillectomy  and  adenoidectomy  at  age  6. 
Nasal  congestion  and  partial  deafness  in  August  of  1971 
did  not  improve  on  antibiotic  therapy.  A mass  thought  to 
be  recurrent  pharyngeal  tonsil  was  biopsied  on  October  13, 
1971,  and  reported  as  malignant  lymphoma  compatible 
with  Burkitt’s  lymphoma. 

At  the  University  of  Virginia  Hospital  examination 
showed  a mass  above  the  soft  palate  partially  occluding  the 
pharynx.  There  were  enlarged  anterior  cervical  nodes  and 
spleen,  and  partial  pareses  of  the  left  ninth,  tenth  and 
twelfth  cranial  nerves.  Epstein-Barr  antibody  studies  were 
negative.  Intravenous  cyclophosphamide  was  begun,  with 
noticeable  regression  of  tumor  and  disappearance  of  cra- 
nial nerve  pareses  in  three  days. 

However,  cervical  adenopathy  reappeared  in  two  weeks, 
with  headache  and  neck  stiffness.  A lumbar  puncture  and 
brain  scan  were  normal.  Signs  and  symptoms  improved  on 
methotrexate  and  cyclophosphamide  but  recurred  in  two 
weeks.  A bone  marrow  examination  showed  10  percent 
lymphoma  cells. 

Improvement  was  achieved  using  vincristine  and  predni- 
sone, but  neurologic  deterioration  ensued  despite  whole 
brain  radiation,  and  he  died  on  December  13,  1971,  exactly 
two  months  after  diagnosis.  Autopsy  showed  massive  in- 
volvement of  cervical  lymph  nodes,  the  posterior  cranial 
fossa,  periureteral  lymph  nodes  and  the  tail  of  the  pancreas. 

Case  3. 

E.  S.,  an  8-year-old  Caucasian  boy,  was  treated  without 
success  in  July,  1975,  for  sore  throat.  Right  cervical  aden- 
opathy accompanied  by  fever,  weakness  and  pains  in  mul- 
tiple joints  appeared,  and  he  had  spiking  fevers  to  103°  F. 
He  was  hospitalized  at  Winchester  Memorial  Hospital  on 
August  20,  1975,  and  treated  with  prednisone  for  presumed 
juvenile  rheumatoid  arthritis. 

He  was  transferred  to  the  Medical  College  of  Virginia, 
where  a biopsy  of  a cervical  lymph  node  produced  a diag- 
nosis of  Burkitt's  lymphoma.  A bone  marrow  study  showed 
malignant  involvement,  and  a brain  scan  showed  diffuse 
right  cerebral  involvement.  A lumbar  puncture  and  electro- 
encephalogram were  normal.  Treatment  with  intravenous 


cytoxan,  solumedrol  and  vincristine,  and  intravenous  and 
intrathecal  methotrexate  resulted  in  pancytopenia,  sepsis 
and  acute  renal  failure  and  he  died  one  month  after  diag- 
nosis. 

Case  4. 

S.  T.,  a 21 -year-old  Caucasian  woman,  married  for  two 
months,  living  in  Front  Royal,  Virginia,  20  miles  from 
Winchester,  and  working  as  a nurse’s  aide,  was  admitted  to 
Winchester  Memorial  Hospital  March  16,  1976,  with 
nausea  and  vomiting  following  complaints  of  abdominal 
pain  of  two-months’  duration  with  a ten-pound  weight  loss. 
Preoperative  x-rays  showed  intussusception  at  the  ileocecal 
valve.  Surgery  was  performed,  showing  the  intussusception 
caused  by  an  infiltrative  tumor  of  the  ileal  wall  with  similar 
tumor  involving  both  ovaries  and  mesenteric  lymph  nodes. 
Histologic  examination  of  the  ileum,  multiple  mesenteric 
lymph  nodes  and  the  removed  ovary  showed  undifferen- 
tiated lymphoma  compatible  with  Burkitt’s  lymphoma. 

In  April  she  was  referred  to  the  National  Institutes  of 
Health,  where  examination  showed  abdominal  masses  and 
massive  ascities.  Chest  films  showed  only  old  Ghon  com- 
plexes. Paracentesis  revealed  50-60%  tumor  cells.  Bilateral 
iliac  crest  bone  marrow  biopsies  were  negative.  Gallium  67 
scan  showed  extensive  tumor  limited  to  the  abdomen.  She 
developed  acute  renal  failure  prior  to  any  treatment;  this 
was  thought  to  be  due  to  bilateral  ureteral  obstruction  from 
a rapidly  growing  tumor.  Initiation  of  chemotherapy  with 
cyclophosphamide,  vincristine,  methotrexate  and  predni- 
sone was  begun  coincident  with  two  hemodialyses  in  the 
first  48  hours  of  treatment. 

In  three  days  abdominal  masses  could  not  be  felt  and  the 
renal  failure  was  reversed.  In  seven  weeks  she  was  thought 
to  be  in  complete  remission  and  was  discharged  home. 

She  was  readmitted  on  June  26,  1976,  with  pancytopenia 
requiring  blood  component  therapy.  Lumbar  puncture  and 
bone  marrow  aspirate  both  revealed  cells  compatible  with 
Burkitt’s  lymphoma.  She  was  given  vincristine  and  cy- 
clophosphamide intravenously  and  methotrexate  in- 
trathecally.  This  resulted  in  some  objective  effect  on  the 
tumor  masses  and  the  cerebrospinal  fluid  cytology  but  was 
complicated  by  acute  renal  failure  and  spiking  temper- 
atures, and  Candida  species  was  isolated  from  blood  cul- 
tures. A bleeding  diathesis  and  metabolic  derangements 
preceded  her  death  on  July  16,  1976,  exactly  four  months 
after  diagnosis. 

Discussion  of  Cases 

The  two  boys  diagnosed  in  1971  (Cases  1 and  2) 
lived  only  three  houses  apart  on  the  same  residential 
block  in  Winchester,  although  their  families  were  not 
acquainted  and  the  boys  were  never  playmates.  The 
boy  who  died  of  the  disease  in  1975  (Case  3)  lived 
only  half  a mile  from  the  first  two.  At  different  times 
all  three  boys  had  attended  the  same  grammar 
school. 

Twice,  in  1971  and  in  1975,  epidemiological  in- 
vestigators from  the  Center  for  Disease  Control1 
came  to  Winchester  and  researched  the  cases.  Never 
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could  they  establish  that  neighboring  residential  sites 
or  common  school  attendance  contributed  to  the  in- 
cidences. Indeed,  despite  intensive  exploration,  they 
could  only  hazard  that  the  clustering  was  a coinci- 
dence. 

The  young  woman  described  as  Case  4 worked  at  a 
nursing  home  about  a mile  from  the  residential  area 
in  which  the  three  boys  lived.  To  date  this  fragile 
geographical  link  appears  to  have  no  scientific  bear- 
ing on  the  cases. 

A fifth  case  in  Winchester  came  to  the  author’s 
attention  in  1971,  but  this  was  an  8-year-old  Collie 
bitch,  the  house  pet  of  friends. 

The  dog  was  seen  by  a veterinarian,  who  found  a 
large  tonsillar  mass.  The  left  tonsil  was  excised  and 
the  right  tonsil  biopsied,  and  a diagnosis  of  malignant 
lymphoma  compatible  with  Burkitt's  lymphoma  was 
made.  Treatment  with  cytoxan  resulted  in  pan- 
cytopenia, and  the  dog  died  19  days  after  diagnosis. 
Selected  organs  and  lymphoid  tissue  were  submitted 
after  autopsy  to  the  author  in  the  pathology  depart- 
ment at  Winchester  Memorial  Hospital.  Sections 
confirmed  the  biopsy  diagnosis.  Lymph  nodes  were 
involved  but  not  liver,  spleen,  urinary  bladder,  kid- 
ney or  lung.  The  changes  in  the  nodes  were  in- 
distinguishable from  the  cases  in  the  humans  de- 
scribed above,  but  investigation  by  the  CDC  team 
during  their  second  visit  provided  no  linking  clues. 

Discussion  of  Lymphomas 

There  are  two  systems  of  immunity  which  protect 
the  body  from  infection  and  neoplasia:  a cell-me- 
diated response  against  fungi,  viruses  and  foreign 
tissues  such  as  transplants,  and  a humoral  system 
typically  active  against  bacterial  infections  through 
the  production  of  soluble  antibodies.2 

All  lymphoid  cells  derive  from  the  same  stem  cells, 
one  cell  line  proceeding  to  the  thymus,  where  it  is 
induced  to  assume  certain  characteristics  we  have 
come  to  recognize  as  those  of  T cells,  and  another  cell 


line  proceeding  to  the  human  analogue  of  the  per- 
icloacal  bursa  of  Fabricius  in  birds,  wherever  it  may 
be,  to  become  B cells. 

T cells  are  those  of  the  cell-mediated  system  and 
make  up  most  of  the  circulating  lymphocytes  and  the 
perifollicular  zone  of  lymphocytes  in  lymph  nodes.  B 
cells  form  the  follicles  of  lymph  nodes. 

Recent  studies  by  investigators  such  as  Lukes  and 
coworkers,345  using  careful  histologic  examination 
and  a variety  of  cell  markers,  have  suggested  that 
Burkitt’s  lymphoma  is  a B cell  lymphoma  of  follicu- 
lar center  cells  which  have  passed  through  the  usual 
transformation  stages  from  small  to  large  noncleaved 
cells  and  on  to  small  noncleaved  cells,  where  they  are 
somehow  arrested  and  undergo  malignant  growth. 
The  latter  event  could  be  related  to  the  failure  of 
some  T cell  mechanism  which  is  supposed  to  regulate 
B cell  divisions  and  antibody  production. 

It  is  likely  that  further  work  will  refine  the  classifi- 
cation of  malignant  lymphomas  so  that  these  cases, 
all  now  carrying  the  same  diagnosis,  will  be  shown  to 
have  significant  morphologic  and  immunologic  dif- 
ferences. By  today’s  knowledge,  however,  they  com- 
prise a most  unusual  time-space  clustering  of  a type 
of  malignant  lymphoma  rarely  recognized  in  the 
United  States. 
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Congenital  Heart  Disease:  Three  Years  of 

Surgery 

Carolyn  M.  McCue,  MD.  Emily  L.  Parr,  MD,  Louise  W.  Robertson,  MD, 
Jon  B.  Tingelstad,  M D,  H.  Page  Mauck,  Jr.,  MD,  Pamela  Douglas, 
Lewis  H.  Bosher,  Jr.,  MD,  and  Richard  R.  Lower,  MD,  Richmond,  Virginia 


Significant  advances  occurred  in  the  surgical  treatment  of  congenital  heart 
disease  during  the  period  documented  in  330  procedures.  The  eight  common 
lesions  now  have  an  excellent  outlook  for  surgical  correction.  Emphasis  is 
placed  on  early  total  correction;  palliative  surgical  procedures  are  used  less 
frequently.  The  use  of  prosthetic  devices  has  expanded  the  horizon  for  complex 

cyanotic  lesions. 


DRAMATIC  PROGRESS  in  the  surgical  treat- 
ment of  congenital  heart  disease  has  been 
witnessed  in  the  past  37  years,  and  total  correction  of 
the  classic  major  lesions  is  now  possible  in  early 
childhood.  Nonetheless,  certain  complex  defects  still 
resist  optimum  therapy,  especially  in  infancy.  The 
results  of  surgical  correction  or  palliation  of  con- 
genital heart  disease  in  all  children  from  birth  to  20 
years  of  age  treated  at  the  Medical  College  of  Vir- 
ginia from  1966  to  1972  have  been  published  pre- 
viously.1 The  purpose  of  this  report  is  to  evaluate  our 
surgical  results  for  the  past  3Vi  years.  Careful  periodic 
review  of  the  mortality  and  morbidity  relating  to 
correction  of  the  major  lesions  is  essential  to  an  over- 
all evaluation  of  the  success  of  surgery  and  toward 
identification  of  some  problem  areas.  Effective  treat- 
ment requires  a team  approach,  including  the 
primary  physician,  the  pediatric  cardiologist,  the  ra- 
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diologist,  the  surgeon,  the  anesthesiologist  and  the 
nurse  in  the  intensive  care  unit.  This  review  should 
help  in  planning  the  optimum  timing  and  method  of 
surgical  correction  in  the  future. 

Material  and  Methods 

All  pediatric  patients  undergoing  surgical  correc- 
tion or  palliation  of  a cardiac  defect  at  the  Medical 
College  of  Virginia  Hospitals  between  January  1, 
1972,  and  June  30,  1975,  are  included  in  this  report. 
Preoperative  evaluation  included  thorough  history 
and  physical  examination  with  special  attention  to 
the  cardiac  status.  Chest  roentgenograms,  scalar  and 
vector  electrocardiograms  and  echocardiograms  were 
obtained  as  indicated.  Cardiac  catheterization  and 
angiocardiography  were  performed  in  all  cases  except 
those  with  a typical  patient  ductus  arteriosus.  The 
decisions  for  surgery  were  made  at  a weekly  cardiac 
catheterization  conference  in  which  pediatric  cardiol- 
ogists, physiologists,  radiologists,  pathologists  and 
surgeons  participated  and  discussed  freely  the  risks 
and  benefits  of  the  appropriate  procedure  for  each 
child.  The  risk  of  continued  medical  management 
was  weighed  for  each  case.  Cardiac  failure  is  treated 
more  aggressively  with  diuretics,  especially  furose- 
mide  (Lasix)  and  spironolactone  (Aldactone),  and 
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Table  I.  Surgical  Mortality 


Total 

Procedures 

Proc. 

Patients  < 1 yr. 
Deaths 

% Mort. 

Proc. 

Patients  > 1 yr. 
Deaths 

% Mort. 

ASD 

49 

0 

0 

0 

49 

0 

0 

VSD 

40 

2 

0 

0 

38 

2 

5 

PDA 

44 

3 

0 

0 

41 

0 

0 

COARC 

31 

5 

2 

40 

26 

0 

0 

P.S. 

13 

2 

1 

50 

11 

0 

0 

AS. 

7 

i 

1 

100 

6 

0 

0 

Misc.  Acyanotic 

12 

i 

0 

0 

11 

1 

9 

Total  Acyanotic 

196 

14 

4 

28.5 

182 

3 

1.7 

Tetralogy 

75 

6 

2 

33 

69 

7 

10 

TGA 

20 

10 

3 

30 

10 

0 

0 

AV  Canal 

9 

1 

0 

0 

8 

3 

38 

Complex  Cyanotic 

30 

13 

8 

62 

17 

6 

35 

— 

— 

— 

— 

— 

— 

— 

Total  Cyanotic 

134 

30 

13 

43.3 

104 

16 

15.3 

monitoring  of  oxygen,  pH  and  electrolytes  has  been 
facilitated  by  improved  laboratory  techniques. 

As  summarized  in  Table  1,  330  surgical  procedures 
were  performed  on  323  patients.  Any  death  in  the 
first  month  postoperatively  was  considered  a surgical 
mortality.  There  were  36  deaths,  with  a mortality  for 
acyanotic  lesions  of  3.6%  and  an  overall  mortality, 
including  the  cyanotic  patients,  of  10.9%.  Mortality 
statistics  were  compiled  separately  for  infants  and  for 


Table  II.  Surgical  Mortality  Related  to  Age 


Procedures 

Deaths 

Mortality  % 

Acyanotic  Patients 

< 1 year  of  age 

14 

4 

28.5 

> 1 year  of  age 

182 

3 

1.7 

Cyanotic  Patients 

< 1 year  of  age 

30 

13 

43.3 

> 1 year  of  age 

104 

16 

15 

TOTALS 

330 

36 

10.9 

children  over  one  year  of  age  and  are  noted  in  Table 
2.  The  cyanotic  infant,  by  virtue  of  the  complexity  of 
the  anatomical  defects,  presents  the  highest  mortality 
but  poses  the  greatest  challenge.  Acyanotic  children 
over  a year  of  age  had  a 1 .7%  mortality. 

Atrial  Septal  Defects 

Forty  secundum  type  atrial  septal  defects  (ASD) 
were  usually  corrected  in  the  preschool  period  (Table 


3).  Eleven  had  mild  symptoms  of  dypsnea  and,  on  x- 
ray,  20  had  cardio-thoracic  ratios  greater  than  54%. 
Although  the  classic  physical  findings  established  the 
diagnosis  clinically,  a cardiac  catheterization  was  per- 
formed to  confirm  each  case.  Postoperative  complica- 
tions were  minimal.  One  child  had  a transient  heart 
block  and  two  had  cardiac  failure  with  pleural  effu- 
sion. 

The  four  children  with  primum  atrial  septal  defect 
underwent  repair  of  cleft  mitral  valve  in  addition  to 
defect  closure;  mild  mitral  insufficiency  was  noted  in 
three  postoperatively.  One  child  with  a single  atrium 
and  four  children  with  both  atrial  defects  and  partial 
anomalous  pulmonary  venous  return  were  success- 
fully treated  by  surgical  implantation  of  a pericardial 
baffle.  Transient  chylothorax  was  noted  in  one  child. 

The  usual  method  of  correction  of  an  atrial  septal 
defect  is  by  direct  suture.  A pericardial  patch  is  re- 
quired to  close  primum  defects  and  can  also  be  used 
as  a baffle  in  patients  with  a single  atrium  or  partial 
anomalous  pulmonary  venous  return.  Closure  of  se- 
cundum defects  is  usually  followed  by  a return  to 
normal  heart  size  and  electrocardiogram  within  a few 
months.  There  was  no  mortality  in  the  correction  of 
an  atrial  septal  defect  and  all  patients  are  fully  re- 
stored to  excellent  health. 


Table  III.  Atrial  Septal  Defect 


N umber  of  Patients 
Secundum  ASD 
Primum  ASD 
Single  Atrium 

With  Partial  Anomalous  Pulmonary 
Venous  Return 
Age  Range  (Mean) 

Weight  Range 

Average  Number  of  Hospital  Days 
Mortality 


49 

40 

4 

1 

4 

3-17  years  (7  years-7  months) 
13.1-61.8  k. 

11.5 

0 
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Table  IV.  VSD 


Number  Procedures 

40 

Number  Patients 

39 

VSD  Closed 

39 

PA  Debanded 

6 

PA  Banded 

1 

Age  Range  (Mean) 

3 inos-25  yrs  (4  yrs-9  mos) 

Weight  Range 

3-68  kilos 

Average  Number  of 

Hospital  Days 

16.3 

Mortality,  Direct  Repair 

0 

Mortality,  PA  Debanding 

and  Repair 

2 

Total  % Mortality 

5 

Ventricular  Septal  Defect 

Thirty-nine  children  with  a ventricular  septal  defect 
(VSD)  as  the  major  lesion  underwent  40  procedures 
(Table  4).  Although  in  earlier  years  small  defects 
were  occasionally  closed,  during  this  period  surgery 
was  not  recommended  unless  the  pulmonary  to  sys- 
temic flow  ratio  was  greater  than  2:1,  there  was  pul- 
monary hypertension  or  there  were  associated  le- 
sions. Seventeen  of  the  39  children  with  VSD  had 
mild  symptoms  and  ten  had  severe  symptoms  of  car- 
diac failure  pre-operativley.  Cardiac  enlargement 
with  a CT  ratio  greater  than  54%  was  found  in  32 
patients.  Catheterizations  were  performed  in  every 
case. 

Thirteen  children  underwent  closure  of  an  un- 
complicated ventricular  septal  defect.  Of  these,  four 
were  greater  than  five  years  of  age  and  nine  were 
between  one  and  five  years,  among  them  four  infants 
weighing  only  6-7  kilos.  One  child  previously  had 
been  treated  and  cured  of  bacterial  endocarditis. 
There  was  no  significant  morbidity  and  no  mortality 
in  this  group. 

Associated  lesions  requiring  repair  simultaneously 
with  the  VSD  included  the  following: 


Atrial  septal  defect  6 

Patent  ductus  arteriosus  2 

Aortic  insufficiency  2 

Mitralinsufficiency  1 

Infundibular  pulmonic  stenosis  1 

ASD,  PDA  and  infundibular  PS  1 

Corrected  transposition  of  the  1 

great  arteries  with  congenital 
heart  block 

Cleft  mitral  valve  1 


In  spite  of  their  complex  pathology,  most  of  these 
children  tolerated  their  procedures  remarkably  well. 
A 3-month-old  infant  weighing  3 kg  with  intractable 
cardiac  failure  from  both  atrial  and  ventricular  septal 
defects  developed  complete  heart  block  post- 
operatively  and  required  a pacemaker.  Although  this 
child  was  in  critical  condition  prior  to  surgery,  she 


survived  the  procedures  and  has  continued  to  do  well 
for  18  months  postoperatively.  Two  late  deaths  in- 
cluded a patient  with  severe  intrinsic  myocardial  dis- 
ease in  addition  to  the  ventricular  septal  defect,  who 
died  seven  months  postoperatively  and  one  child  who 
died  five  weeks  postoperatively  with  severe  GI  bleed- 
ing. The  child  with  corrected  transposition  had  com- 
plete AV  dissociation  preoperatively  and  required  a 
pacemaker  postoperatively.  Five  other  children  with 
transient  heart  block  postoperatively  reverted  to 
sinus  rhythm  and  none  has  developed  a recurrence. 

Only  one  child  underwent  pulmonary  artery  band- 
ing during  this  period:  a patent  ductus  arteriosus  was 
ligated  and  pulmonary  artery  banded  in  April,  1972. 
In  May  1974,  the  band  was  removed  and  the  atrial 
and  ventricular  septal  defects  closed  without  diffi- 
culty. Debanding  was  successfully  accomplished  in 
the  other  three,  including  two  who  had  previous  re- 
section of  aortic  coarctation.  Two  of  the  six  children 
who  required  pulmonary  arterial  debanding  during 
this  period  expired  at  surgery,  one  with  associated 
endocardial  fibroelastosis;  the  other  had  a repaired 
inperforate  anus,  atrial  and  ventricular  septal  defects 
and  infundibular  pulmonic  stenosis  with  heart  block 
and  cardiac  failure. 

Even  with  severe  cardiac  failure,  aggressive  medi- 
cal management  has  made  pulmonary  artery  banding 
unnecessary.  Infants  with  uncomplicated  VSD  usu- 
ally do  well  with  surgical  correction  after  12  months 
of  age. 

Patent  Ductus  Arteriosus 

Forty-three  patients  had  surgical  ligation  or  divi- 
sion of  a patent  ductus  arteriosus  (PDA)  (Table  5). 
Three  were  less  than  1 year  of  age  and  the  smallest 
weighed  2.3  kg.  Twenty-six  children  were  1 to  5 years 
of  age  and  14  were  greater  than  5 years.  Mild  symp- 
toms of  dyspnea  or  cardiac  failure  were  present  in  12 
children,  and  in  two  the  symptoms  were  severe.  Be- 
cause of  certain  atypical  features  in  the  clinical  pic- 
ture, 19  were  catheterized  for  verification.  Cardio- 
megaly  was  found  in  approximately  half  the  cases. 

Two  of  the  infants  had  associated  cardiac  lesions: 
in  one  a small  ventricular  defect  was  present;  in  an- 
other a large  atrial  and  ventricular  defect  required 
later  correction.  The  third  infant  with  a simple  PDA 


Table  V.  PDA 


Number  of  Patients 

44 

Catheterization  Confirmed 

19 

Age  Range  (Mean) 

20  days-20  yrs  (4  yrs-7  mos) 

Weight  Range 

2.3-54.5  kilos 

Average  N umber  of 

Hospital  Days 

11.3 

Mortality 

0 
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had  Goldenhar's  syndrome.  Noonan’s  syndrome  was 
noted  in  one  of  the  older  children.  While  there  were 
transient  complications  because  of  pulmonary  con- 
gestion in  three  infants,  the  only  serious  complication 
was  postoperative  laryngeal  obstruction  requiring 
tracheostomy  as  the  result  of  a polyp  which  was  later 
removed. 

There  were  no  deaths  in  this  group.  All  patients  are 
doing  well. 


preoperative  symptoms,  primarily  dyspnea.  Cardiac 
failure  was  present  in  two  infants.  The  only  death 
occurred  in  one  infant  with  a very  hypoplastic  right 
ventricle  who  expired  at  three  days  of  age  with  car- 
diac arrest  at  the  onset  of  the  surgical  procedure. 
Another  infant  at  six  months  of  age  tolerated  closure 
of  a Waterston  shunt  done  elsewhere  and  relief  of  his 


Table  VII.  Pulmonic  Stenosis 


Coarctation  of  the  Aorta 

The  31  patients  with  coarctation  of  the  aorta  were 
divided  as  follows:  five  less  than  1 year  and  26  greater 
than  1 year.  Two  were  thought  to  have  Turner’s 
syndrome.  Sixteen  of  the  children  were  symptomatic 
and  seven  infants  had  cardiac  failure.  Associated  le- 
sions included  aortic  insufficiency  in  one,  mild  aortic 
stenosis,  probably  of  a bicuspid  valve,  in  three  (Table 
6). 

Complications  in  our  cases  included  seven  with 
transient  hypertension  and  one  with  postoperative 


Table  VI.  Coarctation 


Number  of  Patients 

31 

Age  Runge(Mean) 

12  days-19  yrs  (7  yrs-5  mos) 

Weight  Range 

2.6-63.1  kilos 

Average  N umber  of 

Hospital  Days 

12.9 

Mortality  > 1 year 

0 

Total  mortality  including 

2 infant  deaths* 

6% 

* 2 Infant  deaths,  both  at  1 month  of  age 


hemorrhage,  which  was  immediately  corrected  by  a 
second  procedure.  Two  deaths  occurred  in  infants 
less  than  a month  of  age  with  intractable  failure  and 
associated  lesions.  There  were  no  deaths  in  children 
over  I month  of  age. 

As  a result  of  a 20-year  followup  study  from  Johns 
Hopkins  University  Hospital  in  19732,  which  in- 
dicated that  complications  were  more  frequent  in 
older  children,  resection  of  the  coarctation  is  now 
usually  done  at  an  earlier  age  than  it  was  in  previous 
years.  Surgical  correction  at  approximately  age  5 to  6 
is  desirable.3 

Pulmonic  Stenosis 

Of  13  patients  with  pulmonic  stenosis,  12  had  se- 
vere valvular  stenosis  (PS)  which  required  valvu- 
lotomy and  one  had  primary  infundibular  stenosis. 
Secondary  infundibular  stenosis  was  seen  to  a mild 
degree  in  several  of  the  patients  with  valvular  stenosis 
but  required  surgical  relief  in  only  one.  The  ages  in 
this  group  were  as  follows:  two  less  than  1 year  old 
and  1 1 greater  than  1 year  old.  (Table  7) 

Eight  children  over  a year  of  age  had  significant 


Number  of  Patients 

13 

Age  Range  (Mean) 

3 days-15  yrs  (6  yrs- 1 1 mos) 

Weight  Range 

4-54  Kilos 

Average  Number  of 

Hospital  Days 

13.2 

Mortality* 

1 

% Mortality 

8 

* Death  at  3 days  with  hypoplastic  RV 


pulmonic  stenosis.  All  others  fared  well  except  for 
mild  postoperative  pulmonic  insufficiency. 

Aortic  Stenosis 

Successful  correction  of  valvular  aortic  stenosis 
(AS)  was  carried  out  in  four  patients,  all  more  than 
five  years  of  age  with  a peak  systolic  pressure  gradient 
greater  than  80  mmHg  across  the  aortic  valve  (Table 
8).  Preoperative  symptoms  of  cardiac  failure  oc- 
curred in  one  child.  In  two  children  the  obstruction 
was  supravalvular  and  both  required  a patch  graft  for 
relief.  One  of  these  had  a familial  defect  associated 
with  peripheral  pulmonic  stenosis,  previously  re- 
ported.4 The  only  death  occurred  in  an  infant  who 
had  associated  mitral  insufficiency  and  endocardial 


Table  VIII.  Aortic  Stenosis 


Number  of  Patients 

7 

Valvular  4 

Subvalvular  1 

Supravalvular  2 

Age  Range  (Mean ) 

3 mos-19  yrs(  1 1 yrs-3  mos) 

Weight  Range 

5-91 .8  kilos 

Average  Number  of 

Hospital  Days 

19.9 

Mortality* 

1 

% Mortality 

12 

* 4 month  old  with  associated  EFE 


fibroelastosis.  The  child  with  a subvalvular  mem- 
brane had  an  excellent  result. 

Miscellaneous  Acyanotic  Lesions 

Several  interesting  and  rare  acyanotic  conditions 
requiring  surgery  are  shown  in  Table  9.  Shone's  syn- 
drome comprises  a group  of  multiple  left-sided  ob- 
structions including  coarctation  of  the  aorta,  mitral 
valvular  and  supravalvular  stenosis  and  subvalvular 


JANUARY  1977 


25 


Table  IX.  Miscellaneous  Acyanotic  Lesions 


Shones  Syndrome 

Total 

Survived 

Died 

Palliated 

1 

1 

0 

Corrected 

3 

2 

0 

Mitral  Stenosis 

1 

1 

0 

Vascular  Ring 

2 

2 

0 

Cor  T riatriatum 

1 

i 

0 

Congenital  TI 

1 

i 

0 

Rheumatic  Ml 

Aortic  Insufficiency  secondary 

1 

i 

0 

to  bacterial  endocarditis 

1 

i 

0 

Foreign  Body  Right  Heart 

1 

i 

0 

Total 

12 

1 1 

Mortality  8% 

1 

aortic  stenosis.  Three  children  with  this  syndrome 
underwent  surgical  correction  and  one,  palliation. 
Replacement  of  the  mitral  valve  with  a Hancock 
prosthesis  was  required  in  one,  while  a Starr-Edwards 
prosthesis  was  utilized  in  another. 

Two  infants  with  vascular  rings  and  one  with  a cor 
triatriatum  tolerated  their  complex  surgery  well.  A 
child  with  isolated  tricuspid  insufficiency  of  severe 
degree  had  a grossly  deformed  and  incompetent 
valve,  rather  than  Ebstein’s  deformity.  He  improved 
dramatically  following  the  insertion  of  a Hancock 
porcine  valve.  One  adolescent  with  severe  rheumatic 
mitral  insufficiency  required  a prosthetic  valve  and 
atrioplasty.  Another  adolescent  with  severe  aortic  in- 
sufficiency as  a result  of  acute  staphylococcal  bacte- 
rial endocarditis  survived  the  surgery  inserting  a 
prosthetic  valve  but  later  died  with  cardiac  failure 
secondary  to  a sinus  of  Valsalva  fistula.  One  unusual 
case  was  a boy  whose  chest  was  pierced  by  a nail  as  he 
was  mowing  the  lawn.  Although  the  nail  lodged  in  his 
right  ventricle,  he  was  unaware  of  any  problem  ex- 
cept a small  puncture  wound  until  bacterial  endocar- 
ditis developed  several  weeks  later.  Administration  of 
intravenous  antibiotics  was  followed  by  successful 
surgical  removal  of  the  foreign  body. 

Tetralogy  of  Fallot 

Seventy-four  patients  with  tetralogy  of  Fallot  un- 
derwent 75  operations  during  this  period  of  study. 
(Table  10)  This  group  included  ! I patients  with  pul- 
monary atresia  in  addition  to  a large  ventricular  sep- 
tal defect,  the  severest  form  of  tetralogy  sometimes 
referred  to  as  pseudotruncus.  The  majority  of  tet- 
ralogy patients  had  severe  to  moderate  cyanosis  with 
limited  exercise  tolerance;  cyanotic  spells  were  often 
the  indication  for  surgery  in  the  infants  with  the  more 
severe  forms  of  right  ventricular  obstruction.  Six 
patients  were  less  than  one  year  of  age,  27  patients  1 
to  5 years  and  42  greater  than  age  5.  The  smallest 
infant  to  undergo  corrective  surgery  was  six  months 
and  weighed  6 kg. 


The  operations  performed  included  total  correc- 
tion in  65,  including  nine  who  required  prosthetic 
valved  conduits  to  restore  an  adequate  pulmonary 
outflow  tract  (usually  in  the  pulmonary  atresia 
group),  palliative  shunts  in  eight  patients,  tricuspid 
valve  replacement  in  one  and  one  infant  underwent 
exploration  for  a shunt,  but  was  found  to  be  inoper- 
able. Thirty-three  of  the  patients  with  corrective  pro- 
cedures also  had  takedown  of  previously  constructed 
shunts.  One  patient  had  both  a shunt  and  total  cor- 
rection during  this  period  of  study. 

There  were  nine  deaths  in  the  entire  group  (12%). 
Four  were  in  the  pulmonary  atresia  group;  one  death 
in  a newborn  following  a shunt  procedure  and  three 


Table  X. 


Tetralogy  oj  Fallot 
Number  of  Patients 

63 

Deaths 

Total  Correction 

57* 

5** 

Palliative  Shunt 

6* 

0 

Tricuspid  Valve  Replacement 
Mortality 

1 

7.9% 

0 

Tetralogy  with  Pulmonary  Atresia  ( Pseudotruncus ) 
Number  of  Patients  11 

Total  Correction 

8 

3 

Palliative  Shunt 

2 

1 

Exploratory  Thoracotomy 
Mortality 

1 

36% 

0 

* One  patient  had  both  shunt  and  total  correction  during  the 
period  of  study. 

**  Two  deaths  occurred  in  children  with  Wolff-Parkinson-White 
Syndrome. 

Weight  range  3-60  kilos 

Average  Hospital  Days  15.5 


following  attempted  Rastelli  repair  using  a right  ven- 
tricular to  pulmonary  artery  valved  conduit.  Two  of 
these  deaths  were  in  children  with  residual  pul- 
monary hypertension  due  to  large  bronchial  collater- 
als which  had  developed.  Two  tetralogy  deaths  were 
in  children  with  the  additional  problem  of  Wolff- 
Parkinson-White  paroxysmal  supraventricular  tach- 
ycardia; both  died  in  the  early  postoperative  period 
of  uncontrolled  arrhythmia.  Excluding  the  patients 
with  pulmonary  atresia  and  those  with  Wolff-Park- 
inson-White syndrome,  there  were  three  deaths  in  55 
children  after  total  repair  of  tetralogy  for  an  approxi- 
mate mortality  of  6%  in  this  subgroup. 

Postoperative  complications  often  included  tran- 
sient fluid  retention,  which  usually  responded  well  to 
digitalis  and  diuretics.  Heart  block  occurred  in  three 
patients  but  was  temporary  in  two,  while  one  patient 
required  a permanent  pacemaker.  Several  children 
presented  special  challenges  due  to  associated  defects 
or  medical  conditions  such  as  repaired  tracheoeso- 
phageal fistula,  coronary  artery  fistula,  sickle-cell 
anemia  and  preoperative  cerebral  embolus;  yet  all  of 
these  survived  total  correction. 
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Special  emphasis  has  been  given  to  followup  of 
children  with  tetralogy  of  Fallot  by  postoperative 
catheterization.  In  50  children  studied  an  average  of 
21/2  years  later,  the  overall  results  have  been  quite 
gratifying,  with  significant  residual  defects  found  in 
only  10%.  This  is  the  group  prone  to  arrhythmias 
later.  Exercise  tolerance  is  generally  excellent.  Ninety 
percent  are  completely  asymptomatic  and  without 
significant  obstruction  or  shunt.  Residual  pulmonic 
insufficiency,  which  frequently  exists  after  tetralogy 
repair,  does  not  appear  to  impair  an  excellent  func- 
tional result.  The  age  at  surgery  did  not  seem  to  effect 
the  mortality  or  residual  disease.  Because  of  the  satis- 
factory mortality  and  excellent  functional  results  af- 
ter repair  of  tetralogy  of  Fallot,  our  current  trend  in 
the  uncomplicated  case  is  to  undertake  early  total 
repair  in  the  symptomatic  patient,  while  palliative 
shunts  are  used  only  in  more  complicated  defects. 

Transposition  of  the  Great  Arteries 

Twenty  procedures  on  17  children  with  trans- 
position of  the  great  arteries  (TGA)  were  distributed 


Table  XI.  D-Transposition 


Number  of  Patients 

17 

with  Associated  VSD 

6 

with  Associated  PS 

4 

Number  of  Procedures 

20 

Palliative 

Blalock-Hanlon  Atrial 

6 

Septectomy 
PA  Banding  & PDA 

1 

Ligation 

Blalock-Taussig  for 

1 

Associated  P.S. 
Corrective 

Mustard  Procedure 

7 

Mustard  Revision 

3 

Rastelli  Procedure 

1 

Thoracotomy 

1 

Age  Range  (Mean) 

7 days-16yrs(3  yrs-1  mo) 

Weight  Range 

3-54  kilos 

Average  Number  of 

16.4 

Hospital  Days 

Mortality  (all  Blalock-Hanlon) 

3 

% Mortality  Corrective  Surgery 

0 

% Mortality  Palliative  Procedures 

37.5 

as  shown  in  Table  1 1.  All  children  were  cyanotic  and 
15  had  cardiac  failure.  Three  of  the  six  infants  expired 
subsequent  to  a Blalock-Hanlon  procedure  to  relieve 
hypoxia  following  the  balloon  septostomy.  In  five 
infants  a ventricular  septal  defect  was  also  present. 
All  patients  subjected  to  a Mustard  procedure  sur- 
vived, although  three  required  revisions  for  obstruct- 
ion of  the  systemic  or  pulmonary  venous  return  as  the 
patch  contracted.  One  adolescent  with  a D-trans- 
position,  ventricular  septal  defect  and  severe  pul- 
monic stenosis  palliated  previously  by  a Blalock- 


Taussig  shunt  did  exceptionally  well  following  cor- 
rection with  a Rastelli  procedure.  Supraventricular 
tachycardia  with  shifting  atrial  rhythms  were  almost 
universally  seen  in  the  immediate  postoperative  pe- 
riod. After  a few  months  no  patient  requires  digitalis 
or  other  antiarrhythmic  therapy.  These  patients  are 
asymptomatic  and  no  patient  in  the  present  group 
has  any  evidence  of  any  pulmonary  or  systemic 
venous  obstruction. 

Endocardial  Cushion  Defects 

Four  patients  with  successfully  corrected  transi- 
tional endocardial  cushion  defects  ranged  in  age  from 


2 to  1 1 years.  (Table  12)  All  had  large  hearts  and 

Table  XII.  Endocardial  Cushion  Defects 

Total 

Survived 

Died 

Atrio  ventricular  canal 

Complete 

Palliated 

2 

2 

0 

Corrected 

3 

0 

3 

Transitional 

Corrected 

4 

4 

0 

Totals 

9 

6 

3 

% Mortality 

30 

significant  congestive 

failure 

and  one  was 

even  cy- 

anotic.  Each  required 

a patch  closure  of  a 

primum 

atrial  septal  defect  and  repairs  of  both  cleft  mitral 
and  cleft  tricuspid  valves.  Two  had  ventricular  septal 
defects  also  requiring  closure.  The  complications 
were  not  serious:  One  patient  had  junctional  rhythm 
persisting  for  a few  days;  another,  who  showed  dra- 
matic improvement  postoperatively,  had  mild  resid- 
ual mitral  insufficiency. 

Children  with  a complete  atrioventricular  (AV)  ca- 
nal posed  more  complex  problems.  Although  two 
underwent  palliative  surgery  successfully,  three  oth- 
ers did  not  survive.  A Rastelli  procedure  with  total 
correction  and  pulmonary  artery  debanding  was  dif- 
ficult in  these  patients. 

Complex  Cyanotic  Lesions 

The  data  on  patients  with  unusual  cyanotic  lesions 
are  summarized  in  Table  13.  Three  dramatic  suc- 
cesses were  witnessed  in  patients  with  double  outlet 
right  ventricle.  Deeply  cyanotic  children  with  severe 
preoperative  symptoms  were  improved  with  various 
procedures,  including  a baffle  directing  left  ventricu- 
lar blood  through  the  ventricular  septal  defect  to  the 
aorta,  a Rastelli  procedure  with  removal  of  a pul- 
monary artery  band  and  a Mustard  procedure  creat- 
ing an  effective  transposition. 

The  seven  children  with  tricuspid  atresia  were  han- 
dled by  shunts  in  infancy.  Of  two  who  had  Fontan 
corrective  procedures,  one  is  improved  while  the 
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Table  XIII.  Complex  Cyanotic  Lesions 


Double  Outlet  Right  Ventricle  Corrected 

Total 

3 

Survived 

3 

Died 

0 

Tricuspid  Atresia 

Palliated 

5 

4 

1 

Corrected 

2 

2 

0 

Pulmonary  Atresia 

Valvotomy 

i 

0 

1 

Valvotomy  with  shunt 

i 

1 

0 

Shunt  Only 

4 

3 

1 

Total  Anomalous  Pulmonary  Venous 

Drainage  Corrected 

4 

1 

3 

Truncus  Arteriosus  Corrected 

2 

0 

2 

Interrupted  Aortic  Arch  of  Aortic 

Atresia  Palliated 

3 

0 

3 

Common  Ventricle  with  PS  Palliated 

1 

1 

0 

Single  Ventricle  with  Mitral  Atresia 

and  Transposition  Corrected 

1 

0 

1 

Single  Ventricle,  mitral  atresia  Palliated 

1 

1 

0 

Single  Ventricle,  TGA,  Pulmonary 

Atresia  Corrected 

1 

0 

1 

Ebstein's  Anomaly,  tetralogy.  Palliated 

1 

0 

1 

Totals 

30 

16 

14 

% Mortality  47 


other  has  residual  cyanosis  with  a unilateral  increase 
in  pulmonary  vascular  resistance  secondary  to  an  old 
Blalock-Taussig  shunt. 

Pulmonary  atresia  with  an  intact  ventricular  sep- 
tum is  always  manifested  by  severe  cyanosis  in  in- 
fancy. A hypoplastic  right  ventricle  is  a common 
finding.  A valvulotomy  alone  in  one  patient  with  a 
small  but  perceptible  right  ventricle  was  not  toler- 
ated; however,  a valvulotomy  with  a shunt  in  a sim- 
ilar patient  was  successful.  Three  of  four  children 
who  underwent  a single  shunting  procedure  after  6 
weeks  of  age  survived;  although  two  were  complex 
lesions  including  a single  ventricle  and  dextrocardia, 
their  primary  handicap  was  pulmonary  atresia. 

Of  four  patients  with  total  anomalous  pulmonary 
venous  drainage  in  infancy,  one  has  survived.  The 
other  rarer  lesions  listed  in  Table  13  represent  very 
complex  defects;  even  a few  survivors  makes  the  ef- 
fort worthwhile 

Discussion 

The  results  of  surgery  for  congenital  heart  disease 
have  continued  to  improve.  Most  of  the  more  com- 
mon defects  can  be  repaired  at  a far  lower  mortality 
rate  than  a decade  ago.  Such  advances  are  related  to 
several  factors,  including  improved  preoperative 
diagnostic  and  therapeutic  measures,  more  effective 
surgical  techniques,  safer  management  of  cardiopul- 
monary bypass  and  improved  postoperative  mon- 
itoring and  medical  management. 

As  a consequence  of  the  progress  noted  above,  the 
concept  has  evolved  that  less  reliance  should  be 
placed  on  palliative  operations  and  a greater  empha- 


sis directed  toward  earlier  corrective  procedures.  As 
an  example,  a corrective  operation  for  transposition 
of  the  great  arteries  is  now  preferred  even  in  the  first 
year  of  life  whenever  balloon  septostomy  proves  to  be 
inadequate;  thus  surgical  palliation  by  the  Blalock- 
Hanlon  septostomy  is  now  rarely  performed.  In  sup- 
port of  this  approach,  there  has  been  no  mortality  to 
date  in  any  Mustard  corrective  procedure  for  un- 
complicated transposition  of  the  great  arteries  at  this 
institution.  Similarly,  infants  with  large  ventricular 
septal  defects  or  uncomplicated  tetralogy  of  Fallot 
more  often  undergo  earlier  complete  correction  in 
preference  to  the  palliative  procedures  which  were 
formerly  the  standard  approach. 

Many  innovative  and  imaginative  operations  are 
being  introduced  each  year  to  improve  surgically 
some  of  the  more  complex  congenital  defects.  The  use 
of  prosthetic  valves,  conduits  and  patches,  and  the 
development  of  microsurgical  techniques,  have  all 
expanded  the  surgical  horizons  in  dealing  with  the 
more  complex  lesions.  The  observation  that  two  ven- 
tricular chambers  may  not  be  necessary  for  adequate 
cardiovascular  function  and  that  either  ventricle  may 
serve  as  a systemic  ventricle  has  given  the  surgeon 
additional  latitude  in  designing  corrective  procedures 
for  tricuspid  atresia,  double  outlet  right  ventricle  and 
single  ventricle. 

Nevertheless,  some  lesions,  such  as  the  hypoplastic 
left  heart  syndrome,  still  defy  corrective  surgery,  and 
in  such  instances  cardiac  transplantation  may  ulti- 
mately offer  the  only  hope  for  cure  once  control  of 
the  immune  response  is  better  understood.  Similarly 
in  the  Eisenminger’s  syndrome  resulting  from  irre- 
versible pulmonary  vascular  damage,  transplantation 
of  the  lung  may  ultimately  find  application. 

Conclusion 

A total  of  330  surgical  procedures  were  performed 
on  323  pediatric  cardiology  patients  at  the  Medical 
College  of  Virginia  between  January  1,  1972,  and 
June  30,  1975.  During  this  period  significant  ad- 
vances occurred  in  the  surgical  treatment  of  con- 
genital heart  disease.  The  eight  common  lesions,  at- 
rial septal  defect,  ventricular  septal  defect,  patent 
ductus  arteriosus,  coarctation  of  the  aorta,  pulmonic 
stenosis,  aortic  stenosis,  tetralogy  of  Fallot  and  trans- 
position of  the  great  arteries  now  have  an  excellent 
outlook  for  surgical  correction.  Palliative  surgical 
procedures  are  used  less  frequently;  emphasis  is 
placed  now  on  early  total  correction.  The  use  of 
prosthetic  devices  has  expanded  the  horizon  for  com- 
plex cyanotic  lesions.  The  early  results  are  gratifying, 
although  long-term  morbidity  and  mortality  must 
await  future  assessment. 
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A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SECTION 


Up,  Up 
and  Away! 

To  Switzerland,  Italy,  and  the 
French  Riviera!  That’s  the  route  of 
the  next  MSV-INTRAV  travel  ad- 
venture. 

It  will  be  a two-week  tour  of  special 
pleasures,  with  four-day  stops  in  Lau- 
sanne, Switzerland,  by  the  beautiful 
blue  waters  of  Lake  Geneva;  in  Flor- 
ence, Italy,  glory  of  Renaissance  art 
and  architecture;  and  in  Nice, 
France,  lively  capital  of  the  Riviera. 

The  flight  over  will  be  by  jet;  be- 
tween the  three  “ports  of  call”  you 
will  enjoy  the  speed  and  comfort  of 
chartered  European  trains,  their  pic- 
ture-windows providing  unparalleled 
views  of  some  of  Europe’s  loveliest 
landscape. 

Departure  date  is  July  22.  Make 
your  plans  now! 


Him* 
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Health -Line: 

Answers  by  Telephone  to  Questions 

about  Cancer 

F.  J.  Spencer,  MD,  and  R.  W.  Jessee,  MD,  Richmond,  Virginia 

Primary  prevention  through  cancer  education  is  the  goal  of  a new  service  in 
Virginia;  80  taped  messages  answer  telephoned  questions. 


IT  IS  generally  accepted  that  the  best  method  of 
reducing  deaths  from  cancer  is  by  prevention,  ei- 
ther primary  or  secondary.  Primary  prevention  im- 
plies complete  prevention;  secondary  prevention  is 
early  diagnosis  and  treatment. 

Primary  prevention  has  a small  but  real  part  to 
play  in  cancer  control;  one  example  is  the  prevention 
of  skin  cancer  by  limiting  exposure  to  sunlight  or 
other  known  carcinogens.  However,  with  today’s  re- 
stricted knowledge  of  cancer  causation,  secondary 
prevention  is  in  general  the  more  practical  and  re- 
liable approach.  The  mainstay  of  early  diagnosis  and 
treatment  is  public  education;  that  this  is  needed  is 
evident — 25%  of  women  in  this  country  over  17  years  of 
age  have  never  had  a Pap  smear  and  20%  have  never 
had  a breast  examination.  Apart  from  these  figures, 
there  is  evidence  that  many  people  are  ignorant  of  the 
overall  nature,  prevention  and  treatment  of  cancer. 

Modern  technology  has  changed  health  education 
practice,  particularly  through  the  use  of  the  tele- 
phone. Health  information  is  readily  delivered  today 
by  taped  talks  which  can  be  played  and  replayed  on 


From  the  Department  of  Preventive  Medicine, 
MCV/VCU,  Richmond  VA  23298. 

Sponsored  by  the  Professional  Education  Committee  of 
the  Virginia  Division,  American  Cancer  Society. 


request.  This  method  is  the  basis  of  HEALTH-LINE, 
which  was  started  in  July  1976  at  the  Medical  College 
of  Virginia,  Virginia  Commonwealth  University 
(MCV/VCU)  and  is  a patient  information  service 
designed  to  answer  questions  about  selected  topics  of 
cancer.  It  is  jointly  sponsored  by  the  MCV/VCU 
Cancer  Center,  Departments  of  Preventive  Medicine 
and  Visual  Education  of  the  Medical  College  of  Vir- 
ginia, and  the  Virginia  Division  of  the  American 
Cancer  Society.  It  is  funded  by  the  National  Cancer 
Institute  as  a demonstration  project  and  will  be  con- 
tinued, it  is  hoped,  by  the  Cancer  Center  after  the 
initial  trial  period. 

HEALTH-LINE  provides  a semi-automated  re- 
trieval system  to  answer  phone  calls  with  taped  mes- 
sages. The  messages  provide  cancer  facts  and  re- 
sources for  diagnosis  and  treatment  for  the  general 
public.  The  basis  of  the  service  is  a library  of  taped 
messages,  assembled  by  soliciting  scripts  from  experts 
in  many  aspects  of  cancer,  including  basic  oncology, 
prevention,  treatment  and  rehabilitation.  Each  script 
is  submitted  to  an  editor  for  review  and  editing.  A 
professional  script  writer  rewrites  it  in  simple  lan- 
guage, eliminating  technical  terms  and  reducing  it  to 
a narration  length  of  two  to  five  minutes,  and  a 
professional  narrator  records  it. 

The  tape  library  is  housed  in  a console  consisting 
of  a telephone  switchboard  and  a tape  player.  An 
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operator  handles  the  calls  and  places  the  tapes  in  the 
console.  HEALTH-LINE  is  available  from  8 am  to 
4:45  pm  and  6 to  1 1 pm  Monday  through  Eriday;  1 to 
5 pm  on  Saturday;  and  2 to  10  pm  on  Sunday.  The 
console  is  capable  of  accomodating  twenty  calls 
should  the  demand  require  it.  The  only  charge  is  the 
cost  of  the  phone  call.  It  is  hoped  that  ultimately  the 
service  will  be  offered  on  a toll-free  basis  to  callers 
anywhere  in  the  country.  There  are  now  80  tapes  in 
the  library. 

General  public  tapes.  These  constitute  most  of  the 
tapes  and  may  be  played  to  any  member  of  the  public 
on  request.  The  titles: 

How  to  discover  cancer  early. 

About  skin  cancer. 

What  to  do  if  you  find  a lump  in  your  breast. 

Breast  cancer:  self-exam. 

Cancer  of  the  lung. 

Deaths  from  cancer. 

Cancer  of  the  mouth. 

Cancer  of  the  larynx. 

Pain. 

Cancer  of  the  cervix. 

Where  people  live  and  cancer. 

Nursing  care  for  cancer  patients. 

Mammography. 

Treating  breast  cancer  with  hormones  and  chemotherapy. 
Microscopy  in  the  diagnosis  of  cancer. 

Living  with  cancer. 

Industrial  causes  of  cancer. 

Occupational  therapy. 

Chemical  causes  of  cancer. 

General  causes  of  cancer. 

Physical  examinations. 

Extended  care  in  nursing  homes  or  convalescent  centers. 
Cancer  of  the  ovaries. 

Discovery  and  treatment  of  cancer  of  the  mouth. 

About  cancer  of  the  prostate. 

Physical  therapy. 

The  Pap  smear. 

Reach  to  recovery. 

Biopsies. 

Moles  that  become  cancer. 

Cancer  of  the  head  and  neck. 

Colorectal  cancer. 

Commercial  transportation  for  patients. 

About  cancer  of  the  thyroid. 

Richmond  Ostomy  Association 
Nonleukemic  cancers  of  blood 
How  to  prevent  cancer  from  moles. 

MCV  Tumor  Clinic. 

Symptoms  of  brain  cancer. 

Leukemia. 

About  cancer  of  the  kidney. 

W'hat  is  an  EKG? 

Laboratory  tests. 

What  is  an  EEG? 

Cancer  of  the  bone. 


How  cancer  spreads. 

Safeguards  against  cancer. 

Seven  warning  signals  of  cancer. 

Home  health  services. 

Cancer  and  heredity. 

Physician-prescribed  tapes.  These  tapes  may  be 
played  to  patients  only  on  the  advice  of  a physician, 
and  distribution  of  the  titles  is  confined  to  physicians. 
The  intent  is  that  these  tapes  will  supplement  and 
complement  the  information  provided  by  the  physi- 
cian in  treating  his  or  her  patients.  The  tapes  deal 
with  diagnostic  and  treatment  methods  which  require 
further  explanation  by  a physician  and  are  not  con- 
sidered to  be  suitable  for  general  public  distribution. 
They  are  prescribed  by  a physician  on  a prescription 
blank,  which  is  given  to  the  patient,  or  on  a hospital 
order  sheet.  The  titles: 

Limb  prosthesis. 

Chemotherapy  protocols. 

Cancer  chemotherapy. 

Neck  surgery  exercises. 

Surgery  and  recovery  from  breast  cancer. 

Living  with  a colostomy. 

Learning  to  live  without  a larynx. 

Radiation  therapy. 

What  to  expect  before  and  after  surgery. 

Bronchoscopies. 

Angiograms. 

Urinary  diversions. 

Surgical  removal  of  the  lung. 

Bone  marrow  aspiration  and  bone  marrow  biopsy. 

Treatment  for  cancer  of  the  prostate. 

Radiation  side  effects. 

Hysterectomy. 

Surgery  for  kidney  cancer. 

MCV/VCU  information  tapes.  These  describe  serv- 
ices at  the  MCV/VCU  hospitals,  such  as  visiting 
policies,  food  services,  medical  records  and  courtesy 
services.  They  are  intended  for  use  by  MCV/VCU 
hospital  patients  and  their  families  and  friends. 

Patient  “Bill  of  Rights”. 

Hospital  valuables. 

Admission  and  discharge  procedures  at  MCV  Hospitals. 

Hospital  discharge. 

MCV  visitor  policy. 

Patient  courtesy. 

MCV  dining  facilities. 

MCV  hospital  volunteers. 

Hospital  personnel. 

Patient  medical  records. 

Hospital  education  program  for  children. 

MCV  chaplain/counselors. 

Practicing  physicians  may  use  HEALTH-LINE  in 
three  ways: 

• Brochures  containing  information  on  the  service 

and  listing  the  tapes,  may  be  obtained  from  the 

Cancer  Center,  MCV-VCU,  Richmond,  VA  23298 
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(telephone  804  770-7476),  or  the  American  Cancer 
Society,  Virginia  Division,  3218  West  Cary  Street, 
Richmond  VA  23221  (telephone  804  359-0208). 
These  brochures  may  then  be  given  to  patients. 
Tapes  to  be  prescribed  by  physicians  will  not  be 
included  in  these  brochures. 

• The  complete  list  of  tapes,  including  those  to  be 
used  only  on  a physician’s  order,  may  be  obtained 
by  physicians  by  writing  or  calling  the  MCV/VCU 
Cancer  Center  or  the  American  Cancer  Society. 
One  copy  of  the  complete  brochure  was  mailed  to 
all  physicians  in  tfie  Richmond  metropolitan  area 
in  July,  1976. 

• The  greatest  benefit  will  come  from  wide  dissemi- 
nation of  information  about  the  service.  Physicians 
will  further  this  effort  by  publicizing  HEALTH- 
LINE not  only  in  their  practices  but  also  in  the 
hospitals  and  voluntary  and  civic  agencies  with 
which  they  work. 

Members  of  the  public  may  use  the  service  by 
calling  the  HEALTH-LINE  number,  804  770-8181.  If 
a tape  on  the  topic  is  unavailable  or  if  further  infor- 
mation is  requested,  the  caller  will  be  referred  to  the 
MCV/VCU  Cancer  Center,  where  an  attempt  will  be 
made  to  supply  the  desired  answer.  New  tapes  to 
meet  public  demand  will  be  made  as  money  permits. 


Ultimately  there  are  to  be  125  tapes  in  the  library. 

It  is  hoped  that  this  type  of  service  will  eventually 
be  expanded  to  include  topics  other  than  cancer  and 
to  extend  the  program  throughout  Virginia  and  its 
neighboring  states  by  use  of  a toll-free  telephone  line. 
This  will  depend  upon  the  response  of  the  public  and 
the  support  accorded  the  program  by  the  medical 
profession.  ^ 


Comment 

The  questions  of  some  callers  cannot  be  an- 
swered by  the  taped  messages.  The  HEALTH- 
LINE operator  takes  the  name  and  phone  number 
of  the  caller,  saying  that  the  call  will  be  returned. 
The  information  is  given  to  the  MCV/VCU  Can- 
cer Center,  and  a staff  person  who  has  been 
trained  in  telephone  techniques  returns  the  call. 

The  Cancer  Center  utilizes  information  files  and 
the  cancer  authorities  within  MCV  to  respond  to 
each  question.  Referrals  to  physicians  or  recom- 
mendations of  treatments  are  not  made  through 
HEALTH-LINE. 

J.  Shelton  Horsley,  III,  MD, 

Associate  Director, 

MCV/VCU  Cancer  Center. 


The  Westminster- Canterbury  Health  Center 


A licensed  nursing 
home  and  part  of 
the  Westminster- 
Canterbury  retire- 
ment facility 
(Episcopalian  and 
Presbyterian),  the 
Center  offers  the 
best  of  care  in  a 
Christian 
atmosphere. 


Supervised  residen- 
tial, intermediate 
and  skilled  care 

1 20  beds 

Semi-private  and  pri- 
vate accomodations 

Participant  in  Blue 
Cross  plan  for  nurs- 
ing home  coverage 

For  further  informa- 
tion call  264-6246. 


Westminster 

Canterbury 


1600  Westbrook  Avenue 
Richmond,  Virginia  23227 
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Syphilis:  New  (IX 
Recommended 
Treatment  Schedules 


The  following  recommendations  were  established  by 
the  Venereal  Disease  Control  Advisory  Committee  of 
the  Center  of  Disease  Control,  Atlanta,  Ralph  H.  Hen- 
derson, MD,  Chairman,  in  consultation  with  therapy 
experts.  For  a copy  of  the  complete  treatment  schedule 
write  HEW,  Public  Health  Service,  CDC,  Atlanta  GA 
30333. 


Few  data  have  been  published  on  the  treatment 
of  syphilis  since  CDC  revised  these  recommenda- 
tions in  1968.  Penicillin  continues  to  be  the  drug  of 
choice  for  all  stages  of  syphilis.  Every  effort  should 
be  made  to  document  penicillin  allergy  before 
choosing  other  antibiotics  because  these  antibiot- 
ics have  been  studied  less  extensively  than  penicil- 
lin. Physicians  are  cautioned  to  use  no  less  than 
the  recommended  dosages  of  antibiotics. 

Early  syphilis  (primary,  secondary,  latent  syphilis 
of  less  than  1 year’s  duration): 

(1)  Benzathine  penicillin  G — 2.4  million  units 
total  by  intramuscular  injection  at  a single  session. 
Benzathine  penicillin  G is  the  drug  of  choice  because 
it  provides  effective  treatment  in  a single  visit,*  OR 

(2)  Aqueous  procaine  penicillin  G — 4.8  million 
units  total:  600,000  units  by  intramuscular  injec- 
tion daily  for  8 days,  OR 

(3)  Procaine  penicillin  G in  oil  with  2%  alumi- 
num monostearate  (PAM ) — 4.8  million  units  total 
by  intramuscular  injection:  24  million  units  at  first 
visit,  and  1 .2  million  units  at  each  of  2 subsequent 
visits  3 days  apart.  Although  PAM  is  used  in  other 
countries,  it  is  no  longer  available  in  the  United 
States. 

Patients  who  are  allergic  to  penicillin: 

(1)  Tetracycline  hydrochloride** — 500  mg  4 
times  a day  by  mouth  for  15  days,  OR 

(2)  Erythromycin  (stearate,  ethylsuccinate  or 
base) — 500  mg  4 times  a day  by  mouth  for  1 5 days. 

These  antibiotics  appear  to  be  effective  but  have 
been  evaluated  less  extensively  than  penicillin. 
Syphilis  of  more  than  1 year’s  duration  (latent  syph- 
ilis of  indeterminate  or  more  than  1 year’s  dura- 
tion, cardiovascular,  late  benign,  neurosyphilis): 

(1)  Benzathine  penicillin  G — 7.2  million  units 
total:  2.4  million  units  by  intramuscular  injection 
weekly  for  3 successive  weeks,  OR 

(2)  Aqueous  procaine  penicillin  G — 9.0  million 
units  total:  600,000  units  by  intramuscular  injec- 
tion daily  for  15  days. 


The  optimal  treatment  schedules  for  syphilis  of 
greater  than  l year's  duration  have  been  less  well 
established  than  schedules  for  early  syphilis.  In  gen- 
eral, syphilis  of  longer  duration  requires  higher-dose 
therapy.  Although  therapy  is  recommended  for  es- 
tablished cardiovascular  syphilis,  there  is  little  evi- 
dence the  antibiotics  reverse  the  pathology  asso- 
ciated with  this  disease. 

Cerebrospinal  fluid  (CSF)  examination  is  man- 
datory in  patients  with  suspected,  symptomatic 
neurosyphilis.  This  examination  is  also  desirable 
in  other  patients  with  syphilis  of  greater  than  1 
year’s  duration  to  exclude  asymptomatic  neurosy- 
philis. ■ 

Published  studies  show  that  a total  dose  of  6. 0-9.0 
million  units  of  penicillin  G results  in  a satisfactory 
clinical  response  in  approximately  90%  of  patients 
with  neurosyphilis.  There  is  more  published  clinical 
experience  with  short-acting  penicillin  preparations 
than  with  benzathine  penicillin  G.  Some  clinicians 
prefer  to  hospitalize  patients  with  neurosyphilis, 
particularly  if  the  patient  is  symptomatic  or  has  not 
responded  to  initial  therapy.  In  these  instances  they 
treat  patients  with  12-24  million  units  of  aqueous 
crystalline  penicillin  G given  intravenously  each  day 
(2-4  million  units  every  4 hours ) for  10  days. 

Patients  who  are  allergic  to  penicillin: 

(1 ) Tetracycline  hydrochloride — 500  mg  4 times 
a day  by  mouth  for  30  days,  OR 

(2)  Erythromycin  (stearate,  ethylsuccinate  or 
base) — 500  mg  4 times  a day  by  mouth  for  30  days. 

There  are  NO  published  clinical  data  which  ade- 
quately document  the  efficacy  of  drugs  other  than 
penicillin  for  syphilis  of  more  than  I year's  duration. 
Cerebrospinal  fluid  examinations  are  highly  recom- 
mended before  therapy  with  these  regimens. 

*Food  and  some  dairy  products  interfere  with  absorp- 
tion. Oral  forms  of  tetracycline  should  be  given  1 hour 
before  or  2 hours  after  meals. 

A Reminder 

To  obtain  the  latest  information  regarding  the 
incidence  and  treatment  of  infectious  diseases,  or- 
der the  Morbidity  and  Mortality  Weekly  Report 
from  the  US  Department  of  Health,  Education 
and  Welfare,  Center  for  Disease  Control,  Atlanta 
GA  30333.  There  is  no  charge  for  this  weekly 
pamphlet,  published  by  HEW  as  a public  health 
service. 

The  VD  hot-line  number  ("Operation  Venus”) 
is  800-523-1885.  It  provides  toll-free  access  to  VD 
counselling  and  referral  in  all  48  contiguous  states. 
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Ophthalmology/Case  Report 


Blindness:  a Postoperative  Complication 
of  Pheochromocytoma 

H.  Saadat,  MD,  and  Y.  Bahrami,  MD,  Tehran,  Iran 

Surgery  to  remove  pheochromocytoma  in  the  right  adrenal  is  followed  by  an 
acute  blindness,  prompting  a review  of  postoperative  complications. 


PHEOCHROMOCYTOMA  is  a relatively  rare 
disease  and  accounts  for  less  than  one  percent  of 
the  hypertensive  population.1  Anatomic  statistics 
from  the  Mayo  Clinic  showed  1 5 pheochromocytoma 
in  15,984  autopsies,  an  overall  0.1%. 2 In  the  Pahlavi 
General  Hospital  the  incidence  is  15  per  142,102  ad- 
missions in  1 I years.3 

The  recommended  treatment  is  removal  of  the  ad- 
renal tumor  by  surgery.  A case  of  blindness  after  such 
surgery  is  described  here  with  a brief  review  of  un- 
common postoperative  complications. 

Case  Report 

E.  K.,  a 22-year-old  male  college  student  from  the  Cas- 
pian Sea  province  was  admitted  on  April  25,  1974,  for 
severe  headaches  and  dizziness.  The  symptoms  began  a 
year  previously  as  attacks  of  intermittant  headaches.  His 
arterial  hypertension,  however,  was  discovered  in  another 
hospital  15  days  before  his  referral. 

On  physical  examination,  the  patient  was  well-nourished 
with  a regular  pulse  of  100  beats  per  minute  and  blood 
pressure  of  230/140.  His  blood  pressure  fluctuated  between 
270/140  and  190/140;  leg  blood  pressure  readings  were  in 
ranges  of  300/170;  upright  position  blood  pressure  was 
about  160/120.  A loud  aortic  second  sound  was  heard  over 
precordium. 

From  the  Departments  of  Internal  Medicine  (Dr.  Saa- 
dat) and  Ophthalmology  (Dr.  Bahrami),  Pahlavi  Hospital 
and  Medical  School,  Tehran,  Iran.  Sponsored  by  Kamal 
Ghaemi,  MD,  Fairfax,  Virginia. 

Submitted  12-9-75. 


He  showed  marked  opacity  of  the  right  lens  due  to  a 
trauma  to  his  eye  four  years  before.  The  vision  of  this  eye 
was  limited  only  to  light  perception.  The  fundus  was  not 
visible  due  to  lens  opacity.  There  was  also  divergent  squint 
with  iris  displacement  and  posterior  synechia  in  the  right 
eye.  Feft  visual  acuity  was  6/60  and  he  was  able  to  read 
medium  print  from  25  cm.  Iris  reacted  to  the  light.  Opthal- 
moscopic  examination  (Fig.  1)  revealed  typical  grade  4 


Fig.  I. 


angiospastic  retinopathy,  generalized  narrowing  of  the  ar- 
teries, silver  wire  appearance  and  tortuosity,  cotton  wool 
star  shaped  patches  extending  from  macular  region  toward 
periphery.  Hemorrhages  in  different  shape  and  sizes  and 
disc  swelling  were  also  present. 

Faboratory  data  showed  blood  chemistry  and  elec- 
trolytes to  be  within  normal  limits  including  creatinine  and 
serum  electrophoresis.  Hemoglobin  15  gr,  hematocrit  51%, 
WBC  and  differential  count  normal.  Urinalysis  showed 
only  trace  proteinuria.  Urinary  VMA  value  was  46.5  mg/24 
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Fig.  2. 

h;  catecholamines  20  mcg/24  h.  Urinary  metanephrines 
were  not  examined.  Urinary  ketosteroids:  46.5  mg/24  h. 
EKG  confirmed  sinus  rhythm,  electrical  axis  + 80,  left 
ventricular  hypertrophy  and  ischemic  repolarization 
changes  of  inferolateral  area. 

X-ray  findings:  Adrenal  arteriogram  was  inconclusive. 
IVP  showed  slight  dilation  on  right  caliceal  system.  Retro- 
peritoneal insufflation  revealed  right  adrenal  enlargement. 
On  scanning,  right  kidney  was  slightly  larger  than  the  left 
with  no  change  in  outline  and  configuration. 

The  patient  was  referred  to  surgical  services  with  the 
diagnosis  of  right  pheochromocytoma.  This  proved  to  be 
an  adrenal  tumor  of  28  gr  and  2 X 4.5  X 6 cm  in  size.  It 
consisted  of  two  parts:  a small  normal  adrenal  gland  under 
the  pressure  of  a well-capsulated,  big,  spherical  nodule  of  5 
ctm  diameter  (Fig.  2).  Tumor  consisted  of  voluminous 
mononucleated  and  polynucleated  cells.  The  size  and  shape 
of  the  tumor  cells  varied  greatly;  many  giant  and  multi- 
nucleated  forms  were  present  (Fig.  3).  The  mass  of  the 
tumor  was  lobulated  by  fibrous  trabeculae.  Regions  of 
hemorrhages  and  vascularity  were  present  (Fig.  4).  Diag- 
nosis, pheochromocytoma. 

The  patient  tolerated  the  operation  well  and  the  blood 
pressure  dropped  to  130/100  postoperatively.  Some  ten 
hours  later,  he  complained  of  blindness. 

Ophthalmologic  consultation  next  morning  revealed  that 
the  left  eye  had  totally  lost  vision.  Pupil  was  on  total 
mydriasis.  On  fundus  examination  some  degree  of  retinal 
edema  and  increased  papilla  swelling  were  evident.  On 
ophthalmodynamometry,  after  pressing  the  globe  the  cen- 
tral retinal  artery  started  to  pulsate.  Retinal  ischemia  was 
present.  Retrobulbar  injection  of  priscol  TDS  and  massage 
of  the  globe  were  recommended. 

In  ensuing  days  in  the  hospital  the  patient  disclosed  some 
degree  of  improvement.  Upon  his  discharge  on  20  J uly  1974 
his  blood  pressure  was  130/90  and  his  left  eye  vision  in  the 
limits  of  hand  movement  perception.  After  discharge  the 
patient  has  been  seen  regularly.  Blood  pressure  remains 
normal  but  his  vision  shows  no  improvement. 

Discussion 

Based  on  the  complication  found  in  our  patient, 
the  literature  on  uncommon  complications  of  surgery 
of  pheochromocytoma  was  reviewed. 


Fig.  3. 

Recurrence  of  hypertension  happens  either  as  a 
result  of  existence  of  multiple  tumors  in  the  adrenals 
and  elsewhere4^7  or  bilateral  pheochromocytoma.8 
Persistence  of  hypertension  after  surgery  cannot  al- 
ways be  defined9  and  rarely  an  essential  hypertension 
has  been  suggested. 

Renovascular  hypertension.  Recurrence  of  hyper- 
tension some  years  after  the  operation  may  be  due 
to  a combination  of  pheochromocytoma  and  reno- 
vascular hypertension.10  A case  of  recurrent  pheo- 
chromocytoma and  benign  moderate  arteriolar  nephro- 
sclerosis has  recently  been  reported.11 

Excision  of  pheochromocytoma  very  rarely  results 
in  renovascular  hypertension;  to  our  knowledge,  only 
four  cases  of  this  kind  have  been  reported  in  the 
literature  up  to  1974.  Two  brothers  with  familial 
extraadrenal  pheochromocytoma  have  been  de- 
scribed. One  developed  retroperitoneal  fibrosis  that 
gradually  obstructed  renal  blood  flow  to  the  right 
kidney;  the  second  patient  had  a small  aberrant  ar- 
tery to  the  inferior  pole  of  the  kidney  ligated,  with 
prompt  development  of  hypertension.12  In  a patient 
described  by  Y oung  et  al,  the  renal  artery  was  injured 
during  removal  of  pheochromocytoma  with  resulting 
renovascular  hypertension.5  A patient  described  by 
Julian  et  al  had  a 680-gr  adrenal  mass  which  extended 
from  the  diaphragm,  encompassed  the  hepatic  veins 
and  involved  the  renal  artery.  Recurrence  of  hyper- 
tension was  due  to  multiple  cortical  and  medullary 
infarctions  with  scarring  about,  and  fibrous  intimal 
proliferation  within,  the  renal  artery,  caused  by  diffi- 
cult dissection  during  the  first  operation.13 

Some  other  complications  of  surgery  of  pheochro- 
mocytoma are  death  due  to  blood  loss  or  persistent 
hypotension  due  to  bleeding  at  the  operative  site.14 

Blindness  seems  to  be  an  unusual  complication  of 
surgery  of  pheochromocytoma.  Our  review  of  the 
literature  does  not  reveal  a case  of  acute  blindness 
after  the  removal  of  pheochromocytoma.  In  our 
patient  the  respective  role  of  existing  hypertensive 
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Fig.  4. 


retinopathy,  drastic  reduction  of  blood  flow  to  the 
retina  through  an  ophthalmic  artery  embolus  or  sud- 
den retinal  ischemia  cannot  be  defined.  All  these  fac- 
tors may  well  have  produced  this  unfortunate  out- 
come. 
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iProceedingsi 


Minutes  of  the  Council 


A meeting  of  Council  of  The  Medical  Society  of  Virginia 
was  held  in  Richmond  at  the  Regency  Inn  on  Wednesday, 
November  17,  1976.  Members  Present : Dr.  W.  Leonard 
Weyl;  Dr.  Charles  E.  Davis;  Dr.  James  B.  Kenley  and  Dr. 
W.  T.  Thompson,  Jr.,  Ex-Officio;  Dr.  Harold  L.  Williams; 
Dr.  Gervas  S.  Taylor,  Jr.;  Dr.  Charles  M.  Caravati,  Jr.;  Dr. 
Gordon  G.  Birdsong;  Dr.  Girard  V.  Thompson,  Sr.;  Dr. 
H.  C.  Alexander,  III;  Dr.  George  M.  Nipe;  Dr.  Harry  C. 
Kuykendall;  Dr.  James  Hal  Smith;  and  Dr.  C.  Barrie  Cook. 
Others  present:  Dr.  Nicholas  G.  Colletti,  2nd  Vice  Presi- 
dent; Dr.  Arthur  A.  Kirk,  3rd  Vice-President;  Dr.  Harry  J. 
Warthen,  Editor  Emeritus;  Dr.  William  S.  Burton;  Dr.  J. 
Latane  Ware;  Dr.  W.  R.  Watkins;  Dr.  Herbert  W.  Coone, 
Dr.  Robert  V.  Gailliot  and  Dr.  Gerald  J.  Fisher,  Vice- 
Councilors;  Dr.  William  S.  Hotchkiss  and  Dr.  Michael  A. 
Puzak,  AMA  Delegates;  Dr.  Carl  E.  Stark,  Alternate  AM  A 
Delegate;  Dr.  Eugene  Perez;  Dr.  Oscar  Thorup,  represent- 
ing Dr.  William  R.  Drucker  from  University  of  Virginia 
School  of  Medicine;  Dr.  Reuben  Young,  representing  Dr. 
Jesse  L.  Steinfeld,  Dean,  Medical  College  of  Virginia;  Dr. 
James  S.  Kitterman,  President-Elect,  Norfolk  Academy  of 
Medicine;  Mr.  Robert  G.  Stuart,  Executive  Secretary, 
VaMPAC;  Mr.  Edward  DeBolt;  and  Mr.  Allen  Goolsby, 
Special  Legal  Counsel. 

The  meeting  was  called  to  order  at  10  am  by  Dr.  Weyl, 
who  then  requested  Dr.  Nipe  to  deliver  the  invocation. 

Special  Meeting  of  Membership. 

As  a result  of  the  events  which  occurred  during  a meeting 
of  the  membership  on  November  6 in  Williamsburg,  special 
legal  advice  and  guidance  was  obtained  in  an  effort  to  solve 
those  procedural  problems  associated  with  the  use  of  prox- 
ies. Mr.  Allen  Goolsby,  a Richmond  attorney,  presented 
his  analysis  of  the  situation  and  distributed  a special  memo- 
randum. He  stated  that,  in  his  opinion,  the  Amendment  to 
the  By-Laws  establishing  a definite  quorum  seemed  to  be  in 
order  and  could  survive  a challenge.  He  raised  certain 
questions  about  the  so-called  “housekeeping”  amendments 
to  the  Charter  and  recommended  that  they  be  resubmitted 
at  a future  meeting  of  the  membership.  It  was  his  further 
recommendation  that  amendments  relating  to  Continuing 
Medical  Education  and  Unified  Membership  also  be  resub- 
mitted at  a future  meeting. 

Mr.  Goolsby  went  on  to  point  out  certain  conflicts  in  the 
proposed  Charter  Amendments  and  recommended  that  the 
Articles  be  revised  prior  to  submission  at  the  next  meeting 
of  the  membership.  He  indicated  that  the  entire  situation 
should  be  reviewed  with  the  State  Corporation  Commis- 
sion in  an  effort  to  more  clearly  define  the  roles  of  the 
House  of  Delegates  and  Council. 


There  followed  considerable  discussion  during  which  it 
was  generally  agreed  that  an  effort  should  be  made  immedi- 
ately to  have  the  Charter  Amendments  redrafted.  The  new 
version  would  be  reviewed  by  Council  prior  to  the  calling  of 
a special  meeting  of  the  membership.  Also  discussed  was 
the  advisability  of  soliciting  proxies  in  advance  on  the 
several  main  issues  and  that  they  be  required  to  be  sub- 
mitted by  a specific  date.  This  would  mean  that  the  proxies 
would  be  certified  before  the  general  meeting  was  con- 
vened. 

It  was  also  the  consensus  that  discretionary  proxies 
should  be  avoided  and  that  specific  proxies  be  sought,  if  at 
all  possible.  It  was  recognized,  however,  that  proxies  of  a 
discretionary  nature  will  probably  have  to  be  utilized  at  the 
next  meeting  of  the  membership. 

Dr.  Davis  then  moved  that  the  next  meeting  of  the  mem- 
bership be  concerned  only  with  those  matters  pertaining  to 
Charter  Amendments  and  that  any  definitive  action  on 
particular  issues  be  postponed  until  a later  date.  The  mo- 
tion was  seconded.  During  discussion  on  the  motion,  the 
opinion  was  expressed  that  the  General  Assembly  will  un- 
derstand why  the  Society  has  been  unable  to  act  on  the 
Continuing  Medical  Education  issue.  Dr.  Davis'  motion 
was  then  adopted  by  a vote  of  10-1. 

It  was  then  agreed  that  a special  committee  should  be 
appointed  for  the  purpose  of  working  with  Mr.  Goolsby  in 
revising  the  Articles  of  incorporation  prior  to  their  sub- 
mission to  Council.  Dr.  Weyl  announced  that  Dr.  Charles 
M.  Caravati,  Jr.  would  be  Chairman  of  the  Committee,  and 
that  its  members  would  be  Dr.  K.  K.  Wallace,  Jr.,  Dr. 
Nicholas  G.  Colletti,  and  Dr.  Carl  E.  Stark. 

Mr.  Goolsby  summed  up  the  situation  and  indicated  that 
he  would  go  ahead  and  prepare  a proposed  revision  of  the 
Articles  of  incorporation  and  that  special  attention  would 
be  given  to  the  matter  of  proxies.  He  stated  that  proxies 
would  either  be  eliminated  or  restricted  in  such  manner  that 
each  proxy  would  represent  one  vote  for  or  against  the  issue 
involved.  He  also  proposed  an  Amendment  which  would 
permit  voting  by  proxy  on  any  matter  which  Council  might 
believe  to  be  in  order.  He  confirmed  the  feeling  of  Council 
that  proxies  should  be  in  writing  and  submitted  at  least  24 
hours  prior  to  time  of  voting.  No  discretionary  proxies 
would  be  permitted  and  the  vote  must  be  for  or  against  a 
particular  proposal. 

Council  agreed  with  this  general  summation  and  directed 
Mr.  Goolsby  to  proceed. 

Dr.  Perez. 

Dr.  Weyl  called  Council's  attention  to  the  fact  that  the 
Virginia  Regional  Medical  Program  had  been  terminated 
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and  that  Dr.  Perez  was  attending  a meeting  of  Council  for 
probably  the  last  time.  Dr.  Perez  thanked  Council  for  its 
cooperation  over  the  years  and  pointed  out  that  RMP  was 
one  of  the  last  truly  voluntary  and  cooperative  programs. 
He  reviewed  the  development  of  the  National  Health  Serv- 
ice Act  and  the  dangers  posed  by  the  HSA  approach.  He 
pointed  out  that  medicine  had  very  little  input  into  the 
legislation. 

Dr.  Perez  went  on  to  say  that  National  Health  Insurance 
could,  if  enacted,  destroy  our  nation's  economy.  Federal 
actuaries  have  consistently  underestimated  the  cost  of  med- 
ical aid  programs  by  anywhere  from  200-400%.  The  poten- 
tial cost  of  National  Health  Insurance  can  only  stagger  the 
imagination. 

Bicentennial  Exhibit. 

It  was  recalled  that  Council,  during  its  meeting  on  Sep- 
tember 25,  voted  to  terminate  the  Society’s  participation  in 
the  Bicentennial  Medical  Exhibit  as  of  January  1,  1977.  Dr. 
Warthen,  Chairman  of  the  Exhibit  Committee,  noted  that 
sufficient  funds  had  been  budgeted  by  the  Society  to  pay  the 
necessary  cost  of  keeping  the  Exhibit  open  during  Novem- 
ber and  December.  He  stated  that,  inasmuch  as  the  largest 
number  of  visitors  could  be  anticipated  during  the  summer 
months,  he  would  like  for  those  funds  to  be  used  at  that 
time.  As  a matter  of  fact,  the  Exhibit  had  been  closed  at  the 
end  of  October  with  this  plan  in  mind.  Dr.  Warthen  also 
stated  that  the  Exhibit  will  always  be  open  for  special 
occasions  and  that  he  hopes  very  much  that  funds  can  be 
obtained  from  other  sources  sufficient  to  keep  the  Exhibit 
open  one  or  two  months  longer  during  the  year. 

Dr.  Warthen’s  thoughts  were  well  received  and  it  was 
agreed  that  the  funds  budgeted  for  the  Exhibit  could  be 
used  at  any  time  he  thinks  best  during  the  1976-77  fiscal 
year. 

Report  of  Search  Committee. 

A special  Committee  headed  by  Dr.  Caravati  has  been 
appointed  to  search  for  a successor  to  Mr.  Miller.  It  had 
been  suggested  during  the  Annual  Meeting  in  Williamsburg 
that  the  Society  explore  the  feasibility  of  employing  a staff 
attorney  on  a full-time  basis. 

Dr.  Caravati  stated  that  his  Committee  had  discussed  the 
advantages  and  disadvantages  of  an  “in-house”  attorney  as 
opposed  to  one  on  the  outside  and  that  it  believed  outside 
representation  would  be  the  answer.  Although  the  Com- 
mittee has  been  contacted  by  several  applicants,  it  plans  to 
interview  several  attorneys  considered  outstanding  in  legis- 
lative and  association  activities.  Dr.  Caravati  added  that 
the  Committee  feels  that  legislative  experience  is  probably 
vital.  He  further  stated  that  the  Committee  seems  to  lean 
towards  a “retainer”  approach  rather  than  utilizing  the 
services  of  an  attorney  on  an  hourly  basis.  Further  dis- 
cussion had  to  do  with  whether  a lawyer  associated  with  a 
small  firm  rather  than  a larger  group  would  be  best  for  the 
Society’s  purpose. 

It  was  agreed  that  Dr.  Caravati’s  committee  was  doing 
an  excellent  job  and  should  continue  with  its  efforts  to  find 
the  right  man  for  the  Society. 

Letter  from  Dr.  Wallace. 

Copies  of  a letter  to  Dr.  Weyl  from  Dr.  K.  K.  Wallace, 


Jr.,  were  distributed  to  members  of  Council  as  a matter  of 
information.  The  letter  touched  on  several  actions  by  the 
House  which  will  require  the  attention  of  Council. 

Medicaid  Formulary. 

The  Governor's  Advisory  Committee  on  Medicare  and 
Medicaid  has  been  requested  to  approve  a proposal  that  it 
establish  a five-drug  limited  formulary.  Such  action  would, 
in  effect,  provide  that  Medicaid  reimburse  only  on  the  basis 
of  generic  prescriptions.  The  five  drugs  are  tetracycline, 
antpicillin,  meprobamate,  penicillin,  VK,  and  hydro- 
chlorathiazide.  The  request  was  presented  to  the  Com- 
mittee by  a group  of  pharmacists  who  estimate  a saving  to 
Medicaid  of  $200,000.  They  stated  that  the  drugs  in  ques- 
tion could  be  prescribed  without  conflicting  unduly  with 
the  routine  prescription  practices  of  the  physician.  The 
Governor’s  Committee  deferred  action  until  the  reaction  of 
Council  could  be  obtained. 

Mr.  Osburn  advised  that  a voluntary  formulary  bill  to  be 
considered  by  the  General  Assembly  would  require  physi- 
cians to  write  “do  not  substitute”  on  each  and  every  pre- 
scription form  in  order  to  guard  against  the  use  of  generic 
drugs.  He  went  on  to  state  that  the  Pharmacy  Committee  is 
concerned  with  the  matter  of  quality  control  and  has  raised 
the  question  of  who  assumes  liability  for  therapeutic  fail- 
ure. For  this  and  other  reasons,  the  Committee  has  recom- 
mended that  the  establishment  of  such  a formulary  be 
opposed. 

A motion  by  Dr.  Davis  to  approve  the  Committee' s recom- 
mendation was  seconded  and  adopted.  It  was  agreed  that  the 
letter  to  the  Governor’s  Committee  rejecting  the  proposed 
formulary  should  make  clear  the  fact  that  physicians  appre- 
ciate the  need  for  economy  in  the  Medicaid  Program  but  do 
not  wish  to  sacrifice  quality  of  care. 

Mr.  DeBolt. 

Mr.  Edward  DeBolt,  the  Society's  Special  Consultant  on 
Public  Relations  and  Legislative  activities,  reviewed  the 
results  of  a recent  membership  survey.  The  survey  revealed 
some  very  interesting  things,  including  the  need  of  more 
effective  communications  with  the  membership.  He  in- 
dicated that  regional  workshops  on  problem-solving 
seemed  very  much  in  order  and  recommended  that  they  be 
presented  with  the  cooperation  of  each  District  Councilor. 
An  effort  would  be  made  to  obtain  continuing  medical 
education  credit  for  the  workshops. 

Mr.  DeBolt  stated  that  one  of  the  Society’s  big  needs  is  to 
obtain  the  names  of  additional  physicians  ready  and  willing 
to  assist  in  the  legislative  effort.  Unfortunately,  too  few  are 
participating  at  the  present  time. 

Further  discussion  of  the  proposed  Workshops  brought 
forth  various  suggestions  concerning  their  locations.  Some 
thought  that  the  community  hospital  would  be  a good  spot 
while  others  suggested  medical  schools  where  possible.  Mr. 
DeBolt  hoped  that  workshops  could  soon  be  presented  in 
the  3rd  and  4th  Districts  with  others  to  be  presented  in  the 
Spring.  He  also  indicated  that  Saturday  morning  seemed  to 
be  the  best  time  of  the  week. 

A motion  by  Dr.  Cook  to  endorse  the  proposed  Workshops 
was  seconded  and  carried. 
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CHAMPUS  Profiles. 

Dr.  John  Thiemeyer  and  Mr.  Alden  Flory  discussed  this 
extremely  important  matter  on  behalf  of  Blue  Shield  of 
Virginia.  CHAMPUS  officials  have  indicated  that  all  new 
contracts  will  provide  for  profiles  on  physicians  participat- 
ing in  the  program.  Blue  Shield  has  always  followed  the 
Society’s  policy  of  opposing  individual  profiles. 

Dr.  Thiemeyer  and  Mr.  Flory  expressed  great  concern 
over  this  development  and  indicated  that  Blue  Shield  did 
not  wish  to  act  contrary  to  the  Society's  wishes.  Brought 
out  was  the  fact  that,  regardless  of  the  Blue  Shield  decision, 
CHAMPUS  would  negotiate  a contract  with  some  organi- 
zation to  administer  the  program  in  Virginia.  There  ap- 
pears no  way  to  eliminate  the  profile  requirement. 

It  was  agreed  that  the  new  demand  by  CHAMPUS  had 
many  ramifications,  one  of  the  most  important  being  a 
further  step  on  the  part  of  government  in  the  direction  of 
fee  control.  Mentioned  was  the  fact  that  if  Blue  Shield  gives 
up  its  contract,  it  will  mean  a loss  of  at  least  $1,000,000  of 
income  and  eventual  loss  of  some  200  employees.  Ulti- 
mately it  could  result  in  additional  cost  to  the  private 
sector. 

After  agreeing  that  medicine  would  be  much  better  off 
having  Blue  Shield  handle  the  profile  situation,  a motion  by 
Dr.  Birdsong  requesting  Blue  Shield  to  submit  its  hid  on  the 
CHAMPUS  Program  ( including  the  development  of  profiles) 
was  adopted. 

Blue  Shield  Pilot  Program. 

Council  was  advised  that  the  Society  had  in  effect  been 
challenged  to  develop  a pilot  Blue  Cross-Blue  Shield  pro- 
gram for  its  members  featuring  a sizeable  deductible.  The 
deductible  mentioned  was  $1,000.  The  thought  behind  it  all 
was  that  the  only  truly  effective  cost  control  factor  in  health 
insurance  is  the  deductible  and  that  medicine  should  se- 
riously consider  pointing  the  way. 

There  followed  considerable  discussion  during  which 
some  doubt  was  expressed  that  deductibles  in  such  large 
amounts  would  ever  be  accepted.  It  was  agreed,  however, 
that  the  proposal  should  be  referred  to  the  Insurance  Com- 
mittee for  further  study  as  to  its  feasibility. 

Conference  on  Assessment  of  Emergency  Care  Capa- 
bilities. 

The  Society  has  been  invited  to  join  with  the  State  Bu- 
reau of  Emergency  Services  in  sponsoring  a Conference  on 
the  Assessment  of  Hospital  Emergency  Care  Capabilities. 
The  Conference  would  be  held  sometime  in  January  or 
February,  probably  in  Richmond  or  Williamsburg,  and 
would  be  a one-day  affair.  Cost  to  the  Society  would  be 
$1,500.  Dr.  Thiemeyer,  accompanied  by  Miss  Mitzie  Co- 
hen, explained  the  purpose  of  the  Conference  and  the  im- 
pact for  good  it  could  have  on  the  public.  It  could  go  a long 
way  toward  the  development  of  a well  integrated  emer- 
gency medical  service  system  considered  so  vitally  impor- 
tant to  the  people  of  Virginia. 

A motion  by  Dr.  Williams  to  support  the  Conference  as  a 
cosponsor  was  seconded  and  adopted. 

Practice  Management  Workshops. 

AMA  has  invited  The  Medical  Society  of  Virginia  to 


cosponsor  during  1977  a two-day  Workshop  entitled  “Es- 
tablishing Y ourself  in  Medical  Practice".  The  Workshop  is 
limited  to  27  participants  and  designed  to  develop  knowl- 
edge and  understanding  of  the  business  side  of  medicine. 
The  cost  of  such  an  undertaking  would  be  between  $500- 
1 ,000. 

There  was  some  question  as  to  whether  the  return  would 
be  sufficient  to  justify  the  investment,  and  a motion  to 
decline  the  invitation  was  seconded  and  adopted. 

Physician  Advertising. 

A recent  court  ruling  opening  the  door  to  advertising  by 
physicians  was  discussed.  It  was  learned  that  neither  the 
Attorney  General  nor  State  Board  of  Medicine  had  as  yet 
noted  an  appeal.  It  was  the  consensus  that  the  Society  was 
not  in  a position  to  take  any  official  action  while  the  matter 
remains  in  litigation. 

Support  of  Regional  PSRO. 

Although  the  House  of  Delegates  adopted  a Resolution 
supporting  legislation  calling  for  the  repeal  of  PL-92-603 
(PSRO)  and  PL  93-641  (HSA),  Council  was  requested  to 
consider  the  plight  of  regional  PSRO’s  in  their  efforts  to 
obtain  physician  support.  It  was  also  pointed  out  that 
federal  law  could  result  in  a withdrawal  of  recognition  of 
PSRO’s  in  those  states  where  statements  of  opposition  have 
been  adopted.  Dr.  Alexander  felt  that  PSRO's  could  never 
get  the  job  done  without  the  support  and  participation  of 
physicians  in  their  areas.  Attention  was  called  to  the  fact 
that  The  Medical  Society  of  Virginia  had  been  represented 
for  sometime  on  the  Board  of  the  PSRO  Support  Center  in 
the  State  and,  consequently,  was  not  being  consistent. 

Dr.  Alexander  then  moved  that  physicians  in  PSRO  Area 
III  be  urged  to  support  their  PSRO  through  membership 
and  participation.  The  motion  was  seconded  but  lost. 

Continuing  Medical  Education. 

Dr.  Melvin  Small,  new  Chairman  of  the  Society’s  Com- 
mission on  Continuing  Medical  Education,  has  called  at- 
tention to  the  importance  of  State  Commission  representa- 
tion to  the  AMA-backed  Liaison  Committee  for 
Continuing  Education.  The  make-up  of  the  Liaison  Com- 
mittee is  reported  to  include  a disproportionate  number  of 
representatives  from  specialty  societies,  the  academic  com- 
munity and  the  American  Hospital  Association.  The  so- 
called  “grass  roots”  physician  is  said  to  lack  representation 
on  this  important  body. 

Dr.  Small  has  recommended  that  a Conference  of  State 
Chairmen  of  Continuing  Medical  Education  be  formed  and 
that  the  matter  of  equitable  representation  on  the  Liaison 
Committee  be  seriously  considered.  His  recommendation 
has  apparently  received  support  from  many  state  chairmen 
over  the  nation.  He  has  been  anxious  for  Council  to  be 
aware  of  these  plans. 

A motion  by  Dr.  Kuykendall  to  support  Dr.  Small's  pro- 
posal was  seconded  and  carried. 

There  being  no  further  business,  the  meeting  was  ad- 
journed. 

Robert  I.  Howard,  Secretary 

Approved: 

W.  Leonard  Weyl,  MD,  President  n 


JANUARY  1977 


45 


Proceedingsi 


Minutes  of  the  House 


of  Delegates 


Action  of  the  House  of  Delegates  in  two  sessions  at  the  Annual  Meeting  in 
Williamsburg  is  reported  in  detail,  including  decisions  on  the  recommenda- 
tions of  four  Reference  Committees  and  the  election  of  officers. 


First  Session 


The  House  of  Delegates  of  The  Medical  Society  of  Vir- 
ginia met  in  the  Virginia  Room  of  the  Williamsburg  Con- 
ference Center  on  Thursday,  November  4,  1976.  The  meet- 
ing was  called  to  order  at  2 pm  by  Dr.  William  J.  Hagood, 
Jr.,  Speaker.  The  invocation  was  delivered  by  Dr.  Russell 
McAllister,  Delegate  from  Richmond. 

A quorum  was  reported  by  Dr.  Gerald  C.  Burnett, 
Chairman  of  the  Credentials  Committee.  There  were  195 
Delegates,  representing  45  component  societies,  in  atten- 
dance. 

Dr.  A.  B.  Gravatt,  Jr.,  presented  the  report  of  the  Rules 
Committee  and  recommended  that  the  rules  remain  the 
same  as  those  used  so  successfully  during  the  1975  session. 
The  House  concurred. 

Minutes  of  the  October  1975  session  of  the  House  were 
approved.  Dr.  Hagood  then  called  attention  to  the  new 
manner  of  designating  Reference  Committees:  legislation, 
education,  and  miscellaneous  business.  Dr.  Hagood  re- 
ported that  approximately  one-half  of  the  membership  of 
the  House  had  returned  the  questionnaire  he  mailed  last 
year.  His  report  on  the  results  of  the  questionnaire  were 
made  a part  of  his  official  remarks  and  referred  to  a Refer- 
ence Committee. 

Dr.  Brown  was  introduced  and  delivered  his  Presidential 
Address.  He  indicated  that  the  1976  session  of  the  Virginia 
General  Assembly  was  the  highlight  of  his  presidential  year 
and  said  that  he  was  impressed  with  the  honesty,  sincerity 
and  diligence  of  the  legislators.  He  stressed  the  importance 
of  belonging  to  The  Medical  Society  of  Virginia  and  noted 
that,  although  the  5500-member  plateau  has  been  reached, 
there  still  remains  a substantial  number  of  physicians  who 
have  not  joined.  He  called  attention  to  the  increasing  cost 
of  medical  care  and  the  problems  posed  by  first-dollar 
health  insurance  coverage.  He  expressed  the  opinion  that 
even  small  deductibles  are  not  going  to  solve  the  problem. 
Substantial  deductibles  might,  however,  he  said,  be  the 
answer. 

As  copies  of  the  November  issue  of  Virginia  Medical, 
containing  the  Presidential  Address,  were  being  distributed, 
the  Speaker  recognized  Dr.  Harry  J.  Warthen,  the  journal’s 
Editor  Emeritus. 


The  House  then  heard  Mrs.  Harold  L.  Williams,  Presi- 
dent of  the  Auxiliary  to  The  Medical  Society  of  Virginia. 
Mrs.  Williams  stated  that  the  Auxiliary’s  most  rewarding 
moments  during  the  year  were  the  results  of  its  contribution 
to  the  malpractice  campaign.  The  Auxiliary  was  partic- 
ularly effective  during  the  telephone  and  mail  phase  of  the 
campaign  to  educate  legislators  and  the  public.  She  re- 
ported that  $36,000  was  given  to  Virginia’s  three  medical 
schools  as  a result  of  contributions  made  to  AMA-  ERF. 
Also  introduced  was  Mrs.  William  N.  Gordge,  President- 
Elect  of  the  Auxiliary. 

There  followed  the  introduction  by  Dr.  Brown  of  distin- 
guished guests:  Dr.  Raymond  Scalettar,  President-Elect  of 
the  Medical  Society  of  the  District  of  Columbia;  Dr.  Ar- 
thur T.  Keefe,  Jr.,  President  of  the  Medical  & Chirurgical 
Faculty  of  Maryland;  Dr.  John  J.  Mahood,  President,  West 
Virginia  State  Medical  Association;  Dr.  Jesse  B.  Caldwell, 
Jr.,  President,  North  Carolina  Medical  Society;  Mrs.  Lonie 
Kanak,  President,  American  Association  of  Medical  Assis- 
tants, Virginia  Society;  Thomas  C.  Bishop,  President-Elect, 
Virginia  Pharmaceutical  Association,  and  B.  W.  Kinnaird, 
President-Elect,  Virginia  Hospital  Association. 

There  followed  a special  introduction  of  Dr.  W.  Callier 
Salley  and  Dr.  W.  Linwood  Ball,  both  of  whom  have  served 
the  Society  for  many  years  as  members  of  the  House  and  as 
delegates  to  AMA. 

Dr.  Hagood  announced  the  composition  of  the  com- 
mittees concerned  with  the  operation  of  the  House  of  Dele- 
gates and  explained  that  a recess  would  soon  be  declared 
during  which  chairmen  of  the  various  district  delegations 
should  see  that  nominees  for  the  Committee  on  Nomi- 
nations were  selected.  It  was  requested  that  the  names  of 
the  nominees  be  delivered  to  the  Vice-Speaker  at  the 
earliest  possible  moment.  The  attention  of  the  even-num- 
bered districts  was  called  to  the  fact  that  each  should  agree 
upon  a nominee  for  councilor.  All  districts  would  select 
nominees  for  the  office  of  vice-councilor.  The  7th,  8th  and 
9th  Districts  were  advised  that  they  should  submit  three 
nominations  each  for  appointment  to  the  Virginia  State 
Board  of  Medicine. 
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Following  a ten-minute  recess,  the  Speaker  called  for  and 
received  assurance  that  a quorum  was  once  again  present. 
Members  of  the  Nominating  Committee  were  then  elected. 

The  annual  financial  report,  including  a proposed  budget 
for  fiscal  1976-77,  was  presented  by  Dr.  Michael  Puzak, 
Chairman  of  the  Finance  Committee.  It  was  learned  that 
the  Society  had  concluded  a difficult  and  costly  year  but 
emerged  nevertheless  in  a financially  sound  condition.  Dr. 
Puzak  reported  the  Committee  was  again  presenting  a bal- 
anced budget,  although  it  would  require  an  increase  in 
annual  dues  of  $20.  Council  had  accepted  the  Committee’s 
recommendations  earlier  in  the  day.  Three  minor  changes 
as  recommended  by  Council  were  reported  and  the  budget 
then  referred  to  a Reference  Committee  for  consideration 
the  following  day. 

At  this  point  the  House  agreed  to  permit  Warren  Bessler, 
representing  the  St.  Paul  Insurance  Company,  to  report  a 
decrease  in  the  average  “claims-made”  premium  for  the 
coming  year.  Mr.  Bessler  indicated  that  the  average  de- 
crease of  1 8%  could  be  attributed  in  large  part  to  changes  in 
reporting  patterns  and  a decrease  in  the  handling  cost  per 
claim.  He  pointed  out,  however,  that  changes  in  the  classifi- 
cation structure  might  well  result  in  slightly  higher  pre- 
miums for  some  physicians. 

Reports  of  the  various  committees  were  then  accepted 
and  referred  to  Reference  Committees.  Committee  chair- 
men were  advised  that  they  could  submit  supplemental 
reports. 

Dr.  Charles  Davis,  Chairman  of  the  Commission  on 


Continuing  Medical  Education,  was  recognized  to  inform 
the  House  of  those  members  who  have  completed  require- 
ments for  The  Medical  Society  of  Virginia  Recognition 
Award.  He  briefly  reviewed  the  history  of  the  Commission 
since  it  began  to  function  in  1973. 

Dr.  William  Hotchkiss  was  introduced  to  present  a sup- 
plemental report  from  Virginia’s  delegates  to  AMA.  He 
reviewed  AMA’s  reorganization  efforts,  its  legislative  activ- 
ities, catastrophic  health  insurance,  hospital  review  activi- 
ties and  the  injudicious  practice  by  HEW  of  using  Social 
Security  numbers. 

A supplemental  report  of  the  Committee  on  Ethics  was 
presented  by  Dr.  Walter  P.  Adams,  Chairman.  The  Speaker 
called  attention  to  the  fact  that  this  was  the  first  time  in  the 
Society’s  history  that  a report  from  the  Ethics  Committee 
concerning  a disciplinary  matter  had  been  brought  before 
the  House.  Because  of  the  seriousness  of  the  matter,  he 
appointed  a special  Reference  Committee  composed  of  the 
ten  district  councilors  to  consider  it. 

Dr.  K.  K.  Wallace,  Jr.,  Chairman  of  the  By-Laws  Com- 
mittee, placed  the  report  of  that  body  before  the  House.  It 
was  considered  a most  important  report  since  it  explained 
the  necessity  for  the  charter  and  by-law  amendments  before 
the  House. 

Dr.  Hagood  explained  a three-step  procedure  for  han- 
dling a proposed  Amendment  to  Article  VI,  Section  2 of  the 
By-Laws,  pertaining  to  a quorum.  Following  his  ex- 
planation, a motion  to  follow  the  procedure  outlined  was 
adopted.  A motion  was  then  made  to  suspend  the  rules;  it  was 
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seconded  and  carried.  Considered  next  was  a motion  to 
consider  the  matter  informally.  It  was  seconded  and 
adopted.  Following  considerable  discussion,  a motion  to 
terminate  debate  was  seconded  and  carried,  and  the  follow- 
ing Amendment  to  Article  VI,  Section  2,  was  then  adopted: 

The  General  meetings  of  the  Society  are  open  to  all  regis- 
tered members  and  guests.  One  hundred  and  fifty  members 
who  have  the  right  to  vote  shall  constitute  a quorum. 

The  Speaker  called  for  new  business,  stating  that  all 
Resolutions  previously  distributed  would  be  referred  to 
Reference  Committees.  Resolutions  not  previously  pub- 
lished or  distributed  would  be  introduced  in  writing  and 
only  the  RESOLVED  portion  would  be  read.  The  follow- 
ing Resolutions  were  then  introduced  and  referred  to  Ref- 
erence Committees  Encroachment  by  Non- Physicians 
(Roanoke  Academy  of  Medicine);  Countersuits  (Norfolk 
Academy  of  Medicine);  Guidelines  for  Procurement  of  Phy- 
sicians (Lynchburg  Academy  of  Medicine);  Motorcycle 
Helmets  (Patrick  Henry  Medical  Society);  Duplication  of 
Medical  Services  (Lee  County  Medical  Society);  Proration 
of  AM  A Dues  (Alexandria  Medical  Society);  National 
Blood  Clearinghouse  (Dr.  C.  Barrie  Cook);  Vice-Councilors 
(Alexandria  Medical  Society). 


Second 

The  Second  Session  of  the  House  of  Delegates  of  The 
Medical  Society  of  Virginia  was  called  to  order  by  the 
Speaker  at  2 pm  on  Saturday,  November  6,  1976,  at  the 
Williamsburg  Conference  Center.  A quorum  was  reported 
by  Dr.  Gerald  C.  Burnett,  Chairman  of  the  Credentials 
Committee. 

The  Speaker  inquired  concerning  the  presence  of  any 
members  in  the  audience  who  wished  to  qualify  as  Dele- 
gates for  their  societies.  There  were  none. 

Dr.  George  Broman  was  then  called  upon  to  present  the 
report  of  Reference  Committee  One. 

Reference  Committee  One. 

Committee  Reports:  Acting  on  the  recommendation  of 
the  Reference  Committee,  the  House  approved  the  reports 
of  the  Liaison  Committee  to  the  State  Bar  and  the  Public 
Relations  Committee.  Also  approved  were  those  portions 
of  the  report  of  the  Committe  on  Long-Range  Planning 
having  to  do  with  General  Assembly  participation  and  the 
Tort  System. 

The  report  of  the  Pharmacy  Committee  was  also  ap- 
proved with  the  exception  of  Recommendations  1 and  3. 
The  first  was  considered  unnecessary  since  Virginia  statute 
no  longer  requires  a certain  numerical  figure  in  the  determi- 
nation of  a physician’s  eligibility  to  dispense  drugs.  Recom- 
mendation 3,  having  to  do  with  representation  at  legislative 
hearings,  was  considered  unnecessary  since  its  stated  objec- 
tive had  already  been  accomplished. 

The  report  of  the  Committee  on  Highway  Safety  was 


The  Speaker  advised  the  House  that  from  that  point  on 
the  introduction  of  a primary  motion  or  Resolution  would 
require  either  unanimous  consent  of  the  House  or  presenta- 
tion by  Council.  He  next  requested  that  the  Committee  on 
Nominations  meet  with  him  for  the  purpose  of  determining 
the  time  and  place  of  its  meeting.  He  also  wished  to  brief 
the  Committee  on  its  rights,  duties  and  recommended  pro- 
cedures. Dr.  Hagood  followed  with  an  announcement  that 
all  Reference  Committees  would  meet  the  following  after- 
noon and  that  complete  agendas  would  be  posted  in  the 
registration  area  early  the  following  morning. 

It  was  announced  that  a general  meeting  of  the  Society 
would  be  convened  immediately  following  recess  of  the 
House  and  that  the  meeting  would  consider  only  the  pro- 
posed amendment  to  the  by-laws  having  to  do  with  the 
establishment  of  a quorum.  It  was  also  announced  that  a 
second  general  meeting  would  be  held  immediately  follow- 
ing adjournment  of  the  second  session  of  the  House  on 
November  6. 

The  first  session  of  the  House  of  Delegates  was  then 
declared  in  recess. 

Robert  I.  Howard,  Secretary. 

Approved: 

William  J.  Hagood,  Jr.,  MD,  Speaker. 


Session 

considered  jointly  with  a Resolution  on  Automobile  Inter- 
lock Systems  sponsored  by  that  Committee.  The  Reference 
Committee  did  not  attach  sufficient  importance  to  the  re- 
tention of  Interlock  Systems  to  recommend  the  Resolution 
be  adopted.  The  House  concurred. 

Motorcycle  Helmets:  Two  Resolutions  on  motorcycle 
helmets,  sponsored  by  the  Patrick  Henry  Medical  Society 
and  Committee  on  Highway  Safety,  were  considered 
jointly.  Both  opposed  the  repeal  of  the  helmet  law  in  Vir- 
ginia. Acting  upon  the  recommendation  of  the  Reference 
Committee,  the  House  agreed  that  the  following  substitute 
Resolution  should  be  adopted: 

WHEREAS,  statistical  surveys  have  shown  that  40-50% 
of  all  motorcycle  fatalities  are  due  to  head  injuries,  and 

WHEREAS,  States  having  helmet  laws  have  been  able  to 
show,  without  question,  a reduction  in  fatalities  due  to 
head  injuries,  and 

WHEREAS,  many  non-fatal  head  injuries  result  in  per- 
manent brain  damage,  now  be  it  therefore 

RESOLVED,  that  the  Medical  Society  of  Virginia 
strongly  oppose  repeal  of  the  helmet  law  in  Virginia,  and  be 
it  further 

RESOLVED,  that  the  Society  strongly  endorse  even 
greater  public  education  about  motorcycle-automobile 
safety,  and  be  it  further 

RESOLVED,  that  it  strongly  support  increased  safety 
training,  and  be  it  further 

RESOLVED,  that  it  also  support  more  stringent  licens- 
ing requirements  for  motorcycle  drivers. 
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It  was  the  further  recommendation  of  the  Committee 
that  the  second  and  fourth  paragraphs  of  the  Highway 
Safety  Committee  Report  be  approved.  Those  paragraphs 
pertain  to  Senate  Bills  150  and  141  and  to  the  need  for  all 
physicians  to  acquaint  themselves  with  information  con- 
cerning infant  and  child  seat  restraints 

Report  of  Council:  The  following  items  contained  in  the 
Report  of  Council  were  approved  as  recommended:  School 
of  Optometry,  Continuation  of  Malpractice  Campaign, 
PSRO,  Charter  Amendment,  Contingency  Plan,  Hopkins 
Report,  Risk  Management,  Member  Participation  during 
General  Assembly  and  Tort  System. 

Health  Fair  Tests,  Resolution  sponsored  by  Fairfax 
County  Medical  Society:  This  Resolution  was  considered 
along  with  that  portion  of  the  Council  Report  pertaining  to 
health  fairs.  After  agreeing  to  an  amendment  to  the  final 
Resolved,  the  following  Resolution  was  adopted: 
WHEREAS,  patients  are  frequenting  so-called  Health 
Fairs  more  often,  and 

WHEREAS,  a variety  of  tests  and  procedures  are  per- 
formed at  these  Health  Fairs,  and 
WHEREAS,  physicians  are  receiving  this  unsolicited 
data,  oftentimes  without  knowing  the  patient,  and 

WHEREAS,  having  this  data  places  increased  profes- 
sional liability  on  the  physician,  and 

WHEREAS,  patients  may  be  unduly  concerned  if  they 
alone  receive  copies  of  this  data,  and 

WHEREAS,  patients  may  be  unduly  relieved  upon  re- 
ceiving a normal  screening  profile  that  may  not  include 
appropriate  disease-specific  tests,  be  it  therefore 
RESOLVED,  that  The  Medical  Society  of  Virginia  pre- 
sent to  the  State  Legislature  at  its  next  session,  a resolution 
requesting  professional  immunity  for  physicians  receiving 
such  unsolicited  data,  and  be  it  further 

RESOLVED,  that  those  organizations  and  institutions 
sponsoring  such  health  fairs  or  multiphase  screening  pro- 
grams supply  all  results  to  the  patient  and  inform  the 
participant  of  his  or  her  responsibility  to  contact  his  or  her 
personal  physician  with  the  results. 

The  House  also  concurred  with  the  Committee's  recom- 
mendation that  Council  be  requested  to  seek  information 
concerning  the  legality  of  such  practice. 

Countersuits,  Resolution  sponsored  by  the  Norfolk 
Academy  of  Medicine:  Considered  jointly  with  this  Resolu- 
tion was  that  portion  of  the  Council  Report  having  to  do 
with  Countersuits.  After  accepting  the  Reference  Com- 
mittee's recommendation  that  the  second,  fourth  and  fifth 
RESOLVED’s  be  amended  in  such  manner  as  to  give 
Council  certain  required  authority,  the  Resolution  was 
adopted  as  follows: 

WHEREAS,  the  threat  of  countersuit  appears  to  have 
had  a strong,  deterring  effect  on  frivolous  or  nuisance  mal- 
practice claims,  as  shown  in  the  reduction  of  suits  filed  in 
the  State  of  Illinois  alone,  following  successful  countersuit 
in  the  lower  courts,  and 

WHEREAS,  the  issue  of  medical  malpractice  remains 
the  major  problem  to  the  practicing  physician  today,  and 


no  viable  solution  to  this  vital  issue  has  come  forth,  either 
through  legislation  or  other  avenues  to  date,  and 

WHEREAS,  several  other  states  have  endorsed  this  con- 
cept, and  have  found  the  medical  society  of  their  state  to  be 
the  most  effective  mechanism  for  review  of  justifiable  cases 
for  countersuit,  and 

WHEREAS,  costs  for  such  countersuit  action,  which 
directly  aid  every  physician  in  a State  have  been  personally 
born  by  the  physician  initiating  such  countersuit,  now' 
therefore  be  it, 

RESOL  VED,  that  The  Medical  Society  of  Virginia  go  on 
record  as  supporting  the  pursuit  of  justifiable  countersuits, 
and  be  it  further 

RESOLVED,  that  the  Council  of  The  Medical  Society  of 
Virginia  be  authorized  to  establish  a Review  Panel  to  assure 
that  those  suits  being  considered  for  countersuits  are  in 
their  opinion  frivolous,  malicious,  or  otherwise  unjustified 
suits,  and  be  it  further 

RESOLVED,  that  in  certain  selected  countersuits  The 
Medical  Society  of  Virginia  be  requested  to  serve  as  a 
“friend  of  the  court”  on  behalf  of  the  physician  entering  the 
countersuit,  and  be  it  further 

RESOL  VED,  that  the  Council  of  The  Medical  Society  of 
Virginia  be  authorized  to  establish  a special  fund  to  assist 
where  needed  with  legal  fees,  court  costs,  etc.,  in  a justified 
countersuit,  and  be  it  further 

RESOLVED,  that  if  such  funds  are  not  now  available 
through  the  current  dues  structure  or  allocations,  that  the 
Council  be  authorized  to  make  a special  assessment  admin- 
istered by  the  Review  Panel  to  assist  in  these  costs,  since  the 
outcome  of  each  of  these  cases  directly  affects  the  practicing 
physicians  in  the  Commonwealth. 

Judicial  Committee  Report:  This  particular  report  was 
considered  most  important  since  it  explained  the  necessity 
for  the  Charter  and  By-Law  amendments  before  the  House. 
A motion  to  file  the  report  was  adopted. 

Supplemental  Report  of  Legislative  Committee:  The  Sup- 
plemental Report  of  the  Legislative  Committee  contains 
Recommendations  on  more  than  thirty-five  pieces  of  legis- 
lation. The  Committee’s  recommendations  on  the  follow- 
ing suggestions  were  approved:  Ad  Damnum  Clause,  Peri- 
odic Payments  of  Awards,  Collateral  Source  Rule, 
Maximum  Contingency  Fees,  “Two-Time  Loser”  Clause, 
Disciplinary  Measures,  Malpractice  Premium  Equalization 
Act,  Patient  Compensation  Fund,  Countersuits,  Impaired 
Drivers,  Separate  Chiropractic  Board,  General  Anesthetics 
by  Podiatrists,  Optometry  School,  Optometrists’  Use  of 
Drugs,  Death  with  Dignity,  Voluntary  Formulary,  Special 
Education  of  Handicapped  Children,  Blood  Donation  De- 
ductions, Virginia  Medical  Students,  Legislative  Fiscal 
Notes,  Adult  Abuse,  Family  Planning  Information,  Local 
Health  Department  Costs,  and  Commission  of  Health 
Regulatory  Boards.  Other  portions  of  the  Report  recom- 
mended for  approval  had  to  do  with  Pronouncement  of 
Death,  Board  of  Medicine  under  Department  of  Profes- 
sions and  Occupations,  Physician  Registration  and  Meet- 
ings of  Legislative  Committee. 

Those  items  having  to  do  w'ith  Alcohol  and  Drug  Abuse 
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Insurance  Coverage  and  a Commission  for  the  Physically 
Handicapped  were  rejected. 

That  portion  of  the  Report  which  would  provide  immun- 
ity for  all  paid  Rescue  Squad  members  rendering  emer- 
gency care  or  assistance  was  amended  in  such  manner  as  to 
extend  such  immunity  to  volunteer  squad  personnel  as  well. 

Next  to  be  considered  was  that  portion  of  the  Report 
pertaining  to  a Six-Year  Statute  of  Limitations  Reduction 
for  Minors.  The  Reference  Committee  had  recommended 
no  specific  action  at  this  time  but  that  efforts  be  continued 
with  members  of  the  General  Assembly  to  modify  the  pres- 
ent Statute  of  Limitations  where  minors  are  concerned.  Dr. 
Weyl  moved  to  amend  that  recommendation  by  eliminating 
the  words  “no  specific  action  at  this  time”. 

Dr.  Stevenson  then  offered  a substitute  motion  which 
would  amend  the  Committee’s  recommendation  by  direct- 
ing the  Society  to  continue  to  seek  enactment  of  its  total 
malpractice  package — including  the  Six-Year  Statute  of 
Limitations  for  minors.  His  motion  was  seconded.  Follow- 
ing some  discussion  concerning  just  how  far  the  Society 
should  go  this  year,  Dr.  Stevenson's  substitute  motion  was 
adopted. 

It  was  the  feeling  of  the  Committee  that  the  recommen- 
dation of  the  Legislative  Committee  on  medical  treatment 
of  the  terminally  ill  should  be  deleted  and  a substitute 
statement  adopted.  The  House  concurred  and  the  following 
statement  was  substituted: 

The  Medical  Society  of  Virginia  should  respond  to  the 
office  of  the  Attorney  General  with  a statement  that  medi- 
cal treatment  of  the  terminally  ill  remains  the  responsi- 
bility of  the  physician  to  apply  his  best  medical  judgment  in 
each  instance  and  suggest  what  he  feels  to  be  the  proper 
course  of  treatment.  If  there  is  any  disagreement,  it  is  then 
his  prerogative  to  withdraw  from  the  case  after  proper 
notification  and  assistance  in  obtaining  another  physician. 
It  is  also  the  prerogative  of  the  family,  parent,  guardian, 
spouse  or  committee  to  replace  him  as  they  wish. 
Guidelines  for  Procurement  of  Physicians  and  Establish- 
ment of  Clinics,  Resolution  sponsored  by  the  Lynchburg 
Academy  of  Medicine:  After  substituting  two  RESOLVED's 
for  the  original,  the  following  Resolution  was  adopted  as 
amended: 

WHEREAS,  there  is  an  increasing  tendency  on  the  part 
of  various  organizations  and  governmental  agencies  to  be- 
come involved  in  the  establishment  of  clinics  and  the  place- 
ment of  physicians,  and 

WHEREAS,  these  efforts  at  times  create  controversy  and 
conflict  between  various  health  care  providers,  and 

WHEREAS,  these  efforts  at  times  are  initiated  without 
consultation  with  local  medical  societies  or  area  physicians, 
be  it  therefore 

RESOL  VED,  that  the  Council  of  The  Medical  Society  of 
Virginia  initiate  a study  of  this  practice,  and  be  it  further 
RESOLVED,  that  Council  make  recommendations  to 
local  societies  and  area  health  planning  organizations  as  to 
proper  guidelines  to  be  followed  in  the  procurement  of 
physicians  and  establishment  of  clinics. 

Duplication  of  Medical  Services,  Resolution  Sponsored  by 
the  Lee  County  Medical  Society:  The  House  concurred  with 
the  Committee's  recommendation  that  the  following  Reso- 


lution be  adopted: 

WHEREAS,  government  agencies  are  making  an  effort 
to  improve  the  quality  of  medical  care  in  certain  areas,  and 

WHEREAS,  in  many  instances  the  services  are  already 
being  provided  through  Local  Health  Departments  and/or 
private  facilities,  therefore  be  it 

RESOLVED,  that  The  Medical  Society  of  Virginia  con- 
demn the  duplication  of  Medical  Services  as  a waste  of 
money  and  medical  resources,  and  be  it  further 

RESOLVED  that  The  Medical  Society  of  Virginia 
strongly  urge  that  existing  services  be  utilized  and  im- 
proved. 

The  Report  as  a whole  of  Reference  Committee  One  was 
then  adopted  as  amended. 

Reference  Committee  Two. 

Dr.  William  Liddle  was  then  called  on  to  present  the 
report  of  Reference  Committee  Two. 

Unified  Membership:  In  keeping  with  a directive  by  the 
House  during  its  1975  Session,  the  Committee  submitted 
several  proposed  amendments  to  the  By-Laws  for  consid- 
eration. The  first  would  amend  Article  III  by  adding  a new 
Section  7 providing  for  “Unified  Membership”. 

Dr.  Richard  E.  Palmer,  President  of  the  American  Medi- 
cal Association,  discussed  the  tremendous  problems  facing 
the  profession  today — particularly  those  originating  in 
Washington.  He  stated  that  it  has  never  been  more  impor- 
tant for  physicians  to  support  AMA  and  pointed  out  that 
the  Association  has  gone  to  Court  five  times  in  recent 
months  on  their  behalf.  He  went  on  to  say  that  AMA  is 
being  looked  to  for  leadership  and  that  its  effectiveness  in 
the  future  will  undoubtedly  hinge  on  the  amount  of  support 
it  receives  from  physicians  in  practice. 

Although  the  Reference  Committee  had  recommended 
that  the  matter  of  unified  membership  be  postponed  in- 
definitely, a motion  to  amend  by  substituting  the  word 
“adopted”  for  “postponed  indefinitely”  was  offered.  It  was 
seconded.  It  was  then  pointed  out  that  a recommendation  to 
postpone  indefinitely  is  not  amendable.  The  Committee’s 
recommendation  was  then  rejected  by  a vote  of  107-84. 

The  House  then  voted  on  whether  the  new  Section  7 
should  be  added  to  Article  III.  The  vote  was  104-91  and  the 
proposal  was  declared  lost  since  a two-thirds  majority  was 
not  obtained. 

Dr.  Hotchkiss  then  moved  to  reconsider  and  his  motion 
was  seconded  and  carried. 

Dr.  Hotchkiss  next  moved  that  the  proposed  amendment 
on  unified  membership  be  postponed  definitely  to  the  1977 
Annual  Meeting.  His  motion  was  seconded.  Following  an 
amendment  permitting  postponement  until  either  the  1977 
Annual  Meeting  or  such  time  as  a special  session  of  the 
House  might  be  called,  the  motion  by  Dr.  Hotchkiss  was 
adopted. 

Considered  at  this  time  were  two  Resolutions  on  Unified 
Membership  sponsored  by  the  Fauquier  and  Northern 
Neck  Medical  Societies.  The  recommendation  of  the  Com- 
mittee to  postpone  indefinitely  was  adopted. 

Proxies:  The  House  adopted  the  Committee’s  recom- 
mendation that  Article  VI,  Section  6,  of  the  By-Laws  be 
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admended  to  read  as  follows: 

A rule  governing  the  program  or  conduct  of  a general 
meeting  may  be  changed  only  by  a two-thirds  vote  of  the 
members  present.  No  member  may  vote  at  any  meeting  by 
proxy. 

The  House  also  concurred  with  the  Committee’s  recom- 
mendation that  Article  VII  be  amended  by  adding  the 
following  new  Section  14:  No  delegate  or  alternate  may 
appear  or  vote  by  proxy. 

Continuing  Medical  Education:  The  matter  of  relating 
continuing  medical  education  to  membership  was  next  con- 
sidered and  the  Committee’s  recommendation  to  amend 
Article  III  of  the  By-Laws  by  adding  a new  Section  8 was 
adopted.  The  new  Section  reads  as  follows: 

“Each  active  member  of  the  Society  shall  become  subject 
to  the  continuing  medical  education  program  and  to  its 
requirements,  and  his  continued  membership  in  the  Society 
shall  be  conditioned  upon  his  compliance  with  such  a pro- 
gram, as  so  published  and  thereafter  continued  or  modified 
by  the  Council  of  the  Society,  upon  statement  by  the  Coun- 
cil in  a notice  published  in  the  Virginia  Medical 
Monthly: 

(1)  that  formulation  of  the  program  of  continuing  medi- 
cal education  has  been  completed; 

(2)  as  to  the  general  nature  and  plan  of  the  continuing 
medical  education  program  for  the  ensuing  calendar  year; 

(3)  as  to  the  method  by  which  credits  may  be  obtained  by 
participants  in  such  a program; 

(4)  a statement  of  the  minimum  number  of  credits  which 
will  be  required  of  each  member  over  a period  of  one  year 
or  more. 

The  Council  may  by  resolution  delegate  specific  author- 
ity to  the  continuing  medical  education  committee  with 
respect  to  implementation  of  this  program.” 

Also  considered  in  conjunction  with  the  above  amend- 
ment was  a Resolution  sponsored  by  the  Northern  Neck 
Medical  Society  opposing  compulsory  continuing  medical 
education  as  a requirement  for  membership  in  the  Society 
and  also  for  relicensure.  The  Committee’s  recommendation 
that  the  Resolution  not  be  approved  was  adopted. 

Board  of  Directors:  The  following  amendment  to  Article 
X,  Section  1,  was  adopted  as  recommended  by  the  Com- 
mittee: 

The  Council  shall  serve  as  the  Board  of  Directors  of  the 
Corporation  and  shall  have  charge  of  the  affairs  of  the 
Society  when  the  House  of  Delegates  is  not  in  session. 

The  Council  shall  consist  of  one  member  from  each 
Congressional  District  of  the  State,  together  with  the  Pres- 
ident, President-Elect,  First  Vice  President,  the  Immediate 
Past  President,  and  the  Speaker  of  the  House  of  Delegates. 
The  Editor,  the  State  Health  Commissioner  and  the  Vice- 
Speaker  shall  be  ex-officio  members  without  vote. 

Each  Councilor  and  Vice-Councilor  who  represent  a 
Congressional  District  must  reside  in  and/or  conduct  the 
major  part  of  their  practice  in  the  Congressional  District 
they  represent.  The  President  shall  be  the  Chairman  of  the 
Council  and  the  Executive  Vice  President  shall  be  its  Sec- 
retary. 


Note:  The  change  in  this  Section  leaves  the  Vice- 
Speaker  as  an  ex-officio  member  of  the  Council  but  takes 
away  his  right  to  vote  as  the  alternate  right  to  vote  would 
be  an  anomaly  under  Virginia  law. 

Venereal  Disease  Information  and  Education,  Resolution 
sponsored  by  the  Venereal  Disease  Committee:  on  the  Com- 
mittee's recommendation,  the  House  adopted  the  following 
Resolution: 

WHEREAS,  the  sexually  transmitted  diseases  have 
reached  epidemic  proportions  (23,479  cases  of  gonorrhea 
and  2,063  cases  of  syphilis  being  reported  in  Virginia  during 
fiscal  1975),  and 

WHEREAS,  this  represents  only  the  reported  cases  of 
gonorrhea  and  syphilis  (estimated  to  be  approximately  one- 
fourth  of  the  actual  incidence)  and  does  not  include  the 
reporting  of  about  18  other  sexually  transmitted  diseases 
not  subject  to  report,  and 

WHEREAS,  facilities  and  screening  materials  for  most 
of  these  sexually  transmitted  diseases  are  available  either  in 
public  health  clinics  or  can  be  made  available  to  private 
physicians,  and 

WHEREAS,  90%  of  persons  acquiring  these  diseases  are 
in  the  15-29  age  group  therefore  be  it 

RESOLVED,  that  The  Medical  Society  of  Virginia  sup- 
port the  efforts  of  the  Virginia  State  Health  Department,  its 
affiliates  and  those  legitimate  organizations  whose  pur- 
pose is  the  control  of  these  diseases,  to  screen  for  these 
diseases  particularly  in  high  incidence  groups,  and  be  it 
further 

RESOLVED,  that  The  Medical  Society  of  Virginia  sup- 
port efforts  to  change  public  attitude  about  the  sexually 
transmitted  diseases  and  support  the  teaching  of  the  pre- 
vention and  control  of  these  diseases  in  schools,  public, 
private  and  parochial,  and  be  it  further 

RESOLVED,  that  The  Medical  Society  of  Virginia  sup- 
port periodic  publication  of  current  venereal  disease  infor- 
mation in  the  Virginia  Medical  Monthly,  and  be  it  further 
RESOLVED,  that  members  of  The  Medical  Society  of 
Virginia  be  also  kept  informed  by  distribution  at  the  An- 
nual Meeting  or  by  other  means  of  materials  related  to  the 
diagnosis  and  treatment  of  the  venereal  diseases,  of  oper- 
ation Venus — a hot  line  Watts  number  (800-523-1885) 
which  gives  toll  free  access  to  venereal  disease  counseling 
and  referral  in  all  48  contiguous  States. 

Vice-Councilors,  Resolution  sponsored  by  the  Alexandria 
Medical  Society:  The  House  concurred  with  the  Com- 
mittee’s recommendation  that  the  following  Resolution  be 
approved: 

WHEREAS,  there  is  no  valid  reason  for  restricting  and 
limiting  district  delegations  to  rules  concerning  terms  of 
office  and  re-election  of  vice-councilors  which  differ  signifi- 
cantly from  the  rules  governing  re-election  and  term  of 
office  of  councilors,  and 

WHEREAS,  the  current  rule  often  presents  a hardship  in 
that  a very  capable  vice-councilor  cannot  be  retained  in 
office,  therefore  be  it 

RESOLVED,  that  the  by-laws  of  The  Medical  Society  of 
Virginia  be  modified  to  make  the  vice-councilors  eligible 
for  four  one  year  consecutive  terms. 
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Nursing  School  Curricula.  Resolution  sponsored  by  the 
Fairfax  County  Medical  Society:  The  House  agreed  that 
the  following  Resolution  should  be  adopted: 

WHEREAS,  hospitals  are  severely  hampered  by  the  lack 
of  available  skilled  surgical  nurses  in  the  operating  room, 
nursing  school  curricula  do  not  require  operating  room 
exposure  for  nursing  students,  and  nursing  students  are  not 
given  the  opportunity  to  see  if  they  like  this  type  of  work, 
therefore  be  it 

RESOLVED,  that  The  Medical  Society  of  Virginia  en- 
courage nursing  schools  to  include  operating  room  experi- 
ence in  its  requirements  for  graduation,  and  that  a copy  of 
this  Resolution  go  to  organized  nursing  groups  and  to  the 
appropriate  committee  in  the  General  Assembly  to  encour- 
age appropriate  legislation. 

Report  of  Commission  on  Continuing  Medical  Education: 
In  recommending  approval  of  this  Report,  the  Committee 
expressed  its  appreciation  to  Dr.  Charles  Davis  for  his 
assistance.  The  House  concurred  with  the  recommendation 
and  the  report  was  approved. 

Report  of  Council:  The  following  items  contained  in  the 
Report  of  Council  were  approved  as  recommended:  Social 
Security  Numbers,  Interns  and  Residents,  Virginia  Council 
oh  Health  and  Medical  Care,  Emergency  Medical  Services 
and  Bicentennial  Medical  Exhibit. 

Also  approved  were  those  items  having  to  do  with  the 
President’s  salary,  and  Speakers’  Bureaus  as  contained  in 
both  the  Report  of  Council  and  that  of  the  Committee  on 
Long-Range  Planning. 

The  House  then  agreed  that  the  item  on  Hospital-Based 
Physicians  should  be  referred  back  to  Council  for  further 
clarification  and  a more  concise  definition. 

The  House  then  overturned  the  Committee’s  recommen- 
dation on  Health  Hazard  Appraisal  and  went  on  to  adopt 
that  portion  of  the  Council  Report. 

The  Report  of  Reference  Committee  Two  as  a whole  was 
then  adopted  as  amended. 

Reference  Committee  Three. 

Dr.  Harvey  D.  Smallwood  was  introduced  for  the  pur- 
pose of  presenting  the  Report  of  Reference  Committee 
Three. 

Committee  Reports:  The  following  reports  were  ap- 
proved as  recommended:  Executive  Vice  President,  Advi- 
sors to  Virginia  AAMA,  AMA  Delegates,  Supplemental 
Report  of  AMA  Delegates,  Child  Health,  Conservation  of 
Sight,  Insurance,  Health  Careers,  Rehabilitation,  Sports 
Medicine,  Virginia  Medical  Monthly,  Virginia  Hospital 
Advisory,  Joint  Practice,  and  Maternal  Health. 

The  report  of  the  Membership  Committee  was  also  ap- 
proved along  with  its  recommendation  that  Dr.  Raymond 
S.  Brown,  President,  be  awarded  honorary  active  member- 
ship in  the  Society. 

The  House  agreed  with  the  Committee  that  the  report  of 
the  Committee  on  Mental  Health  should  be  approved  with 
the  exception  of  the  several  recommendations  contained 
therein.  It  was  recommended  that  the  various  recommenda- 
tions be  submitted  to  the  House  in  the  form  of  Resolutions 
containing  adequate  background  information. 


Also  approved  was  the  report  of  the  Regional  Medical 
Program  Committee  which  contained  a recommendation 
that  the  RMP  Committee  be  dissolved. 

Report  of  Committee  on  Long-Range  Planning:  The  fol- 
lowing items  contained  in  the  Report  of  the  Committee  on 
Long-Range  Planning  were  approved:  Conferences  for 
Component  Society  Officers,  Annual  Meeting  Extension, 
Council  Retreat  and  Headquarters  Building. 

Report  of  Council:  The  House  adopted  the  Committee’s 
recommendation  that  the  following  items  contained  in  the 
Report  of  Council  be  approved:  Advertising  in  Virginia 
Medical  Monthly,  Non-Professionals,  Annual  Meetings — 
1981  and  1983,  Openings  on  Governmental  Bodies,  Corpo- 
rate Retirement  Programs,  Council  Retreat,  Conferences  of 
Officers  of  Component  Societies,  Annual  Meeting  Exten- 
sion, and  Headquarters  Building. 

CHAM  PUS,  Resolution  Sponsored  by  Special  Com- 
mittee on  CHAMPUS:  The  following  Resolution  was 
adopted  as  recommended: 

WHEREAS,  the  practice  of  CHAMPUS  of  advising 
physicians  after  the  fact  (sometimes  after  a period  of  several 
weeks)  concerning  changes  made  in  the  Program  has 
caused  considerable  difficulty  with  reference  to  deductibles 
and  filing  of  claims,  and 

WHEREAS,  many  Military  personnel  were  not  advised 
until  July  10  of  a change  in  the  CHAMPUS  fiscal  year  from 
July  1 to  October  1,  and 

WHEREAS,  some  physicians  were  not  advised  of  this 
change  until  September  16,  and 

WHEREAS,  when  CHAMPUS  changed  from  the  Blue 
Shield  of  Virginia  method  of  determining  individual  pro- 
vider payments  to  that  used  by  Medicare  prior  to  July  1, 
1975,  a reduction  in  fees  was  made  effective  for  all  claims 
processed  on  or  after  January  1,  1976 — regardless  of  when 
those  services  were  rendered,  and 

WHEREAS,  many  physicians  were  not  advised  of  this 
action  until  January  9,  1976,  and 

WHEREAS,  many  physicians  concerned  were  never  ad- 
vised of  the  change,  and 

WHEREAS,  only  about  50%  of  all  assignments  have 
been  accepted  since  the  latest  change  in  allowances,  as 
compared  with  approximately  75%  of  claims  processed  dur- 
ing the  second  half  of  1975,  therefore  be  it 

RESOLVED,  that  CHAMPUS  be  requested  to  provide 
physicians  more  detailed  information  on  Program  changes 
well  in  advance  of  their  effective  date,  and  that  this  infor- 
mation also  be  made  available  to  applicable  CHAMPUS 
beneficiaries,  and  be  it  further 

RESOLVED,  that  such  beneficiaries  be  better  informed 
concerning  the  benefits  to  which  they  are  entitled,  and  be  it 
further 

RESOL  VED.  that  a more  realistic  schedule  of  allowances 
be  considered,  since  many  physicians  are  not  accepting 
assignments — particularly  for  those  personnel  on  active 
duty,  and  be  it  further 

RESOLVED,  that  a more  realistic  schedule  of  allow- 
ances be  utilized  as  a means  to  encourage  more  physicians 
to  accept  assignments  under  the  Program,  and  be  it  further 

RESOLVED,  that  Virginia’s  Delegates  to  AMA  be  re- 
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quested  to  make  every  effort  to  have  that  Association  use 
its  influence  to  bring  about  a streamlining  of  the 
CHAMPUS  Program  in  such  manner  as  to  provide  a more 
effective  operation,  more  guideline  consistency  for  all 
branches  of  the  service  and  consultation  with  local  medical 
societies  concerned  prior  to  the  finalizing  of  Program 
changes. 

Professional  Liability  Premiums,  Resolution  Sponsored 
by  the  4th  District  Delegation:  It  was  the  Committee’s 
recommendation  that  this  Resolution  be  referred  to  the 
Insurance  Committee  for  further  study — particularly  in 
view  of  the  fact  that  there  are  indications  that  short-term 
premium  payments  are  generally  available  through  local 
agents  at  the  present  time.  The  House  concurred. 

American  Association  of  Medical  Assistants,  Resolution 
sponsored  by  the  Richmond  Academy  of  Medicine:  The 
following  Resolution  was  adopted  as  recommended: 
WHEREAS,  The  American  Association  of  Medical  As- 
sistants is  not  only  an  outstanding  professional  organiza- 
tion dedicated  to  the  education  and  self-improvement  of 
medical  assistants,  but  is  the  one  and  only  professional 
organization  endorsed  and  continuously  supported  to  liai- 
son activities  by  organized  medicine  at  all  levels,  and 
WHEREAS,  it  is  recognized  that  the  loyalty  and  alle- 
giance and  devotion  of  the  members  of  this  organization  to 
their  doctor — employers  and  to  organized  medicine  in  the 
majority  of  instances  goes  well  beyond  the  common 
grounds  of  employer-employee  relationships,  and 

WHEREAS,  The  Medical  Assistants  Association  is 
probably  the  most  constant,  able,  and  devoted  ally  of  the 
medical  profession,  and 

WHEREAS,  The  American  Association  of  Medical  As- 
sistants is  a non-profit  organization  totally  pledged  against 
ever  becoming  a union,  therefore  be  it 

RESOLVED,  that  the  Richmond  Academy  of  Medicine 
hereby  commends  the  American  Association  of  Medical 
Assistants  for  the  devotion,  and  the  accomplishments  in  the 
field  of  medical  assistant  education  both  locally  and  nation- 
ally, and  be  it  further 

RESOLVED,  that  the  Richmond  Academy  of  Medicine 
request  that  The  Medical  Society  of  Virginia  continue  ac- 
tive and  formal  support  of  this  organization  and  further 
urges  individual  physicians  to  support  their  medical  assis- 
tants so  that  their  membership  in  this  most  important  and 
worthwhile  organization  will  continue  to  grow. 


once  again  submitting  a balanced  budget  for  fiscal  1976-77. 
Its  adoption  was  recommended. 

It  was  also  recommended  that  a dues  increase  of  $20  for 
active  members  be  approved.  It  was  pointed  out  that  only 
in  this  way  can  the  Society  continue  to  meet  its  responsi- 
bilities and  obligations  without  depleting  its  reserves. 

The  House  concurred  and  the  dues  increase  of  $20  was 
approved. 

The  following  Budget  for  fiscal  1976-77  was  then  ap- 
proved: 


EXPENSES 


Proposed 


Salaries — General 

Salaries — Continuing  Medical  Education 

Telephone 

Postage 

Stationery  and  Supplies 
Office  Equipment: 

Repairs  & Replacements 
Building  Maintenance  & Repairs — net 
Convention  Expenses 
Council  and  Committee  Expenses 


$114,500.00 

34,455.00* 

7.200.00 

4.800.00 

5.500.00 

1.200.00 
15,500.00 
10,000.00 

5,500.00 


Travel  Expense 

Executive  Assistant  500.00 

Delegates  to  A M A 9,500.00 

President  3,500.00 

Executive  Vice  President  2,000.00 


Virginia  Medical  Monthly  60.000.00 

Legal  Expense  25,000.00 

Walter  Reed  Commission  500.00 

Woman’s  Auxiliary  250.00 

Membership  Dues 

(Affiliated  Organizations)  770.00 

Editor — Virginia  Medical  Monthly  1,000.00 


VaMPAC  (Educational  Fund)  $ 16,500.00 

Newsletter  2,000.00 

Retirement  Fund  15,000.00 

Payroll  Taxes  7,200.00 

Public  Relations  (see  item  designated  — 

“Consulting  Services”) 

Legislative  Expense  6,000.00 

Miscellaneous  1,300.00 


Presidential  Address:  It  was  the  Committee's  recommen- 
dation that  Paragraph  4 of  Dr.  Brown's  Presidential  Ad- 
dress be  approved.  The  House  concurred. 

Remarks  of  the  Speaker:  The  Committee  complimented 
the  Speaker  on  the  efficient  manner  in  which  he  presided  at 
sessions  of  the  House  and  recommended  approval  of  his 
remarks  pertaining  to  his  report  on  a questionnaire  sent  all 
members  of  the  1975  House  of  Delegates.  It  expressed  the 
opinion  that  the  questionnaire  approach  was  an  effective 
means  of  assessing  the  efficiency  and  operation  of  the 
House.  Its  recommendation  of  approval  was  adopted. 

Financial  Report  and  Proposed  Budget  for  Fiscal  1976-77: 
The  House  was  advised  that  the  Finance  Committee  was 


Special  Appropriations 

Va.  Council  on  Health  & Medical  Care 

7,500.00 

AMA-ERF 

1,000.00 

Rural  Health 

500.00 

Scholarship — MCV — (Administered  by 
The  Medical  Society  of  Virginia) 

2,000.00 

Scholarship — U VA  School  of  Medicine — 
(Administered  by 

The  Medical  Society  of  Va.) 

2,000.00 

Scholarship — Eastern  Virginia  Medical 
School — (Administered  by 
The  Medical  Society  of  Va.) 

2,000.00 

National  Society  for  Medical  Research 

150.00 

Miscellaneous  AMA 

900.00 
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Bicentennial  Committee 
Insurance  Premiums 
Consulting  Services  (Malpractice 
Legislation  and  Public  Relations) 


800.00 

6,100.00 

40,000.00 


TOTAL 


$412,625.00 


Encroachment  by  Non-Physicians,  Resolution  sponsored 
by  the  Roanoke  Academy  of  Medicine:  The  following  Res- 
olution was  adopted  as  recomended: 

WHEREAS,  the  concept  of  providing  non-physician  de- 
liverers of  medical  care  in  remote  rural  areas  without  physi- 
cians has  led  to  the  training  and  location  of  nurse-prac- 
titioners in  such  areas  with  the  subsequent  development  of 
competitive  practice  of  medicine  between  them  and  physi- 
cians in  the  same  community,  and 

WHEREAS,  the  State  Board  of  Medicine  and  the  State 
Board  of  Nursing  Regulations  governing  the  certification 
of  nurse-practitioners  lacks  specificity  concerning  the  loca- 
tion, professional  qualifications,  and  chronology  of  super- 
vision of  the  nurse-practitioner  to  both  prevent  this  com- 
petition and  insure  appropriate  clinical  supervision,  and 
WHEREAS,  the  State  Board  of  Medicine  has  not  de- 
fined what  constitutes  the  practice  of  medicine  and  has  not 
prevented  such  practice  of  medicine  by  non-physician  per- 
sons, and  yet  wishes  to  legislate  that  Virginia  physicians 
maintain  a level  of  professional  competence  in  order  to 
obtain  relicensure,  a contradiction  in  view  of  the  foregoing, 
and 

WHEREAS,  further  attempts  to  invade  the  practice  of 
medicine  are  anticipated  by  nurse  anesthetists,  optome- 
trists, clinical  pharmacists,  physician  assistants,  podiatrists, 
and  others — perhaps  ultimately  demanding  equal  fees  for 
service,  again  in  complete  contradiction  to  any  concept  of 
continuing  medical  education  or  quality  peer  review  of 
medical  practice  of  physicians,  therefore  be  it 

RESOLVED,  that  the  President  of  The  Medical  Society 
of  Virginia  appoint  a committee  to  report  to  him  and/or 
Council  and  to  the  next  annual  meeting  of  The  House  of 
Delegates,  that  they  have  been  and  are  monitoring  any  and 
all  such  activity,  thus  keeping  the  Society  informed,  and 
formulating  appropriate  recommendations  in  order  to  pro- 
tect and  promote  the  high  quality  of  medicine  available  in 
the  State  of  Virginia. 

Professional  Liability  Insurance,  Resolution  sponsored 
by  the  Fairfax  County  Medical  Society:  In  keeping  with  the 
Committee’s  recommendation,  the  following  Resolution 
was  adopted: 

WHEREAS,  it  has  become  apparent  that  St.  Paul  Insur- 
ance Company,  the  principle  carrier  of  Professional  Liabil- 
ity in  the  State  of  Virginia,  has  adopted  a policy  of  not 
insuring  physicians  who  have  a portion  of  their  practice  in 
the  District  of  Columbia  or  Maryland,  and 

WHEREAS,  there  are  many  physicians  in  Northern  Vir- 
ginia who  are  engaged  in  the  areas  of  training,  research, 
and  patient  care  in  the  Metropolitan  area,  such  a policy  by 
St.  Paul  Insurance  Company  can  only  rebound  harmfully 
on  patients  and  physicians  in  this  area,  therefore  be  it 
RESOLVED,  that  The  Medical  Society  of  Virginia  dis- 
cuss this  matter  with  representatives  of  St.  Paul  Insurance 


Company  and  the  State  Insurance  Commissioner  and  en- 
courage them  to  reconsider  this  action. 

AMA  Dues.  Resolution  Sponsored  by  the  Alexandria 
Medical  Society:  The  Reference  Committee  reported  that, 
in  its  opinion,  the  Resolution  could  have  a negligible  effect 
on  AMA  membership.  Consequently,  it  recommended  that 
it  not  be  adopted. 

Dr.  Field  then  offered  the  following  substitute  Resolu- 
tion which  was  adopted: 

Be  it  RESOL  VED,  that  Virginia's  Delegates  to  the  AMA 
encourage  that  Association  to  study  implementation  of  a 
policy  by  which  dues  could  ge  prorated  and  thereby  permit 
lesser  payments  during  the  first  years  of  practice. 

National  Blood  Clearinghouse,  Resolution  introduced  by 
Dr.  C.  Barrie  Cook:  After  agreeing  with  the  Committee 
that  the  first  RESOLVED  should  be  deleted  and  the  last 
RESOLVED  amended,  the  House  adopted  the  following 
Resolution: 

WHEREAS,  since  1961,  the  American  National  Red 
Cross  and  the  American  Association  of  Blood  Banks  have 
been  cooperating  partners  in  a National  Clearinghouse 
Program  designed  to  facilitate  the  movement  of  blood  and 
credit  for  blood  donation  throughout  the  Country,  allow- 
ing a patient  in  one  part  of  the  Country  to  receive  credit  for 
the  voluntary  donation  of  blood  by  a friend  or  relative  in 
another  part  of  the  Country,  and 

WHEREAS,  the  Clearinghouse  has  been  the  single 
mechanism  for  National  control  of  blood  inventories,  ar- 
ranging interbank  borrowing  and  lending  of  units  of  blood 
and  alleviating  type  specific  shortages  reported  by  banks  in 
various  parts  of  the  Country,  and 

WHEREAS,  since  its  inception,  the  Clearinghouse  has 
handled  the  transfer  of  more  than  4,000,000  blood  replace- 
ment credits  resulting  in  an  estimated  financial  savings  of 
about  $97,000,000  in  blood  costs  for  patients  receiving 
blood  transfusions,  especially  significant  to  families  of 
chronic  blood  users  such  as  hemophiliacs  whose  trans- 
fusion expenses  are  offset  when  blood  is  donated  in  their 
name,  and 

WHEREAS,  the  decision  by  the  American  National  Red 
Cross  to  terminate  its  Clearinghouse  agreement  with  the 
American  Association  of  Blood  Banks,  announced  Septem- 
ber 20,  1976,  in  Washington,  D.  C.,  and  effective  October 
19,  1976,  will  cause  confusion  among  hospitals  and  poten- 
tial hardship  to  transfusion  patients,  now  therefore  be  it 

RESOLVED,  that  The  Medical  Society  of  Virginia  sup- 
ports the  concept  of  the  use  of  a non-replacement  fee  as  an 
effective  incentive  for  the  replacement  of  blood  and  as  a 
method  of  potential  financial  savings  to  be  realized  by 
patients  when  blood  is  replaced  by  relatives  or  friends,  and 
be  it  further 

RESOLVED,  that  The  Medical  Society  of  Virginia  calls 
on  the  American  Blood  Commission  and  its  organizational 
members  including  the  American  Medical  Association  to 
express  their  regrets  at  the  action  of  the  American  National 
Red  Cross  and  urge  their  leaders  to  reconsider  and  support 
the  National  Blood  Clearinghouse. 

The  Report  as  a whole  of  Reference  Committee  Three 
was  then  adopted  as  amended. 
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Reference  Committee  Four. 

Dr.  George  Nipe  was  next  called  upon  to  present  the 
Report  of  Reference  Committee  Four. 

Report  of  Ethics  Committee:  It  was  the  recommendation 
of  the  Reference  Committee  that  this  report  be  approved. 
The  House  concurred. 

Supplemental  Report  of  the  Committee  on  Ethics:  The 
House  agreed  with  the  Committee  that  the  Supplemental 
Report  of  the  Committee  on  Ethics  should  be  approved  as 
submitted. 

The  Report  of  Reference  Committee  Four  as  a whole 
was  adopted. 

Mrs.  Margaret  Brown,  Statement  and  Resolution  of 
Sympathy  introduced  by  Dr.  Robert  Singer:  The  following 
Resolution  was  introduced  with  the  consent  of  the  House 
and  adopted  unanimously: 

“Due  to  the  sudden  death  of  Mr.  William  Brown,  hus- 
band of  Margaret  Brown,  Mrs.  Brown  had  to  return  home 
this  afternoon.  In  recognition  of  her  dedicated  service  to 
The  Medical  Society  of  Virginia,  we  would  like  to  express 
to  her  and  her  family,  our  sympathy  and  deepest  concern.” 

HSA  AND  PSRO,  Resolution  sponsored  by  the  Fairfax 
County  Medical  Society:  The  following  Resolution,  in- 
troduced with  the  special  permission  of  the  House,  was 
adopted: 

WHEREAS,  Government  encroachment  on  medical 
care  delivery  should  be  a major  concern  of  organized  medi- 
cal groups,  and 

WHEREAS,  the  complete  socialization  of  medical  care 
would  result  from  presently  proposed  national  health  care 
plans,  and 

WHEREAS,  PSRO  (PL92-603)  and  HSA  (PL93-641) 
establish  the  framework  by  which  national  health  care 
plans  can  be  formed,  and 

WHEREAS,  Bills  have  been  introduced  in  Congress  to 
repeal  HSA  (Rep.  Larry  McDonald  (D-Ga.)  and  PSRO 
(Rep.  Philip  Crane  (R.  111.),  therefore  be  it 

RESOLVED,  That  The  Medical  Society  of  Virginia  ren- 
der its  support  of  bills  to  repeal  HSA  and  PSRO,  and  be  it 
further 

RESOLVED,  That  the  membership  be  encouraged  to 
support  repeal  of  these  bills. 

Speaker's  Gavel:  After  receiving  permission  by  the 
House,  Dr.  Hatfield  moved  that  a gavel  suitably  inscribed 
be  presented  to  Dr.  Hagood  in  recognition  of  his  years  of 
service  to  the  House.  The  motion  was  seconded  and  carried. 

Following  a brief  review  of  the  procedure  to  be  followed 
in  the  election  of  officers  and  delegates,  the  Report  of  the 
Nominating  Committee  was  presented  by  Dr.  John  D. 
French,  Chairman. 

Dr.  William  J.  Hagood,  Jr.,  was  nominated  for  the  office 
of  President-Elect  and  elected  unanimously. 

Dr.  Charles  E.  Davis  was  elected  First  Vice-President; 
Dr.  Nicholas  G.  Colletti,  Second  Vice-President;  and  Dr. 
Arthur  A.  Kirk,  Third  Vice-President. 

Dr.  K.  K.  Wallace,  Jr.,  was  elected  Speaker  and  Dr. 
Richard  L.  Fields,  Vice-Speaker. 


Robert  I. 

Howard  was  re-elected  Executive  Vice  Presi- 

dent. 

Elected  to 

Council  from  the  even-numbered  districts 

were  the  following: 

2nd  District' 

Dr.  Gervas  S.  Taylor,  Jr. 

4th: 

Dr.  Gordon  G.  Birdsong 

6th: 

Dr.  H.  C.  Alexander,  III 

8th: 

Dr.  Harry  C.  Kuykendall 

10th: 

Dr.  C.  Barrie  Cook 

Vice-Councilors  were  elected  as  follows: 

1 st  District: 

Dr.  William  Stewart  Burton 

2nd: 

Dr.  Frederick  K.  McCune 

3rd: 

Dr.  J.  Latane  Ware 

4th: 

Dr.  Charles  H.  Crowder,  Jr. 

5th: 

Dr.  W.  R.  Watkins 

6th: 

Dr.  William  E.  Painter 

7th: 

Dr.  John  A.  Owen,  Jr. 

8th: 

Dr.  Herbert  W.  Coone 

9th: 

Dr.  Robert  V.  Gailliot 

10th: 

Dr.  Gerald  J.  Fisher 

Nominations  for  the  State  Board  of  Medicine  were  then 
received  from  the  7th,  8th  and  9th  Districts  and  the  follow- 
ing names  accepted  for  presentation  to  the  Governor. 

7th  District:  Dr.  F.  Bradley  Gray 

Dr.  Eugene  R.  Lareau 
Dr.  Gene  E.  Swanson 

8th  District:  Dr.  Thomas  F.  McGough 

Dr.  John  E.  Roberts 
Dr.  Joan  Wohlgemuth 
9th  District:  Dr.  R.  A.  Abernathy,  Jr. 

Dr.  J.  A.  Robinson 
Dr.  George  D.  Vermilya 

The  House  was  advised  that  the  term  of  Dr.  F.  Ashton 
Carmines  and  Dr.  Percy  Wootton  as  delegate  and  alternate 
to  AM  A would  expire  on  December  31,  1976.  Both  were  re- 
elected. 

Dr.  Brown  called  attention  to  the  wonderful  job  done  by 
the  Committee  on  Arrangements  of  the  Portsmouth  Acad- 
emy of  Medicine.  This  was  the  first  time  that  a society  so  far 
from  the  meeting  site  had  served  as  host  and  the  Committee 
was  accorded  a special  vote  of  appreciation. 

Dr.  Brown  then  officially  installed  Dr.  Weyl  as  the 
Society’s  new  President.  As  his  first  official  act.  Dr.  Weyl 
presented  Dr.  Brown  a special  gavel  and  a Certificate  of 
Distinguished  Service. 

The  House  was  then  advised  that  Mr.  William  Miller,  the 
Society's  attorney  for  many  years,  would  relinquish  that 
position  on  January  1 . He  was  commended  for  guiding  the 
Society  so  well  during  some  very  difficult  years. 

The  Speaker  then  announced  that  a general  meeting  of 
the  membership  would  be  convened  immediately  following 
adjournment  for  the  purpose  of  voting  on  proposed  charter 
amendments  and  the  ratifying  of  by-law  amendments  voted 
earlier  in  the  afternoon  by  the  House. 

There  being  no  further  business,  the  meeting  was  ad- 
journed, sine  die. 

Robert  I.  Howard,  Secretary. 

Approved: 

William  J.  Hagood,  Jr.,  MD,  Speaker.  HI 
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TREATMENT  AND  LEARNING  CENTER  For 


ALCOHOL  RELATED  PROBLEMS 


FELLOWSHIP  HALL 

THE  ONLY  HOSPITAL  OF  ITS  KIND  IN  THE  SOUTHEAST 

• Safe  Comfortable  Withdrawal  • No  Alcohol  Employed  • Private  Non-Profit 
Tax-Exempt  • A Controlled  and  Pleasant  Psychological  Atmosphere 

• Psychiatric  Hospital 

FOUR  WEEK  MULTI-DISCIPLINE  THERAPY  PROGRAM 


Member  of: 

• The  American  Hospital  Association 
• The  N.  C.  Hospital  Association 

• Accredited  by  the  Joint  Commission 

on  the  Accreditation  of  Hospitals 


Individual  Counseling  • Group  Therapy 
Nature  Trail  • Indoor/Outdoor  Recreation 
Relaxation  and  Sleep  Therapy 
Audio-Video  Therapy 


FOR  ADMITTANCE  CALL 
JAMIE  CARRAWAY 
EXECUTIVE  DIRECTOR 
919-621-3381 


FELLOWSHIP  HALL  «c. 

P.  0.  BOX  6929  • GREENSBORO,  N.  C.  27405 

Located  off  U.S.  Hwy.  No.  29  at  Hicone  Road  Exit, 

6V2  miles  north  of  downtown  Greensboro,  N.  C. 

Convenient  to  1-85,  1-40,  U.S.  421,  U.S.  220, 
and  the  Greensboro  Regional  Airport. 


FOR  MEDICAL  INFORMATION  CALL 
J.  W.  WELBORN,  JR.,  M.D. 
MEDICAL  DIRECTOR 
919-275-6328 


Facility,  program  and  en- 
vironment allows  the  indi- 
vidual to  maintain  or  re- 
gain respect  and  recover 
with  dignity. 


Films,  tapes,  lectures, 
group  discussions  and  in- 
dividual counseling  are 
used  with  emphasis  on 
reality  therapy. 


Medical  examination  upon 
admission. 


Modern,  motel-like  accom- 
modations with  private  bath 
and  individual  temperature 
control. 


A therapeutic  nature  trail 
to  encourage  physical  ex- 
ercise, and  arouse  objec- 
tive interest  in  the  miracle 
of  nature. 


FELLOWSHIP  HALL  WILL  ARRANGE  CONNECTION  WITH  COMMERCIAL  TRANSPORTATION. 


INVESTMENT  NEWS 

; ! ||  j | k REAL  ESTATE  INVESTMENT  TRENDS  & OPPORTUNITIES 

Heritage 

AssociatesT* 

Inc. 

SPECIAL  EDITION 

W H Y I NVES  T 

Successful  investment  is  more  than  just  saving.  It  must  involve  a systematic  approach  to  the  inter- 
related problems  of  reconciling  income  and  standard  of  living,  of  setting  investment  objectives  and  of 
achieving  these  objectives  through  savings  and  through  choice  of  appropriate  investment  instruments. 

In  recent  years,  it  has  become  evident  that  investors  no  longer  can  rely  upon  traditional  approaches  to 
investment.  It  is  no  longer  enough  merely  to  save  money,  because  what  is  left  after  taxes  is  often  eroded 
by  the  loss  of  purchasing  power  of  the  dollar.  With  the  impact  of  scarce  energy  and  scarce  natural  re- 
sources, portfolio  investment  in  American  business  can  no  longer  be  expected  to  grow  at  the  same  rate 
experienced  in  the  boom  of  the  1960's. 


Vital  questions  face  us:  "How  can  I save  tax  dollars?"  "How  can  I keep  ahead  of  inflation?"  "How 
can  / produce  enough  income  to  insure  a comfortable,  carefree  retirement?" 

The  answers  to  these  questions  dictate  a sound  investment  program — a proper  balance  between  ade- 
quate savings,  sufficient  insurance  protection  and  investment  of  excess  capital.  In  short,  they  require 
prudent  money  management. 

In  the  confusion  of  modern  life,  it  is  very  hard  to  find  time  to  manage  our  investments,  much  less  to 
explore  every  investment  opportunity.  At  Heritage  Associates,  Inc.,  we  feel  each  investor's  portfolio 
should  include  real  estate.  We  know  that  whatever  the  financial  objectives,  every  person  can  benefit 
from  participation  in  property  selected  and  professionally  managed  real  estate  investment.  Such 
real  estate  offers  four  major  financial  advantages:  cash  flow,  tax  savings,  equity  build-up,  and  capital 
appreciation. 

Heritage  Associates,  Inc.  is  dedicated  to  helping  each  of  its  clients  achieve  financial  goals  through 
investment  in  real  estate. 


[C-  Vr\ 

Reza  M.  Valad 
President 


Real  Estate  Investment  Advisors / Koger  Executive  Center  / 1 503  Santa  Rosa  Road  / Richmond,  Virginia  23229  2&5  751  I 


From  Dr.  Margaret  A.  Pennington's  portfolio  of  pen  and  ink  drawings  of  landmarks  in  Buckingham  County, 
Virginia,  these  two  portraits:  Top,  “Locust  Grove,”  home  of  the  Revolutionary  War  patriot  Peter  Francisco 
(1785);  below  the  spacious  symmetry  of  the  Boatwright  home  (circa  1790). 
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A Physician's  Art  Records  Virginia  History 


THE  EDITORS  are  privileged  to  introduce  on 
these  pages  a collection  of  pen  and  ink  draw- 
ings by  Margaret  A.  Pennington,  MD,  Buckingham 
County,  Virginia.  Dr.  Pennington  has  recorded  with 
grace  and  fidelity  over  a hundred  landmarks  in  the 
Buckingham  County  region.  They  encompass  little 
known  buildings  of  historical  importance  as  well  as 
such  renowned  landmarks  as  Chellowe,  Saratoga  and 
Buckingham  Tavern.  MSV  members  were  fascinated 
by  a display  of  these  drawings  in  the  Hobbies  Exhibit 
at  the  recent  Annual  Meeting  in  Williamsburg. 

Artistically  inclined  from  childhood.  Dr.  Penning- 
ton was  trained  at  the  American  Academy  of  Art  in 
Chicago.  With  the  idea  of  becoming  a medical  illus- 
trator, she  enrolled  for  some  courses  in  anatomy  at 
the  Medical  College  of  Virginia — and  stayed  to  take 
her  MD  degree.  In  medical  school  she  also  took  a 


husband.  Dr.  William  A.  Pennington;  they  have  been 
in  general  practice  together  for  38  years. 

Buckingham  County  is  rich  in  old  homes  and 
buildings.  Dr.  Pennington's  portrayal  of  them  is  of 
particular  value,  for  in  1869  the  county  courthouse 
burned  and  all  records  were  lost.  Some  of  the  build- 
ings she  has  drawn  no  longer  exist;  to  recreate  them 
she  painstakingly  researched  family  memorabilia. 
Her  drawings  have  energized  action  toward  land- 
mark preservation;  a group  is  now  working  to  raise 
funds  for  the  restoration  of  the  deteriorating  Peter 
Francisco  home,  shown  opposite.  Dr.  Pennington 
also  paints  in  oil,  executing  portraits  on  commission, 
and  has  won  many  awards  at  art  shows. 

As  space  permits  in  future  issues,  Virginia  Medi- 
cal will  present  more  of  Dr.  Pennington’s  delightful 
documentation  of  Virginia  history. 


“Listen:  the  Patient”  Revisited 


PiERHAPS  IT  WAS  Ben  Casey  who  said,  “Listen 
to  the  patient;  he  is  trying  to  tell  you  what’s 
wrong  with  him.’’  And  maybe  it  was  Sir  William 
Osier  who  said,  “Listen  to  the  patient;  he  knows 
more  about  his  illness  than  anyone  else.”  And  (this  I 
have  on  good  authority)  that  early  nineteenth  century 
medical  sage  and  inventor  of  the  stethoscope,  Rene 
Theophyle  Hyacinthe  Laennec,  exhorted  his  stu- 
dents; “Listen!  Listen  to  your  patient!  He  is  giving 
you  the  diagnosis!”  To  this  Eric  Hodgins,  the  author, 
once  commented,  “This  revolutionary  sentiment 
must  now  be  almost  150  years  old,  for  its  author  died 
in  1826;  it  would  seem  safe  for  a general  tryout.”  (I 
heartily  recommend  to  all  those  in  medical  circles 
Mr.  Hodgins’  book  Episode,  which  is  a description  of 
his  cerebro-vascular  accident  in  1960.) 

Partly  because  I am  a bit  old-fashioned  and  partly 
because  I am  in  the  field  of  rehabilitation  medicine 


and  partly  because  I was  always  taught  to  do  so,  I 
take  the  time  to  elicit  my  own  version  of  the  salient 
history  directly  from  the  patient,  even  though  it  may 
already  be  recorded  at  some  length  in  the  patient's 
chart.  This  may  become  quite  a painstaking  pro- 
cedure— and  the  patient  may  have  a difficult  time 
answering  my  questions.  Indeed,  I will  have  to  admit 
that  at  times  I fail  to  elicit  the  information  I really 
want.  But  then,  I have  been  on  the  “receiving  end” 
myself  and  have  found  that  I had  to  be  very  much  on 
my  toes  to  answer  intelligently  and  accurately  the 
questions  my  physician  has  asked.  So  that  the  getting 
of  answers  from  the  patient  is  a problem.  I am,  never- 
theless, still  of  the  opinion  that  the  patient  does  know 
more  about  his  illness  than  anybody  else  (and  why 
shouldn't  he?),  and  we  must  simply  step  up  our  listen- 
ing powers  when  the  patient’s  answers  seem  to  be 
obscure. 
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Nor  is  listening  a one-way  street.  I suggest,  barring 
contraindications,  that  we  physicians  share  with  the 
patient  much  more  of  what  we  observe,  and,  more 
specifically,  just  what  we  know  about  his  illness,  the 
reasons  for  his  symptoms  and,  when  appropriate,  the 
nature  of  the  prognosis.  I construe  this  phase  of 
communication  with  the  patient  as  a definite  part  of 
the  subject,  “Listen:  the  Patient.” 

On  one  occasion,  a surgeon  friend  of  mine  whom  I 
greatly  admire  and  respect  came  into  my  hospital 
room  on  the  evening  before  my  surgery,  sat  on  the 
edge  of  the  bed,  related  to  me  what  he  planned  to  do, 
what  the  possibilities  were  as  to  what  he  might  find  at 
my  laparotomy  together  with  the  consequences  that 
might  apply.  He  was  not  at  all  in  a hurry  and  seemed 
to  want  to  make  sure  1 understood  well.  I still  find 
this  absolutely  delightful,  each  time  I reflect  on  it. 
Should  a fellow  physician  receive  more  detailed  infor- 
mation of  such  a nature  than  a lay  patient?  You  are 
entitled  to  your  own  opinion  in  this  regard.  1 do, 
however,  disparage  remoteness  on  the  part  of  the 
physician.  When  a patient  exhibits  remoteness  he  gets 
charted  for  it,  but  where  is  entered  the  criticism  of  the 
remote  physician? 


How  often  we  have  all  heard  from  our  lay  friends 
that  their  doctors  do  not  have  enough  time  to  tell 
them  very  much!  All  I can  say  is  that,  dependent 
upon  skill,  a lot  of  worthwhile  information  can  be 
transmitted  to  a patient  in  a couple  of  minutes.  Even 
in  institutional  work  I am  struck  with  the  many  times 
a patient  says  to  me,  “Doctor,  you  are  the  first  one 
who  has  talked  to  me  for  more  than  five  minutes.”  I 
have  often  wondered:  just  what  does  the  average 
physician  do  when  he  is  alone  with  the  patient  for 
possibly  an  hour  or  more?  Does  he  remain  absolutely 
quiet  and  keep  completely  absorbed  in  his  pro- 
cedures? 

Lastly,  I really  think  the  time  has  arrived  whereby 
the  medical  arts  have  such  substantial  and  dramatic 
accomplishments  to  show  that  we  can  drop  the  last 
remnants  of  the  medieval  mystery  to  which  we  appar- 
ently were  drawn  in  the  past.  Our  customers  have 
become  more  informed,  sophisticated  and  demand- 
ing. Eric  Hodgins  expressed  the  plea  so  well:  “Show 
your  gifts,  gentlemen;  the  patient  needs  to  see  them.” 
I say,  let’s  not  simply  listen  to  the  patient,  let’s  set  up 
a communication  with  him  going  in  two  directions. 

Carl  W.  LaFratta,  MD,  Richmond,  Virginia. 
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This  Physician  Proposes  Ways 
To  Fight  “Dissension,  Erosion” 

The  letters  of  Dr.  McAllister1  and  Dr.  Nowell2  in 
the  August  issue  of  Virginia  Medical  were  inter- 
esting and  significant  to  me.  On  the  surface  these 
letters  appear  to  discuss  two  unrelated  subjects,  but  a 
closer  look  shows  they  are  knit  together  by  “cause 
and  effect.”  Dr.  McAllister’s  letter  demonstrates  dis- 
sension among  American  physicians,  and  Dr.  No- 
well’s letter  provides  an  example  of  how  this  dissen- 
sion has  encouraged  the  nonmedical  systems  to 
invade  the  practice  of  medicine  in  this  country. 

Dr.  McAllister  strongly  opposes  combined  mem- 
bership in  The  Medical  Society  of  Virginia  and  the 
American  Medical  Association.  If  the  House  of  Dele- 
gates votes  for  it,  he  says,  he  and  his  cohorts  will 
resign.  1 wish  he  had  told  us  how  he  plans  to  win  the 
battle  by  leaving  the  field. 

Division  of  physicians  into  small,  dissenting 
groups  is  suicidal  for  the  practice  of  medicine  in  this 
country.  It  is  high  time  we  realize  the  importance  of 
strong  unity  among  physicians  at  all  levels.  I have  no 
intention  of  defending  the  AMA’s  past,  but  I do 
strongly  believe  it  is  crucial  for  American  physicians 
to  realize  the  importance  of  a strong  AMA.  Of 
course,  appropriate  changes  in  leadership  and  strict 
accountability  to  its  membership  must  be  expected. 

The  optometrists’  invasion  of  ophthalmology,  as 
discussed  by  Dr.  Nowell,  is  not  only  alarming,  it  is 
ominous.  It  must  be  dealt  with  immediately  by  the 
entire  medical  profession  and  must  not  be  regarded 
as  a problem  of  the  ophthalmologists  only.  Once  a 
nonmedical  system  succeeds  in  eroding  one  medical 
specialty,  no  other  branch  of  medicine  will  be  safe. 
With  such  erosion,  together  with  the  enactment  of 
bills  like  NHI  and  the  ever-increasing  intrusion  by 
the  politicians,  health  care  in  the  United  States  is 
bound  to  deteriorate.  And  guess  who  will  be  the 
scapegoat  for  the  deterioration?  The  physician. 

Invasion  of  medicine  by  the  optometrists  has  al- 
ready met  with  success  in  a few  states.  This  has  been 
achieved  by  taking  advantage  of  the  medical  profes- 
sion’s apathy  and  disunity,  by  convincing  legislators 
that  optometrists  are  a lot  cheaper  than  ophthalmo- 
logists in  providing  “primary”  eye  care  (an  absolute 
falsehood),  and  by  confusing  the  public  with  a richly 
financed  campaign.  Thus  has  a nonmedical  system 
tricked  the  legislators  and  the  people  into  believing 
their  side  of  the  story — and  thus  the  responsibility  for 
protecting  not  only  the  present  but  the  future  of 
medicine  falls  upon  those  who  know  better,  the  phy- 
sicians. 1 propose  that  1)  physicians  must  overcome 
interspecialty  rivalries;  2)  they  must  avoid  division 
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over  personal  opinions  and  must  sincerely  uphold  the 
decisions  made  by  the  majority;  3)  all  physicians 
must  make  an  active  effort  to  strengthen  the  state 
medical  societies  and  the  AMA;  4)  they  must  con- 
sider the  political  side  of  medicine  as  vital  as  skill  and 
ethics  and  devote  time  to  it;  5)  and  they  must  launch 
a strong  campaign  on  all  levels  to  inform  the  public 
about  the  grave  dangers  of  the  erosion  of  medical 
quality  by  nonmedical  and  political  systems. 

1 find  Dr.  McAllister’s  concern  extremely  worthy 
and  hope  the  leaders  of  the  AMA  will  learn  some- 
thing from  his  remarks.  However,  I strongly  differ 
with  the  way  in  which  he  would  handle  the  matter. 
The  pebbles  make  music  only  while  still  inside  the 
maraca. 

Khalid  J.  Awan,  MD, 

Norton,  Virginia. 

1.  McAllister  RG:  A vote  against  compulsory  member- 
ship. Va  Med  103:603,  1976 

2.  Nowell  JF:  A question  of  education  and  competence. 

Ibid 

Three  Internists  Take  Issue 
With  Medicare  Decision 

This  correspondence,  sent  by  Drs.  Heide,  Hennelly 
and  Murray  to  Dr.  Donald  L.  Brummer,  who  repre- 
sents Medicare  and  its  carrier,  Travelers  Insurance,  is 
printed  at  length  because  it  focusses  on  several  very 
serious  and  unresolved  problems  related  to  Medicare. 
Indeed,  there  is  no  evidence  that  solutions  are  being 
sought.  The  problem  here  discussed  is:  Under  what 
circumstances  are  certain  examinations  considered  to 
be  indicated  and  necessary  and,  therefore,  reimburs- 
able: and  when  are  they  not?  The  examples  of  testing 
for  cholesterol  and  doing  routine  Pap  smears  are  most 
apt — particularly  at  this  time  when  there  is  public  em- 
phasis on  preventive  medicine  and  early  diagnosis. 

The  Editor. 

Dear  Dr.  Brummer: 

This  letter  is  in  response  to  your  letter  to  us  relating 
to  indications  for  laboratory  testing  of  our  Medicare 
patients.  We  realize  that  in  your  letter  you  are  merely 
reciting  Medicare  regulations,  and  we  apologize  for 
making  you  the  “scapegoat”;  however,  you  letter 
allows  us  an  opportunity  to  ventilate  some  of  our 
feelings. 

In  our  office  we  specialize  in  internal  medicine.  By 
tradition  and  training  internal  medicine  is  the  diag- 
nostic field  of  medicine  encompassing  thorough  phys- 
ical examination,  precise  history-taking  and  the  use 
of  appropriate  laboratory  studies  to  confirm  or  rule 
out  a considered  disease  process  in  a patient  with  a 


complaint.  Our  Medicare  patients  are  over  65  years 
of  age  and  have  multiple  complaints  and  problems.  If 
a laboratory  test  is  ordered  to  evaluate  a complaint 
but  is  negative,  this  does  not  make  the  test  an  unnec- 
essary one  or  a nonindicated  procedure.  For  instance, 
if  a patient  complains  of  joint  pain,  the  uric  acid  test 
performed  to  rule  out  gout  may  be  negative,  yet  it 
was  an  appropriate  test  to  evaluate  the  person’s  com- 
plaint. Many  of  our  patients  have  vague  complaints 
such  as  feeling  chronically  fatigued,  suffering  from 
dizziness,  abdominal  pain,  dyspnea,  etc.  When  a per- 
son complaining  of  dyspnea  comes  to  the  office,  an 
EKG  and  chest  film  are  indicated  tests  to  evaluate 
that  complaint,  though  they  may  turn  out  to  be  nor- 
mal. After  the  appropriate  tests  have  been  done  to 
rule  out  an  occult  carcinoma  of  the  lung,  congestive 
heart  failure,  anemia,  etc.,  one  can  then  say  there  is 
no  evidence  of  cardiovascular  or  pulmonary  disease; 
until  these  tests  are  performed,  however,  one  cannot 
assume  this  to  be  the  case. 

We  all  know  that  carcinoma  in  situ  of  the  cervix 
has  no  characteristic  appearance.  We  are  also  aware 
that  the  American  Cancer  Society  and  the  US  Public 
Health  Service  have  encouraged  routine  Pap  smears 
to  find  carcinoma  of  the  cervix  at  an  early  stage.  We 
found  it  particularly  amusing  that  Medicare  would 
allow  us  to  obtain  a Pap  smear  only  if  we  look  into 
the  vagina  with  a speculum  and  see  a cancer  of  the 
cervix  staring  us  directly  in  the  face.  It  seems  to  us 
that  when  we  can  recognize  a cancer  with  the  naked 
eye  it  is  a bit  late  for  obtaining  Pap  smears. 

When  patients  come  or  are  referred  to  an  internist 
for  a physical  examination,  they  come  with  com- 
plaints. These  complaints  must  be  evaluated  with  the 
appropriate  tests  as  well  as  a thorough  physical  ex- 
amination and  history.  It  becomes  problematic 
whether  a test  is  a screening  test  or  a diagnostic  test, 
depending  on  the  result.  Apparently  Medicare  would 
like  us  to  play  a form  of  “Russian  roulette”.  If  we 
order  a blood  cholesterol  and  the  cholesterol  is  ele- 
vated, we  can  then  record  a diagnosis  of  hypercholes- 
terolemia, Medicare  pays  the  bill  and  everyone  is 
happy  except  the  patient  who  has  the  high  choles- 
terol. If  the  cholesterol  value  is  normal,  however,  we 
have  no  diagnosis  to  support  the  indication  for  the 
test  and  Uncle  Sam  says,  "Sorry,  you  lose,  we  cannot 
pay  the  bill,  your  cholesterol  is  normal”. 

We  are  saying  that  the  kinds  and  types  of  tests 
performed  on  our  patients  in  our  practice  setting  are 
indicated  to  make  an  adequate  diagnosis  and  render 
appropriate  treatment.  If,  indeed,  Medicare  does  not 
wish  to  reimburse  for  these  tests  on  the  Medicare 
recipients,  then  the  elderly  need  to  be  informed  that 
Medicare  will  not  provide  for  good  prophylactic 
health  care  or  adequate  evaluations  for  early  diag- 
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nosis  or  treatment  of  diseases.  It  should  furthermore 
be  explained  that  much  of  the  money  paid  into  the 
Medicare  program  is  usurped  by  administrative 
costs.  It  would  appear  that  if  we  are  unable  reason- 
ably to  finance  an  adequate  medical  program  for  the 
elderly,  it  is  absurd  to  think  we  can  afford  a “compre- 
hensive” health  care  plan  for  the  entire  population  of 
the  United  States. 

Robert  K.  Heide,  MD, 

Patrick  J.  Hennelly,  Jr.,  MD, 
Kevin  P.  Murray,  MD, 

Norfolk,  Virginia. 


The  above  letter  was  referred  to  Dr.  Brummer  for 
comment,  and  his  response  was  as  follows: 

“A  Pap  smear  is  covered  where  related  diagnoses 
are  involved,  for  example,  1)  previous  cancer  of  cer- 
vix, uterus  or  vagina;  2)  previous  abnormal  Pap 
smear;  3)  irritation  or  inflammation  of  cervix  as  de- 
termined by  physical  examination;  4)  abnormal  va- 
ginal bleeding;  5)  abnormal  discharge;  6)  breast  can- 
cer.” M 


For  the  Discriminating 
Eye  Physician 

Depend  on  the  Services  of  a 
Guild  Optician 


IN  LYNCHBURG,  VA. 

A.  G.  JEFFERSON 

INC. 

Downtown  Office  Midtown  Office 

Allied  Arts  Buildings  2010  Tate  Springs  Road 

REGISTERED  OPTICIANS 

WE  DO  NOT  PRESCRIBE  GLASSES— 

WE  MAKE  THEM 


M EETINGS 

ABOUT 

MEDICINE 


January 

The  Alton  D.  Brashear  Postgraduate  Course  in  Head 
and  Neck  Anatomy,  sponsored  by  the  Department 
of  Anatomy  in  cooperation  with  the  Division  of 
Continuing  Education,  School  of  Medicine  and 
School  of  Dentistry,  Medical  College  of  Virginia 
Richmond,  January  17-20.  Dr.  Hugo  R.  Seibel,  De- 
partment of  Anatomy,  Richmond  23298. 

Neurosurgical  Society  of  the  Virginias  Annual  Meet- 
ing: The  Homestead,  Hot  Springs,  January  20-22. 
Program  Chairman,  Dr.  D.  Ferry,  213  McClana- 
han  Street,  SW,  Roanoke  VA  24014. 

February 

Families  Under  Stress,  sponsored  by  the  Department 
of  Pediatrics,  University  of  Virginia  School  of 
Medicine:  Charlottesville,  February  10,  CME 
Office,  Charlottesville,  VA  22901. 

Regional  Meeting,  American  College  of  Physicians 
with  the  Virginia  Society  of  Internal  Medicine,  Old 
Town  Holiday  Inn,  Alexandria,  February  12.  Ed- 
ward W.  Hook,  M D,  Philip  T.  Rodilosso,  MD, 
and  James  M.  Moss,  MD,  presiding  officers.  Box 
237,  Department  of  Medicine,  University  of  Vir- 
ginia School  of  Medicine,  Charlottesville  22901. 


McGuire  Lecture  Series,  “Immunology  Update,” 
Medical  College  of  Virginia,  Richmond,  February 
12-13.  Continuing  Education  Department,  Box  91, 
MCV,  Richmond  23298. 

Annual  Meeting,  Virginia  Chapter,  American  Acad- 
emy of  Pediatrics,  Williamsburg,  February  25-26. 


Mid-Atlantic  Section  of  the  American  Urological 
Society,  sponsored  by  the  Department  of  Urology, 
University  of  Virginia  School  of  Medicine:  Char- 
lottesville, February  26.  CME  Office,  Charlottes- 
ville VA  22901. 

Clinical  Oncology,  13th  Annual  Postgraduate  Course 
presented  by  the  Department  of  Radiology,  Med- 
ical College  of  Virginia,  Williamsburg,  February  27- 
March  3.  Department  of  Continuing  Education, 
MCV  Station,  Box  91,  Richmond  VA  23298. 
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Serving  Eastern  Virginia,  a private, 
90-bed  comprehensive  psychiatric 
center  for  the  treatment  of  adults  and 
adolescents. 

Fort  Lane  and  Crawford  Parkway 
Portsmouth,  Virginia  23704 
Phone  (804)  393-0061 


Ronald  I.  Dozoretz.  M.D.,  Medical  Director 
Joseph  W.  Barnard,  M.D. 

Joseph  J.  Allen,  M.D. 

E.  Daniel  Kay,  Jr.,  M.D. 

Thomas  K.  Tsao,  M.D. 

B.  William  Freund,  Jr.,  M.D. 

John  G.  Buchanan,  M.D, 

Charles  E.  Parker,  D.O. 


THE  PORTSMOUTH  PSYCHIATRIC  CENTER 


Lenard  J.  Lexier.  M.D. 

Robert  H.  Keiter,  M.D. 

Dennis  M.  Spiers,  M.D. 
Magnus  Lakovics,  M.D. 
Melvin  N.  Bass.  Administrator 


■ '\J 

\ 

THE  ROANOKE  VALLEY  PSYCHIATRIC  CENTER 


Serving  Western  Virginia,  a private,  1902  Braeburn  Drive 
100-bed  comprehensive  psychiatric  Salem,  Virginia  24153 
center  for  the  treatment  of  adults  and  Phone  (703)  989-3351 
adolescents. 

John  O.  Hurt,  Jr.,  M.D.,  Medical  Director 
Walter  B.  Blair,  M.D. 


J.  Richard  Frazier,  M.D. 

John  S.  DeVerter,  M.D. 

Phillip  M.  Clifton,  M.D. 

Edward  R.  Green,  M.D. 

William  D.  Clarkson,  M.D. 

Barbara  B.  Rosado,  Administrator 


The  Auxiliary 


Mrs.  William  N.  Gordge,  Roanoke,  Virginia,  is 
the  new  president  of  the  Auxiliary  to  The  Medical 
Society  of  Virginia.  She  was  elected  at  the 
Women’s  53rd  Annual  Meeting  in  Williamsburg. 
Wife  of  a Roanoke  pediatrician,  Eunice  Gordge 
is  a charter  member  of  the  Auxiliary  to  the  Roa- 
noke Academy  of  Medicine  and  has  worked  for  the 
state  Auxiliary  for  nine  years  in  community  health 
services  and  membership.  She  holds  a BS  degree 
from  the  University  of  Tennessee  College  of  Nurs- 
ing. 

Other  new  officers  are  Mrs.  L.  C.  Strong,  Jr., 
Norton,  President-Elect;  Mrs.  Charles  G.  Smith, 
McLean,  Mrs.  John  Hannon,  Falls  Church,  and 
Mrs.  William  S.  Bernart,  Nassawadox,  Vice- 
Presidents;  Mrs.  Donald  Callahan,  Harrisonburg, 
Recording  Secretary;  Mrs.  C.  Leon  Jennings, 
Roanoke,  Corresponding  Secretary;  and  Mrs. 
Richard  F.  Clark,  Hampton,  Treasurer. 


The  women  of  the  Auxiliary  to  the 
Richmond  Academy  of  Medicine 
gathered  up  some  friends  and  went 
to  the  1976  Virginia  State  Fair,  there 
to  present  an  exhibit  demonstrating 
the  relationship  of  blood  pressure  to 
renal  disease.  There  was  a blood 
pressure  screening,  with  student 
nurses  from  Richmond  Memorial 
and  St.  Luke's  Hospitals  taking 
hundreds  of  BP  readings,  and  a kid- 
ney dialysis  demonstration,  fur- 
nished by  Richmond  Memorial 
Hospital.  Usry  provided  a trailer  to 
house  the  show,  and  the  space  for  it 
was  financed  by  Blue  Cross/Blue 
Shield  of  Virginia.  The  MCV  Kid- 
ney Services  and  the  American 
Heart  Association  also  contributed, 
and  a highly  educational  time  was 
had  by  all.  Left,  Mrs.  Ben  R.  Al- 
len, Jr.,  chariman,  works  with  Mrs. 
Mary  Miller  of  BC/BS  at  the 
dialysis  machine. 
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Virginia  Medical  Classified  insertions  accepted  at  the  dis- 
cretion of  the  Editor.  Rates:  $10  per  insertion  for  50  words  or 
less.  IO<t  per  word  in  excess  of  50.  Classified  display  available 


Pathologist 

and 

Director  of  Laboratory 

The  Search  Committee  of  the  medical  staff  of  Common- 
wealth Doctors  Hospital  is  accepting  applications  for  per- 
manent positions.  Commonwealth  is  a JCAH-accredited 
160-bed  medical/surgical  facility  located  in  Fairfax,  Vir- 
ginia, and  is  part  of  a three-hospital  non-profit  system. 
For  more  information  write  with  CV  to  Medical  Staff 
Office,  Commonwealth  Doctors  Hospital,  4315  Chain 
Bridge  Road,  Fairfax  VA  22030. 


LENT  PRACTICE  AVAIEABLE  at  no  charge.  Dr.  Morti- 
mer H.  Williams,  EENT,  711  Medical  Arts  Building,  Roa- 
noke VA  2401 1 , announces  his  retirement  as  of  December  31, 
1976.  He  has  been  practicing  at  this  address  for  43  years,  still 
has  a very  active  practice,  and  would  be  glad  to  turn  it  over  to 
the  right  man.  Office  equipment  and  furnishings  can  be  had  at 
a very  low  cost.  Office  phone:  703  344-6481 ; home,  703  344- 
9147. 

WANTED  TO  BUY,  medical  examining  room  furniture: 
tables,  cabinets,  treatment  stands  and  stools.  Telephone 
(804)  458-8535. 


MENTAL  HOSPITAL  DIRECTOR  “B” 

The  Virginia  Department  of  Mental  Health  and  Mental 
Retardation  is  recruiting  to  fill  the  position  of  Mental 
Hospital  Director  at  Western  State  Hospital,  which  is 
located  at  Staunton  in  the  beautiful  Shenandoah  Valley  of 
Virginia.  The  Hospital  facilities  are  completely  modern 
with  a resident  population  of  approximately  1300  and  a 
staff  of  1400.  Position  requires  planning  and  directing  of 
all  medical  and  non-medical  activities,  subject  to  the  poli- 
cies and  procedures  of  the  State  Hospital  Board  and  the 
Commissioner  of  Mental  Health  and  Mental  Retardation. 
The  qualification  requirements  are  graduation  from  a rec- 
ognized medical  college,  one  year  of  rotating  internship, 
seven  years  of  psychiatric  experience,  at  least  five  of 
which  must  have  been  a mental  hospital,  and  a license  to 
practice  medicine  in  the  State  or  eligibility  therefor.  Ex- 
cellent salary  and  fringe  benefits  package. 

Please  send  resume  of  training  and  experience  to  Leo  E. 
Kirven,  Jr.,  MD,  Acting  Commissioner  of  the  Depart- 
ment of  Mental  Health  and  Mental  Retardation,  PO  Box 
1797,  Richmond,  Virginia  23214. 

An  Equal  Opportunity  Employer 


at  $20  per  50  words.  Copy  due  by  the  fifth  of  the  month  prior 
to  month  of  publication.  Send  to  the  Managing  Editor.  4205 
Dover  Road.  Richmond  VA  23221. 


PSYCHIATRIST,  experienced,  seeks  association  with  a 
group,  private  psychiatric  hospital  or  community  mental 
health  clinic.  Available  February-March  1977.  Write  VM 
Box  50,  4205  Dover  Road,  Richmond  VA  23221. 

VIRGINIA  EMERGENCY  ROOM  physician  to  join  estab- 
lished four-man  group  in  the  Blue  Ridge  Mountains.  Work 
only  one  day  out  of  four  with  salary  of  $40,000.  A quiet 
Emergency  Room;  lots  of  free  time  for  private  practice, 
hunting,  hiking  or  family.  Area  is  rich  with  medical  opportu- 
nities. Write  Paul  Pascarosa,  MD,  Emergency  Medical 
Director,  Box  759,  Pulaski  VA  24301. 


SKI  VACATION  FOR  GROUP 

For  rent:  charmingly  furnished  colonial  home  at  Hot 
Springs;  4 bedrooms,  4 baths.  A corporation  owned  this 
fun  house  for  entertainment.  Skiing  at  Homestead  and 
Snowshoe.  $1,200  month;  $300  week.  Call  703  839-2325 
or  2632,  or  write  Boxwood  Farm,  Hot  Springs  VA  24445. 


WANTED: 

House  Physician 
and 

First  Assistant,  Surgery 

For  general  acute  hospital,  137  beds,  all  modern,  x-ray 
and  lab  facilities;  $5  million  expansion  beginning  late 
1976.  Contact  L.  E.  Richardson,  Jr.,  Administrator, 
Potomac  Hospital,  2300  Opitz  Blvd.,  Woodbridge  VA 
22191,  703  670-1313. 


MEDICAL  DIRECTOR  Appalachian  Red  Cross  Blood 
Center.  Requirements  include  MD  degree,  experienced  in 
transfusion  therapy,  blood  banking,  administrative  and  su- 
pervisory experience.  Salary  competitive,  excellent  benefits, 
EOE.  Submit  curriculum  vitae  and  salary  requirements  to 
PO  Box  13382,  Roanoke  VA  24033. 

PHYSICIANS  WANTED  in  Richmond,  Virginia,  environs. 
Internist  or  generalist  and  a semi-retired  physician.  JCAH 
hospital  nearby.  Guaranteed  salary  first  year,  then  join 
corporation.  Send  curriculum  vitae  c/o  Box  5,  Virginia 
Medical,  4205  Dover  Road,  Richmond  VA  23221. 

TAX  DEDUCTIBLE  VACATIONS  for  medical  profes- 
sionals. Over  500  listings  of  national/international  meetings 
in  the  medical  sciences  for  1977.  Send  $10  check  or  money 
order  payable  to  Professional  Calendars,  PO  Box  40083, 
Washington  DC  20016. 
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MENTAL  HOSPITAL  CHIEL  OL  SERVICE 

Positions  Available: 

Director  for  Inpatient  Services 
Director  for  Residential  Services 

Southern  Virginia  Mental  Health  Institute  in  Danville, 
Virginia  is  a newly  established  comprehensive  intensive 
treatment  center  having  open  door  inpatient  care  (max- 
imum bed  #100 ) outpatient  care  and  day  hospital  pro- 
grams. The  program  is  organized  around  acute  treatment 
principles  and  family  participation  in  care  is  encouraged. 
Primary  programs  besides  the  operation  of  the  above 
mentioned  units  include  the  teaching  of  graduate  students 
affiliated  at  the  institute,  broad  based  integration  of  com- 
munity mental  health  activities,  and  possible  residents' 
program  in  psychiatry.  Private  practice  may  he  allowed 
and  numerous  fringe  benefits  are  available.  The  Danville, 
Virginia  area  provides  an  ideal  residential  environment. 

Please  send  resume  of  training  and  experience  to  Leo  E. 
Kirven,  Jr.,  MD,  Commissioner  of  the  Virginia  Depart- 
ment of  Mental  Health  and  Mental  Retardation,  PO  Box 
1797,  Richmond,  Virginia  23214. 

An  Equal  Opportunity  Employer 


THE  ALPS,  THE  RIVIERA,  and  Elorence,  Italy — that’s 
the  route  of  the  next  MSV  travel  adventure  and  it’s  the 
best  package  yet!  Plan  now  to  climb  aboard  the  INTRAV 
jet  on  July  22. 

ARE  YOU  MOVING?  Please  let  us  know!  Send  your 
address  plus  your  mailing  label  with  ME  number  to 
Virginia  Medical,  4205  Dover  Road,  Richmond  VA  23221. 
Thank  You! 


PHYSICIANS  NEEDED 

Physicians  with  or  without  psychiatric  background  are 
needed  to  stafT  state  mental  hospital  located  in  beautiful 
Shenandoah  Valley  area  with  excellent  school  system, 
general  hospital  and  shopping  facilities,  with  opportunities 
for  working  with  community  health  agencies  and  affilia- 
tion with  University  of  Virginia.  Must  be  licensed  in  Vir- 
ginia; salary  range  as  of  Dec.  1,  1976,  from  $24,500  to 
$45,300;  $1000  to  $1500  extra  yearly  for  Board  eligibility 
or  certification.  Benefits  include  accrual  of  sick  and  an- 
nual leave,  eleven  paid  holidays,  group  life  insurance  re- 
tirement plan,  health  insurance  plan,  workmen’s  com- 
pensation coverage,  malpractice  insurance  up  to  $1 
million  and  liability  insurance.  Contact:  Director,  West- 
ern State  Hospital,  Box  2500,  Staunton,  Virginia  24401. 

Telephone  703  886-2345,  Ext.  321. 

An  Equal  Opportunity  Employer. 


OCCUPATIONAL  HEALTH  DIRECTOR  to  plan, 
develop  and  implement  state-wide  comprehensive  program 
including  training,  consultation,  investigation  and  enforce- 
ment in  prevention  and  control  of  occupational  disease. 
Should  be  graduate  of  accredited  medical  school;  eligible 
for  Virginia  licensure;  Board  eligible  for  appropriate 
specialty  or  graduate  degree  in  public  health;  five  years 
experience  in  occupational  health,  epidemiology  or  related 
field.  Salary  $32,000-$40,000;  full  benefits,  malpractice 
coverage.  Send  resume  to  Robert  S.  Jackson,  MD, 
Assistant  State  Health  Commissioner,  109  Governor 
Street,  Richmond  VA  23219,  phone  804  786-6029. 
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WHO’S 

WHO 

IN  VI RGINIA  MEDICINE 

These  Virginia  physicians  are 
leading  the  recently  founded  Vir- 
ginia Allergy  Society:  F.  Stanford 
Massie,  MD,  Richmond,  president; 
John  Catlett,  MD,  Richmond,  secre- 
tary-treasurer; and  Burton  Moss, 
MD,  Norfolk,  chairman  of  the 
board. 

To  Dr.  Alexander  McC’ausland, 

Roanoke,  goes  the  credit  for  organ- 
izing the  Society  in  1975  and  serving 
as  its  first  president.  The  group’s 
aims,  all  directed  toward  coordinat- 
ing the  efforts  of  specialists  in  al- 
lergy and  clinical  immunology,  re- 
late to  the  maintenance  of  high 
professional  standards;  the  advance- 
ment of  knowledge  and  the  study  of 
the  specialties'  social  and  economic 
aspects;  and  advice  to  the  public  of 
fraud  and  incompetence  in  the  two 
fields. 

To  apply  for  membership,  write 
Dr.  Catlett  at  the  McGuire  Clinic, 
7702  Parham  Road,  Richmond  VA 
23229. 


MSV  physicians  and  their  wives 
harvested  a nice  crop  of  prizes  at  the 
1976  Annual  Meeting  in  Williams- 
burg. The  awards  were  presented  at 
the  Saturday  night  banquet. 

“The  nation’s  number  1 physi- 
cian, Virginia’s  own  Dick  Palmer.” 
So  Dr.  Raymond  S.  Brown  in- 
troduced Richard  E.  Palmer,  Alex- 
andria, President  of  the  American 
Medical  Association,  when  he  was 
announced  winner  of  the  A.  H. 
Robins  Award  for  Community 
Service.  Dr.  Palmer  was  in  Wil- 
liamsburg for  the  meeting,  attending 
many  of  the  sessions  and  sitting  on 
the  dais  at  the  banquet.  Dr.  Palmer’s 
curriculum  vitae  must  be  the  longest 
extant:  it  took  Dr.  Brown  quite  a 
space  of  time  to  get  through  it. 

The  MSV  Challenge  Cup,  symbol 
of  the  Society’s  golf  championship, 


was  won  by  Dr.  John  T.  Hearn, 
Penn  Laird,  with  the  best  low  gross 
score.  Dr.  Michael  A.  Puzak,  Arling- 
ton, was  the  winner  of  low  net.  Run- 
ners-up in  both  categories  included 
Drs.  William  P.  Tice,  Roanoke ; John 
E.  Prominski,  Falls  Church;  and 
Harry  D.  Cox,  Portsmouth.  In  the 
women’s  golf  competition,  Mrs.  C. 
E.  Davis,  Jr.,  Norfolk,  was  the  low 
gross  winner  and  Mrs.  Carl  E. 
Stark,  Wytheville,  the  low  net  win- 
ner. 

Winner  of  the  bridge  tourney  was 
Mrs.  William  C.  Gill,  Jr.,  Richmond. 

As  prizes  for  the  tennis  com- 
petition, Chairman  Ronald  L.  King, 
Portsmouth,  laid  out  a large  collec- 
tion of  silver  hollowware  purchased 
with  a “grant”  from  Squibb  Par- 
maceuticals.  Those  who  carried  off 
the  dazzling  champagne  cooler, 
martini  mixers.  Revere  bowls  and 
trays  were:  mixed  doubles.  Medical 
Student  S.  Byrd  Leavell,  Jr.,  Char- 
lottesville, and  his  wife,  and  Dr.  and 
Mrs.  J.  F.  Eegier,  Williamsburg; 
men’s  singles,  Drs.  Louis  B.  Massad, 
Fredericksburg,  and  Robert  P. 
Nirschl,  Alexandria;  women’s  sin- 
gles, Mrs.  Robert  W.  Woodhouse, 
III,  Richmond,  and  Mrs.  Richard  H. 
Ryan,  Alexandria. 

In  the  exhibit  hall,  these  MSV 
members  drew  the  lucky  numbers  at 
the  E.  F.  Hutton  & Company  booth 
and  won  Cross  pens:  Drs.  William 
H.  Hosfield,  West  Point;  Felix 
Hughes,  Virginia  Beach;  and  Wil- 
liam S.  Foreman,  Jr.,  Forest. 

At  the  David  A.  Dyer  & Asso- 
ciates booth,  watches  were  won  by 
these  physicians:  Drs.  James  N. 
Williams,  Virginia  Beach;  Cap  H. 
Oliver,  Arlington;  and  Willys  M. 
Monroe,  Richmond. 

New  president  of  the  American 
Society  of  Clinical  Pathologists  is 
George  J.  Carroll,  MD,  Suffolk, 
who  was  elected  and  installed  at  the 
Society’s  recent  meeting  in  Los  An- 
geles. Dr.  Carroll  is  a past  president 
of  the  Southern  Medical  Associa- 
tion, the  Virginia  Society  for  Pathol- 
ogy, the  Seaboard  Medical  Society 
and  the  Tri-County  Medical 
Society.  He  has  been  a Councilor  of 
The  Medical  Society  of  Virginia. 
The  national  professional  society  he 
now  leads  has  20,000  members. 


The  Perfect 
Location 
for  Business 
& Pleasure. 

Right  in  the  heart 
of  Downtown 
Richmond  at  5th 
and  Franklin 
Streets.  A lot  of 
our  leading  stores, 
restaurants,  and 
businesses  are 
located  within 
easy  walking 
distance.  The 
Coliseum  and 
Capitol  Square 
are  just  around 
the  corner.  So  the 
next  time  you 
want  reservations 
at  the  perfect 
location  call 
644-4661.  By  the 
way,  we  also  offer 
complimentary 
in-room  movies, 
free  parking  and 
reasonable  rates. 
The John 
Marshall  Hotel 
Richmond, 
Virginia  23219 
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A pharmacokinetic 
character  all  its  own 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional 
factors;  psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms  or 
agitation;  symptomatic  relief  of  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal;  adjunctively  in  skeletal  muscle  spasm  due 
to  reflex  spasm  to  local 
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3-hydroxydiozepom 
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desmethyldiazepam 

Valium  (diazepam)  is  a 
benzodiazepine  with  a distinctive 
pharmacokinetic  profile 

The  pharmacokinetic  profile  of 
Valium  is  one  of  the  characteristics 
that  sets  it  apart  from  other  ben- 
zodiazepines. Consider,  in  particular, 
the  metabolic  pathway  of  Valium. 

The  three  major  metabolites  of 
Valium  exhibit  significant  pharmaco- 
logic activity — and  so,  of  course, 
does  the  parent  substance — diazepam 
itself.  All  combine  to  produce  the 
characteristic  clinical  response  seen 
with  Valium.  The  response  you  have 
come  to  know,  to  want  and  to  trust. 

Pharmacokinetic  studies  also 
demonstrate  that  Valium  has  a pat- 
tern of  absorption,  distribution, 
metabolism  and  elimination  that  is 
reliable  and  consistent.  And,  al- 
though the  pharmacokinetics  of  a 
drug  cannot,  at  present,  be  specifi- 
cally related  to  its  clinical  effects,  it  is 
clearly  a factor  that  distinguishes  one 
product  from  another  by  provid- 
ing important  insights  into  how  each 
moves  through  the  patients  body. 


oxazepam 


pathology;  spasticity  caused 
by  upper  motor  neuron 
disorders;  athetosis; 
stiff-man  syndrome; 
convulsive  disorders  (not 
for  sole  therapy). 

Contraindicated: 
Known  hypersensitivity  to 
the  drug.  Children  under  6 
months  of  age.  Acute 
narrow  angle  glaucoma; 
may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  muscle  cramps, 
vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their 
predisposition  to  habituation  and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers 
during  first  trimester  should  almost  always  be 
avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become 
pregnant. 

Precautions:  If  combined  with  other  psychotropics 
or  anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other 
antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 


Valium 

(diazepam)  ^ 

2-mg,5-mg,  10  mg  scored  tablets 

a prudent  choice  in  psychic 
tension  and  anxiety 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 
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DISABILITY  INCOME  PLAN 

Pays  When  Income  is  Interrupted  Due  to  Accident  or  Sickness 
Conversion  Privilege— Guaranteed  Renewable  to  Age  65 
Pays  OVER  AND  ABOVE  other  Plans 

PROFESSIONAL  OVERHEAD  EXPENSE 

Helps  Pay  Office  Expenses  While  Disabled— up  to  $4,200  Monthly 

$25,000  MAJOR  HOSPITAL  NURSING  PLAN 

Covers  Expenses  Incurred  IN  Hospital  ($100,  $300  or  $500  Deductible) 


EXCESS  MAJOR  MEDICAL  PLAN 

Pays  up  to  $250,000  with  $25,000  Deductible 


HOSPITAL  EXPENSE  PLAN* 

Pays  up  to  $100  Per  Day  While  Hospitalized 
(up  to  $200  Daily  for  Cancer  or  Intensive  Care,  prior  to  Age  65) 
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Letter  from 
the  President: 

I believe  that  1977  is  a year  of  great  challenge  and  opportunity  for 
the  medical  profession. 

In  Washington  we  have  a new  President  who  has  endorsed  national 
health  insurance  and  a Congress  more  inclined  to  enact  such  a program 
than  at  any  time  past.  Furthermore,  I don’t  think  we  will  soon  see  an 
end  to  the  current  trend  toward  greater  government  intervention  in  the 
health  care  field — a trend  that  I believe  poses  a very  real  threat  to  our 
professional  freedom  and  the  standards  we  have  been  able  to  give  to 
our  patients. 

However,  I also  view  this  trend  or  threat  as  a great  challenge — a 
challenge  I believe  we  are  quite  capable  of  meeting  and  one  that 
eventually  will  lead  to  better  health  care  and  greater  cohesion  of  the 
medical  profession. 

We  physicians  must  accept  some  of  the  responsibility  for  many 
problems  we  face  today.  Over  the  years,  we  have  been  notoriously 
poor  communicators — with  the  public,  the  press,  and  our  elected  of- 
ficials. Too  often  we  have  remained  silently  on  the  sidelines,  or  opposed 
measures  without  offering  constructive  alternatives,  or  failed  to  promote 
adequately  those  proposals  we  have  offered.  And  just  as  we  have  been 
a major  part  of  the  problem,  we,  and  only  we,  as  a profession  are  in  a 
position  to  be  the  major  part  of  the  solution. 

In  this  regard,  I must  say  that  I’m  very  proud  that  our  Society  has 
not  only  recognized  that  we  must  work  to  improve  our  communica- 
tions deficiencies  but  has  actually  begun  to  correct  them. 

Last  year,  under  Dr.  Raymond  Brown’s  leadership,  we  mounted  a 
successful  legislative  campaign  that  produced  some  badly  needed  re- 
forms in  Virginia’s  professional  liability  statutes.  This  experience  dem- 
onstrated that  doctors  can  participate  effectively  in  the  legislative 
process  and  make  their  government  work  for  them. 

This  year,  and  in  the  future,  the  Society  will  sponsor  additional 
legislative  reforms.  But  these  efforts  will  only  be  successful  if  legis- 
lators can  see  that  these  measures  have  the  full  support  of  the  entire 
medical  community  and  that  the  public  is  on  our  side. 

We  are  also  moving  ahead  and  launching  a pilot  series  of  Com- 
munications Workshops  designed  to  assist  doctors  improve  two-way 
communications  skills  with  legislators,  the  media  and  their  patients. 

However,  the  practice  of  good  communications  skills  and  public 
relations  can’t  be  a one-time  effort.  The  difficulties  that  confront  us 
did  not  evolve  overnight  and  will  not  be  resolved  in  a single  year. 

Only  through  ongoing  practice  of  good  communications  and  by 
increasing  the  number  of  doctors  participating  in  the  government 
process  can  we  generate  greater  public  confidence  in  our  profession 
and  succeed  in  shaping  future  medical  policies. 

The  challenge  is  great  but  so  is  the  opportunity.  I believe  that  it 
must  be  met  if  we  are  to  continue  to  provide  our  patients  with  the 
quality  of  health  care  they  need  and  deserve. 

W.  Leonard  Weyl,  MD,  Arlington,  Virginia. 
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Letter  from 
the  Past  President: 

Since  the  Williamsburg  meeting  in  November,  many  members  of  The 
Medical  Society  of  Virginia  have  told  me  that  they  had  no  idea  how  the 
proxy  problem,  which  so  demoralized  the  Society  in  the  last  hours  of  the 
meeting,  developed. 

The  Medical  Society  of  Virginia  operates  under  a charter  from  the 
State  of  Virginia,  granted  to  us  by  the  State  Corporation  Commission. 
Mr.  W.  R.  Miller,  our  legal  counsel,  in  preparation  for  the  ’76  meeting 
decided  that,  if  combined  MSV-AMA  membership  became  a reality,  this 
would  represent  a major- change  in  our  by-laws  and  might  require  a 
new  charter.  He  investigated  this  possibility  with  the  State  Corporation 
Commission  and  found  that  this  was  so. 

We  have  been  told  recently  that  the  State  Corporation  Commission 
rarely,  if  ever,  takes  away  a charter  and  that  unless  the  question  had  been 
raised  by  us,  very  probably  no  action  would  have  been  necessary;  how- 
ever, once  the  matter  had  been  opened  up,  all  elements  of  our  MSV 
Society  by-laws  had  to  be  brought  into  conformity  with  our  charter. 
Meetings  devoted  to  these  changes  by  the  General  Session  of  the  Society 
come  under  the  laws  of  the  State  of  Virginia,  not  the  by-laws  of  The 
Medical  Society  of  Virginia. 

The  activity  in  relation  to  this  development  had  been  progressing  for 
some  weeks  before  either  Dr.  Leonard  Weyl  or  I knew  of  this  problem. 

I assure  you  and  all  members  of  The  Medical  Society  of  Virginia  that, 
while  many  years  of  working  in  organized  medicine  have  convinced  me 
that  unified  membership  is  our  only  hope  of  generating  enough  strength 
to  defeat  socialized  medicine,  there  was  no  connection  whatsoever  be- 
tween the  proxy  problem  and  the  resolution  advocating  unified  member- 
ship. 

I make  no  apologies  for  the  chaos  that  developed  in  the  General 
Session  on  November  7th.  I am  not  a parliamentarian,  and  I am  sure  that 
a good  parliamentarian  could  have  kept  better  order,  but  I honestly  do 
not  believe  that  anyone  could  have  salvaged  anything  more  than  was 
salvaged.  The  will  of  the  majority  must  prevail,  and  I tried  very  hard  to 
give  everyone  an  opportunity  to  be  heard. 

The  Council,  with  the  aid  of  a corporation  lawyer,  is  hard  at  work  on 
the  problem,  and  we  hope  to  have  something  concrete  to  report  to  you  in 
the  near  future. 

Raymond  S.  Brown,  MD,  Gloucester,  Virginia. 


Up  Front,  the  newly-created  space  on  these  pages,  is  designed  for 
communications  of  comment  and  opinion  from  MSV  members. 
Next  month:  “The  Illusion  of  Leadership,"  a communication  from 
Dr.  Paul  G.  Rochmis  on  the  membership  controversy.  Also 
coming  in  the  March  issue:  the  AMA’s  J.  Paige  Clousson  dis- 
cusses “How  to  Be  a Successful  Negotiator”  and  Dr.  Charles  L. 
Cooke  gives  informed  advice  on  how  to  avoid  patient  complaints. 
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New  Study  Just  Released! 

Important 
information 
for  physicians 

about  generics 

Latest  National  Survey*  Reports: 

Pharmacists  again  prefer 

PUREPAC 

Over  every  other  generic  manufacturer. 

There  are  5 major  national  drug  manu- 
facturers with  generic  lines:  Purepac, 

Pfizer,  Lederle,  Parke-Davis  and  SmithKline, 
but  only  Purepac  manufactures  more  of  its 
generic  products — in  its  own  plants,  than 
any  of  the  other  4. 

Purepac’s  is  the  most  complete  of  all 
these  national  generic  lines,  and  Purepac’s 
prices  are  more  economical. 

Now  that  many  states  have  repealed 
their  anti-substitution  law,  you  can  help 
reduce  your  patients  prescription  costs 
with  quality  generics.  Prescribe  Purepac, 

Manufacturers  of  Fine  Pharmaceuticals  for  Over  48  Years 


AMERICA  S LEADING  NATIONAL  BRAND  OF  GENERICS 


or  request  your  pharmacists  to  dispense 
the  Purepac  brand. 

Bio-availability  data  of  Purepac  manu- 
factured pharmaceuticals  and  Generic 
Reference  Chart  are  yours  upon  request. 

*The  November  1976  study  by  American 
Druggist  Magazine  reconfirms  Purepac 
leadership  over  every  other  generic 
manufacturer. 

Copies  of  this  study,  and  Purepac’s  Annual 
Report  are  available. 


Serving  Eastern  Virginia,  a private, 
90-bed  comprehensive  psychiatric 
center  for  the  treatment  of  adults  and 
adolescents. 

Fort  Lane  and  Crawford  Parkway 
Portsmouth,  Virginia  23704 
Phone  (804)  393-0061 


Ronald  I.  Dozoretz,  M.D.,  Medical  Director 
Joseph  W.  Barnard,  M.D. 

Joseph  J.  Allen,  M.D. 

E.  Daniel  Kay,  Jr.,  M.D. 

Thomas  K.  Tsao.  M.D. 

B.  William  Freund,  Jr.,  M.D. 

John  G.  Buchanan,  M.D. 

Charles  E.  Parker,  D.O. 


Lenard  J.  Lexler,  M.D. 

Robert  H.  Kelter.  M.D. 

Dennis  M.  Spiers,  M.D. 
Magnus  Lakovlcs,  M.D. 
MeMn  N.  Bass  .Administrator 


THE  PORTSMOUTH  PSYCHIATRIC  CENTER 


THE  ROANOKE  VALLEY  PSYCHIATRIC  CENTER 


Serving  Western  Virginia,  a private, 
100-bed  comprehensive  psychiatric 
center  for  the  treatment  of  adults  and 
adolescents. 


1902  Braeburn  Drive 
Salem,  Virginia  24153 
Phone  (703)  989-3351 

John  O.  Hurt,  Jr„  M.D.,  Medical  Director 
Walter  B.  Blair,  M.D. 


J.  Richard  Frazier,  M.D. 

John  S.  DeVerter,  M.D. 

Phillip  M.  Clifton,  M.D, 

Edward  R.  Green,  M.D. 

William  D.  Clarkson,  M.D. 

Barbara  B.  Rosado,  Administrator 


It’s  Powerful  Medicine. 


There  are  sound  medical  reasons  why  going  home  is 
good  medicine.  Familiar  surroundings  and  family  close 
by  often  help  speed  recovery.  The  high  cost  of  hospital 
care  is  eliminated.  And  hospital  beds  are  freed  up  for  the 
more  critically  ill. 

HOMEMAKERS  UPJOHNSM,  a home  and  health  care 
service  with  over  187  offices  nationwide  makes  going 
home  easier.  We  do  this  by  providing  qualified  profes- 
sional and  supportive  health  care  specialists  for  a day, 
a week,  or  longer.  Our  staff  includes  Licensed  Nurses, 
Nurse  Aides,  Orderlies,  Home  Health  Aides,  Substitute 
Mothers,  Live-In  Companions  and  others.  They  are  all 
screened,  bonded  and  insured. 

If  you  think  going  home  is  good  for  what  ails  your  patient, 
one  of  our  Service  Directors  can  help  make  the  arrange- 
ments. She  can  also  help  you  with  private  duty  cases  and 
hospital  staff  relief,  24  hours  a day,  everyday.  Call  us. 

FALLS  CHURCH:  533-3171  NORFOLK:  461-2003 

HAMPTON:  827-6404  RICHMOND:  288-4096 

LYNCHBURG:  846-5219  ROANOKE:  989-3659 
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HOMEMAKERS 

UPJOHN" 


People  you  trust  caring  for  people  you  love. 


Os  INVESTMENT  NEWS 

k REAL  ESTATE  INVESTMENT  TRENDS  & OPPORTUNITIES 

Heritage 

Associatesr* 

Inc. 

SPECIAL  EDITION 


WH  Y INVES  T 

Successful  investment  is  more  than  just  saving.  It  must  involve  a systematic  approach  to  the  inter- 
related problems  of  reconciling  income  and  standard  of  living,  of  setting  investment  objectives  and  of 
achieving  these  objectives  through  savings  and  through  choice  of  appropriate  investment  instruments. 

In  recent  years,  it  has  become  evident  that  investors  no  longer  can  rely  upon  traditional  approaches  to 
investment.  It  is  no  longer  enough  merely  to  save  money,  because  what  is  left  after  taxes  is  often  eroded 
by  the  loss  of  purchasing  power  of  the  dollar.  With  the  impact  of  scarce  energy  and  scarce  natural  re- 
sources, portfolio  investment  in  American  business  can  no  longer  be  expected  to  grow  at  the  same  rate 
experienced  in  the  boom  of  the  I960’s. 

Vital  questions  face  us:  “How  can  I save  tax  dollars?”  “How  can  I keep  ahead  of  inflation?"  “ How 
can  I produce  enough  income  to  insure  a comfortable,  carefree  retirement ?“ 

The  answers  to  these  questions  dictate  a sound  investment  program — a proper  balance  between  ade- 
quate savings,  sufficient  insurance  protection  and  investment  of  excess  capital.  In  short,  they  require 
prudent  money  management. 

In  the  confusion  of  modern  life,  it  is  very  hard  to  find  time  to  manage  our  investments,  much  less  to 
explore  every  investment  opportunity.  At  Heritage  Associates,  Inc.,  we  feel  each  investor's  portfolio 
should  include  real  estate.  We  know  that  whatever  the  financial  objectives,  every  person  can  benefit 
from  participation  in  properly  selected  and  professionally  managed  real  estate  investment.  Such 
real  estate  offers  four  major  financial  advantages:  cash  flow,  tax  savings,  equity  build-up,  and  capital 
appreciation. 

Heritage  Associates,  Inc.  is  dedicated  to  helping  each  of  its  clients  achieve  financial  goals  through 
investment  in  real  estate. 


^ V<\ 

Reza  M.  Valad 
President 


Real  Estate  Investment  Advisors  / Koger  Executive  Center  / 1 503  Santa  Rosa  Road  / Richmond,  Virginia  23229  / 285-78 1 1 


"The  sea’s  my  mind,  which  calm  would  be 
Were  it  from  winds  (my  passions)  free. 

-Sir  John  Suckling. 


Comprehensive  treatment  of 
psychiatric  illness  and  alcohol 
or  drug  related  problems. 


TIDEWATER  PSYCHIATRIC  INSTITUTE 

Accredited  by  The  Joint  Commission  on  the  Accreditation  of  Hospitals. 

Approved  for  Blue  Cross,  Champus,  Medicare  and  other  health  coverage. 


Stuart  Ashman,  M.D.,  F.A.P.A. 
Hospital  Director  — Va.  Beach 
1701  Will-O-Wisp  Drive,  23454 
Call  Collect  (804)  481-1211 

Julian  W.  Selig,  Jr.,  M.D. 

Hospital  Director  - Norfolk 
1005  Hampton  Boulevard,  23507 
Call  Collect  (804)  622-2341 


Lawrence  A.  Bernert,  Jr.,  M.D. 
Robert  C.  Bransfield,  M.D. 
John  H.  Furr,  M.D. 

James  F.  Griswold,  M.D. 
Trafford  Hill,  Jr.,  M.D. 

Warren  Jeffrey  Jones,  Jr„  M.D. 
Ann  Karnitschnig,  M.D. 

David  B.  Kruger,  M.D. 

Beryl  W.  Langley,  M.D. 


Igor  Magier,  M.D. 

Murray  C.  Miller,  M.D., 

John  A.  Mirczak,  M.D. 

Burt  W.  Phillips,  M.D. 

Robert  F.  Scott,  M.D. 

Stephen  E.  Slatkin,  M.D. 

Ann  H.  Stewart,  M.D. 

Robert  H!  Thrasher,  M.D.,  F.A.P.A. 
Duncan  S.  Wallace,  M.D. 


Jeffersonian  Ideals  Endowed 
the  University  of  Virginia 

Byrd  S.  Leavell,  MD,  Charlottesville,  Virginia 


. . It  is  in  this  part  of  medicine  that  I wish  to  see  a reform,  an  abandon- 
ment of  hypothesis  for  sober  facts,  the  first  degree  of  value  set  on  clinical  ob- 
servation, and  the  lowest  on  visionary  theories  . . 


NE  OF  THE  MOST  DISCUSSED  and  most 
quoted  leaders  of  the  Revolution  is  Thomas 
Jefferson.  A man  of  extraordinary  intellect,  he  made 
all  knowledge  his  province.  His  talents  and  contribu- 
tions as  a statesman,  politician,  diplomat,  architect, 
and  writer  are  well  known.  He  was  also  a recognized 
authority  on  botany,  agriculture,  osteology,  geology 
and  paleontology,  corresponding  with  scientific  lead- 
ers in  Europe  as  well  as  in  this  country. 

Jefferson’s  contributions  to  medicine  and  medical 
education  are  not  widely  recognized.  Indeed  what 
doctors  probably  hear  most  often  on  the  subject  is  the 
remark,  “Jefferson  didn’t  think  much  of  doctors.” 

Presented  in  expanded  form  as  the  Walter  Reed  Lecture- 
ship at  the  Richmond  Academy  of  Medicine,  February  24, 
1976. 


This  was  probably  true.  Dr.  Robley  Dunglison,  Jef- 
ferson’s personal  physician,  has  recorded  several  in- 
cidents that  support  this  impression. 

Mr.  Jefferson  was  considered  to  have  little  faith  in 
physic;  and  often  told  me  he  would  rather  trust  to  the 
unaided,  or  rather  uninterfered  with,  efforts  of  nature 
than  to  physicians  in  general.  'It  is  not,'  he  was  wont  to 
observe,  ‘to  physic  that  / object  so  much  as  physicians.  ’ 

Indeed,  Jefferson  the  scientist  had  little  reason  to 
have  confidence  in  doctors  of  his  day.  Before  the  19th 
century,  which  saw  great  progress  in  medicine  as  a 
science,  medical  leaders  propounded  theories  and 
systems  to  explain  the  function  of  organs  and  the 
occurrence  of  disease.  Thomas  Sydenham,  a leader  of 
medicine  in  Britain,  thought  that  disease  resulted 
from  particles  of  air  which  entered  the  body,  tainted 
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VIRGINIA  MEDICAL 


the  blood  and  other  tissues,  and  caused  fermentation 
and  putrefaction;  he  taught  that  cure  could  be  ob- 
tained by  causing  the  discharge  of  morbitic  matter 
through  the  sweat  and  stools.  Boerhaave  in  Holland 
advocated  bleeding  and  purging  to  restore  the  bal- 
ance between  the  salt,  oil  and  putrid  temperaments  in 
the  body.  According  to  Dr.  John  Brown  of 
Edinburgh,  all  diseases  were  either  constitutional  or 
local,  sthenic  or  asthenic;  treatment  consisted  of  stim- 
ulating the  patient  by  the  use  of  alcohol  or  depressing 
him  with  opium. 

Apparently  few  people,  lay  or  professional,  ques- 
tioned the  use  of  such  measures,  but  one  who  did  was 
Thomas  Jefferson. 

Dr.  Wyndham  Blanton,  in  Medicine  in  Virginia  in 
the  Eighteenth  Century,  expressed  the  opinion  that 
Jefferson  was  better  versed  in  medicine  than  the  aver- 
age doctor  of  his  day.  His  library  contained  many 
books  on  medical  subjects,  including  several  volumes 
on  comparative  anatomy,  another  on  the  functions  of 
the  nervous  system  in  vertebrates.  Undoubtedly  Jef- 
ferson practiced  on  himself,  his  family  and  his  slaves. 
In  a letter  to  Madison  he  wrote: 

/ am  sorry  to  hear  of  the  situation  of  your  family, 
and  the  more  so  as  that  species  of  fever  is  dangerous  in 
the  hands  of  our  medical  boys.  I am  not  a physician  and 
still  less  a quack  but  I may  relate  a fact.  While  I was  at 
Paris,  both  my  daughters  were  taken  with  what  we 
formerly  called  a nervous  fever,  now  a typhus,  distin- 
guished very  certainly  by  a threadlike  pulse,  low,  quick 
and  every  now  and  then  fluttering  ...  I have  had  this 
fever  in  my  family  3 or  4 times  since  / have  lived  at 
home,  and  have  carried  between  20  and  30  patients 
thro'  it  without  losing  a single  one,  by  a rigorous  obser- 
vance of  Dr.  Gem’s  plan  and  principle  ...” 

One  of  Jefferson’s  little  known  activities,  clearly 
showing  his  grasp  of  the  scientific  method,  related  to 
vaccination  for  smallpox.  Edward  Jenner,  the  discov- 
erer of  cowpox  vaccination  for  smallpox,  performed 
his  first  vaccination  in  1796;  other  successful  vaccina- 
tions followed,  and  he  published  his  results  in  1799. 
Jenner’s  fame  spread  rapidly,  and  vaccination  was 
introduced  to  the  United  States  by  Dr.  Benjamin 
Waterhouse  of  the  Harvard  Medicine  School  faculty 
in  1800.  Waterhouse  prepared  a report  of  his  results 
in  some  50  vaccinations  and  mailed  it  to  Jefferson, 
then  the  Vice-President  of  the  United  States.  Jeffer- 
son’s immediate  interest  is  shown  by  his  reply,  which 
began,  “I  received  last  night  and  have  read  with  great 
satisfaction  your  pamphlet.”  Jefferson  obtained  some 
vaccine  virus  from  Waterhouse.  Three  times  the  sam- 
ples supplied  by  Dr.  Waterhouse  proved  ineffective. 
Jefferson  suggested  an  experiment. 

Put  the  matter  into  a phial  of  the  smallest  size,  well 
corked  and  immersed  in  a larger  one  filled  with  water; 


well  corked  it  would  be  effectually  preserved  against 
the  air,  and  / doubt  whether  the  water  would  permit  so 
great  a degree  of  heat  to  penetrate  to  the  inner  phial  as 
does  when  it  is  in  the  open  air. 

All  the  virus  sent  in  this  way  was  effective.  Jeffer- 
son had  seen  a problem,  formulated  an  hypothesis, 
tested  it  and  verified  it. 

During  1801  Jefferson  wrote  Waterhouse  nine 
times.  His  personal  experiments  on  vaccination  were 
performed  at  Monticello  initially  with  the  help  of  a 
physician,  Dr.  Wardlaw.  Jefferson  wrote: 

In  the  course  of  July  and  August,  / inoculated  about 
70  or  80  of  my  own  family,  my  sons-in-law  about  as 
many  in  theirs,  and  including  our  neighbors  who  wished 
to  avail  themselves  of  the  opportunity,  our  whole  ex- 
periment extended  to  about  200  persons. 

Only  one  case  was  attended  with  much  fever  and 
some  delirium ; and  two  or  three  with  sore  arms  which 


For  news  of  the  author,  see  page  135. 

required  common  dressings  ...  A bout  one  in  five  or  six 
had  slight  feverish  dispositions,  and  more  perhaps  had  a 
little  headache,  and  more  of  them  had  swelling  of  the 
axillary  glands  ...  Two  or  three  only  had  from  two  to 
half  a dozen  pustules  on  the  inoculated  arm  . . . all  the 
rest  only  the  single  pustule  where  the  matter  was  in- 
serted, something  less  than  a coffee  bean,  depressed  in 
the  middle,  fuller  at  the  edges,  and  well  defined. 

Jefferson  pursued  the  matter  even  further.  He  took 
material  from  the  vaccinations  every  24  hours  and 
determined  that  the  “matter”  taken  on  the  eighth  day 
was  the  most  reliable.  Later  he  supplied  vaccine  to 
Richmond  and  Petersburg  and  even  sent  the  first 
vaccine  to  be  used  in  Philadelphia  in  November, 
1801.  All  this  was  accomplished  in  one  year! 

In  a letter  written  in  1807  to  Dr.  Caspar  Wistar  in 
Philadelphia,  Jefferson  concisely  summarized  the  ex- 
tent of  knowledge  of  medicine  at  the  time  as  follows: 

Where,  then,  we  have  seen  a disease  characterized  by 
specific  signs  or  phenomena  and  relieved  by  a certain 
natural  evacuation  or  process,  whenever  that  disease 
recurs  under  the  same  appearances,  we  may  reasonably 
count  on  producing  a solution  of  it,  by  the  use  of  such 
substances  as  we  have  found  produce  the  same  evac- 
uation or  movement.  Thus,  fulness  of  the  stomach  we 
can  relieve  by  emetics;  diseases  of  the  bowels,  by  pur- 
gatives; inflammatory  cases,  by  bleeding;  intermittents 
by  the  Peruvian  bark;  syphilis,  by  mercury;  watch- 
fulness, by  opium,  &c.  So  far,  I bow  to  the  utility  of 
medicine.  It  goes  to  the  well-defined  forms  of  disease, 
& happily,  to  those  the  most  frequent.  But  the  disorders 
of  the  animal  body,  & the  symptoms  indicating  them, 
are  as  various  as  the  elements  of  which  the  body  is 
composed. 
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Jefferson’s  drawings  for  the  anatomical  theater  at  the  University  of  Virginia  School  of  Medicine.  From  the  Jefferson  Papers, 

University  of  Virginia  Library. 


/ have  lived  myself  to  see  the  disciples  of  Hoffman, 
Boerhaave,  Stahl,  Cullen,  Brown  succeed  one  another 
like  the  shifting  figures  of  a magic  lantern,  & their 
fancies,  tike  the  dresses  of  the  annual  doll-babies  from 
Paris,  becoming,  from  their  novelty,  the  vogue  of  the 
day,  and  yielding  to  the  next  novelty  their  ephemeral 
favor.  The  patient,  treated  on  the  fashionable  theory, 
sometimes  gets  well  in  spite  of  the  medicine.  The  medi- 


cine therefore  restored  him,  & the  young  doctor  re- 
ceives new  courage  to  proceed  in  his  bold  experiments 
on  the  lives  of  his  fellow  creatures. 

The  latter  part  of  the  letter  contained  his  ideas 
about  what  medical  education  should  be. 

It  is  in  this  part  of  medicine  that  / wish  to  see  a 
reform,  an  abandonment  of  hypothesis  for  sober  facts, 
the  first  degree  of  value  set  on  clinical  observation,  and 
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the  lowest  on  visionary  theories.  / would  wish  the  young 
practitioner,  especially,  to  have  deeply  impressed  on  his 
mind  the  real  limits  of  his  art,  & that  when  the  state  of 
his  patient  gets  beyond  these,  his  office  is  to  be  a 
watchful  but  quiet  spectator  of  the  operations  of  nature, 
giving  them  fair  play  by  a well-regulated  regimen,  & by 
all  the  aid  they  can  derive  from  the  excitement  of  good 
spirits  & hope  in  the  patient.  I have  no  doubt  that  some 
diseases  not  yet  understood  may  in  time  be  transferred 
to  the  table  of  those  known.  But,  were  I a physician,  / 
would  rather  leave  the  transfer  to  the  slow  hand  of 
accident,  then  hasten  it  by  guilty  experiments  on  those 
who  put  their  lives  into  my  hands.  The  only  sure  foun- 
dations of  medicine  are  an  intimate  knowledge  of  the 
human  body  and  observation  of  the  effects  of  medicinal 
substances  on  that.  The  anatomical  & clinical  schools, 
therefore,  are  those  in  which  the  young  physician 
should  be  formed. 

JEFFERSON  concerned  himself  with  every  aspect 
of  founding  the  new  university  at  Charlottesville 
and  had  in  mind  a two-fold  purpose  for  the  medical 
school.  First  it  was  to  be  a cultural  course,  one  he 
thought  advisable  for  an  educated  person.  His  second 


aim  was  to  provide  a solid  foundation  in  science  and 
the  scientific  method  for  those  who  planned  to  be- 
come physicians  and  would  pursue  further  studies  in 
clinical  medicine  elsewhere. 

In  1823  the  Board  of  Visitors  appointed  Francis 
Walker  Gilmer  to  the  formidable  task  of  recuriting 
the  necessary  new  faculty  members  in  Europe.  In  the 
spring  of  1824  he  sailed  for  England;  among  those  he 
recruited  there  was  Robley  Dunglison,  aged  26,  who 
signed  a contract  in  London  in  1824.  Dunglison  was 
born  in  the  lake  country  of  England  in  1798.  He 
studied  in  Cumberland,  London,  Edinburgh  and 
Paris  and  began  practice  in  London  in  1819.  In  a 
letter  to  Jefferson,  Gilmer  described  Dunglison  as  “a 
very  intelligent  and  laborious  gentlemen  . . . and  a 
writer  of  considerable  eminence  in  various  medical 
and  antomical  subjects.”  This  early  description 
proved  accurate  for  Dunglison’s  entire  career;  he  had 
published  about  twenty  volumes  at  the  time  of  his 
death. 

Jefferson  was  severely  criticized  for  having  gone 
abroad  for  professors.  He  had  evoked  more  of  an 
outcry  earlier  when  he  attempted  to  persuade  a Penn- 
sylvanian, Dr.  Thomas  Cooper,  to  join  the  new  fac- 
ulty. Apparently  Dr.  Cooper,  a Unitarian,  was  even 


The  Anatomical  Hall  designed  by  Jefferson  as  it  appeared  early  in  this  century.  It  was  demolished  in  1938  when  the 

Alderman  Library  was  constructed  on  an  adjacent  site. 
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less  desirable  than  an  Englishman. 

Dunglison,  the  sole  professor  in  the  medical 
school,  lived  in  Pavilion  10  on  East  Lawn,  where  he 
met  his  classes  until  the  “anatomical  theater”  was 
completed  in  1827.  He  taught  anatomy,  surgery, 
physiology,  pathology,  materia  medica,  pharmacy 
and  the  history  of  the  progress  and  theory  of  medi- 
cine. Classes  were  held  two  hours  a day  on  Tuesday, 
Thursday  and  Saturday.  Apparently  anatomy  was 
taught  by  lectures  and  by  demonstrations  which  uti- 
lized some  twenty-six  special  preparations.  These  in- 
cluded nearly  every  region  or  system  in  the  body,  for 
example  “a  dried  preparation  of  the  uterus,  bladder 
and  rectum  in  situ”;  “an  injected  preparation  of  the 
heart  with  the  adjacent  vessels  attached”;  “injected 
preparation  of  the  liver,  spleen,  kidney  and  pan- 
creas.” 

The  medical  school  opened  with  26  students,  soon 
reduced  to  16,  a number  maintained  during  the  next 
two  sessions.  The  first  graduates,  three  in  number, 
received  their  diplomas  in  July,  1828;  two  were  from 
Virginia,  Gessner  Harrison  of  Rockingham  and 
George  W.  McCulloch  of  Albemarle.  The  other  was  a 
Floridian  appropriately  named  Thomas  Jefferson 
White. 

Dunglison  became  Jefferson’s  trusted  physician. 
He  treated  him  on  numerous  occasions  and  was  with 
him  when  he  died  on  July  4,  1826.  As  a writer,  Dung- 
lison was  remarkably  productive.  In  1833,  the  first 
edition  of  his  New  Dictionary  of  Medical  Science  and 
Literature  appeared.  It  was  enormously  successful, 
going  through  eight  editions  and  selling  nearly  20,000 
copies  by  1851;  in  1897  the  23rd  edition  was  pub- 
lished. 1832  saw  the  first  edition  of  his  Human  Phys- 
iology, dedicated  to  “James  Madison,  Esq.,  ex-Presi- 
dent  of  the  United  States,  Rector  of  the  University  of 
Virginia,  etc.,  etc.”;  it  too  went  through  numerous 
editions.  His  other  writings  included  a two-volume 
Therapeutics  and  Material  Medicine. 

The  medical  school  Jefferson  founded  has  survived 
and  grown,  although  his  concept  of  medicine  as  a 
cultural  course  did  not  survive  for  long.  In  1826  Dr. 
Dunglison  was  put  in  charge  of  a dispensary,  and  in 
1827  a second  professor.  Dr.  John  Patton  Emmet, 
was  added.  The  medical  school’s  course  was  length- 
ened to  two  years  in  1892,  to  three  years  in  1896  and 
to  four  in  1899.  The  University  of  Virginia  Hospital, 
built  under  the  leadership  of  Dr.  Paul  B.  Barringer, 
opened  in  1901.  The  medical  faculty,  one  man  in 
1825,  has  increased  to  275  full-time  members  in  1976. 
The  graduating  class  in  1828  included  four  in  medi- 
cine; in  1978  there  will  probably  be  132. 

Jefferson's  efforts  to  bring  science  into  medicine 
has  been  followed  by  progress  that  even  his  fertile 


Robley  Dunglison  painted  in  1824  by  an  unknown  artist. 

Courtesy  the  University  of  Virginia. 

mind  could  hardly  have  imagined.  Indeed,  scientific 
medicine  has  progressed  so  far  that  today  many 
people  take  scientific  miracles  for  granted  and  notice 
the  lack  of  things  the  physician  of  150  years  ago  had 
to  offer  his  patients,  namely,  time,  interest  and  com- 
passion. One  feels  that  Jefferson  the  humanist  would 
have  insisted  that  somehow  these  aspects  of  the  art  of 
medicine  be  maintained  in  his  school  despite  the 
many  changes  science  has  brought. 

(Bibliography  on  request.)  im 
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Radiology/Case  Report 


Brain  Scanning  Agent  Mimicking 

Shunting 


Barbara  Y.  Howard,  PhD,  Charlottesville,  Virginia 


The  mystery  of  abnormally  visualized  kidneys  during  a lung  scan  is  solved, 
providing  a lesson  in  the  need  for  careful  use  of  multiple  scanning  agents. 


Renal  uptake  of  radioactivity  after  the  intravenous 
injection  of  tagged  macroagreggregated  human  se- 
rum albumin  has  been  used  as  a means  of  viewing 
and  quantifying  shunting.1,2  The  case  reported  here 
shows  the  hazard  of  assuming  that  this  is  the  only 
means  by  which  the  kidneys  may  be  visualized  with 
this  agent. 

Case  Report 

The  patient  was  a 75-year-old  white  female  with  chronic 
brain  syndrome.  She  had  a recent  history  of  syncopal  epi- 
sodes and  was  brought  to  the  emergency  room  with  a fever, 
disorientation  and  refusal  to  eat.  One  year  previously  she 
had  a slight  stroke. 

The  patient  was  admitted  for  the  evaluation  of  fever  and 
dehydration.  The  basic  workup  was  normal;  no  source  for 
the  fever  could  be  found.  However,  arterial  blood  gases  at 
this  time  revealed  a p02  of  55,  pC02  of  33  and  a pH  of  7.48 
on  room  air  respiration;  because  of  this  rather  extreme 
hypoxia  in  a patient  who  had  never  smoked,  pulmonary 
emboli  were  considered  as  a possible  cause,  and  on  the 
third  hospital  day  a lung  scan  was  requested. 

The  patient  was  injected  with  250  uCi  of  1-131-macro- 
aggregated  human  serum  albumin.  She  was  scanned  with 
an  Ohio-Nuclear  Dual  5”  rectilinear  scanner  using  the  38 
M collimators,  the  2:1  slit  mask  and  a 2:1  scan:image 
ratio.  The  information  density  was  400;  the  spectrometer 
centerline  was  set  at  364  KeV  with  a window  of  100  KeV. 
No  enhancement  or  background  erase  was  used.  The  in- 
tensity was  determined  by  the  usual  rules.  The  posterior 

From  the  Department  of  Radiology,  University  of  Vir- 
ginia, Charlottesville  VA  22901. 
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view  of  the  lung  scan  is  shown  in  Fig  1. 

Her  subsequent  hospital  course  was  complicated  by  fever 
and  by  abdominal  distention  caused  by  urinary  retention. 
She  was  discharged  after  22  days  in  the  hospital  with  her 
partial  thromboplastin  time  regulated.  She  died  at  home  six 
days  after  discharge;  there  was  no  atuopsy. 

Discussion 

The  pattern  of  the  lung  scan  was  unremarkable 
when  compared  with  the  rest  of  our  experience  with 
lung  scans  performed  with  radioiodinated  mac- 
roaggregated  human  serum  albumin;  kidneys  were 
not  visualized  on  the  other  scans.  The  pattern  was 
noted  to  be  unusual  while  the  patient  was  still  on  the 
scanning  table.  At  that  time  it  was  noted  from  an 
examination  of  the  patient’s  chart  that  she  had  re- 
ceived 15  mCi  of  Tc-99m-labeled-iron-ascorbate 
DTPA  solution  for  brain  scintigraphy  that  day;  the 
injection  had  been  administered  that  morning  about 
five  hours  before  the  lung  scan.  The  laboratories  con- 
taining the  Anger  camera  used  for  scintigraphy  and 
the  rectilinear  scanner  for  the  lung  scan  were  phys- 
ically separate,  and  it  was  possible  to  call  for  the 
patient  without  knowledge  of  previous  visits  to  the 
Nuclear  Medicine  Division.  Thus,  only  reference  to 
the  patient’s  chart,  rather  than  the  technologist’s 
memory,  would  give  evidence  of  the  immediately  pre- 
vious radioactive  dose. 

However,  the  nuclide  injected  for  brain  scinti- 
graphy was  Tc-99m.  How  did  it  happen  that  the 
kidneys  were  visible  on  the  lung  scan  for  which  the 
pulse  height  analyzer  of  the  rectilinear  scanner  was 
set  to  the  1-131  peak  at  364  KeV?  While  the  patient 


98 


VIRGINIA  MEDICAL 


Fig.  1.  Posterior  view  of  the  lungs  shows  the  lungs  and  the 
kidneys. 


Fig.  2.  Spectrum  of  Tc-99m  from  rectilinear  scanner  shows 
the  sum  peak  at  280  KeV. 


was  on  the  scanning  table,  this  question  was  an- 
swered by  measuring  the  energy  spectrum  emanating 
from  the  patient’s  kidney. 

The  energy  spectrum  had  a peak  at  140  KeV,  the 
Tc-99m  peak.  Because  of  the  much  higher  dose  of  Tc- 
99m  radioactivity  compared  to  the  1-131  macroaggre- 
gated  human  serum  albumin  dose,  there  was  sum- 
ming of  the  nearly  coincident  140  KeV  photons  in  the 
spectrometer,  so  that  there  was  a peak  at  280  KeV, 
not  caused  by  1-131,  as  it  had  not  the  proper  propor- 
tional relationship  to  the  intensity  at  364  KeV.  The 
number  of  counts  that  appeared  in  the  1-131  window 
was  not  large  compared  either  to  the  number  at  140 
KeV  or  at  280  KeV,  but  it  was  sufficient  to  give  an 
image  of  the  kidneys  at  the  instrument  settings  neces- 
sary to  achieve  a satisfactory  lung  scan. 

The  effect  was  verified  once  the  patient  was  re- 
moved from  the  scanning  table  by  putting  a bottle 
containing  Tc-99m  in  the  view  of  the  scanner  detect- 
ors and  plotting  a spectrum  (Fig  2). 

Hine3,4  has  described  the  summing  of  coincident 
gamma  rays  in  the  sodium  iodide  detector  systems 
used  in  nuclear  medicine  for  the  counting  of  1-125, 
although  in  our  experience  the  pulse  height  analyser 


in  well-counting  apparatus  is  equal  to  the  task  of 
resolving  the  gamma  and  x-ray  emitted  by  1-125,  with 
only  a small  separate  sum  peak  around  60  KeV. 

The  experience  gained  in  this  case  points  out  the 
hazard  of  dealing  with  more  than  one  nuclide  in 
nuclear  medicine  patients  even  in  this  age  of  excellent 
electronics  and  fine  radiopharmaceuticals.  Each 
patient's  complete  history  of  radionuclide  dosage 
should  be  available  to  the  personnel  dealing  with  the 
patient.  The  personnel  should  learn  the  potential  im- 
plications of  previous  doses  for  the  current  exam- 
ination. As  the  practice  of  nuclear  medicine  increases, 
the  possibility  of  contaminating  a patient  so  that  the 
current  examination  cannot  be  adequately  performed 
increases  also. 
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Famous  Fighters 


NEOSPORIN  Ointment 

( polymyxin  B-bacitracin-neomycin) 

is  a famous  fighter,  too. 

Provides  overlapping,  broad-spectrum  antibacterial  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens  (including  staph  and  strep). 


Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate  5,000  units;  zinc 
bacitracin  400  units;  neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base); 
special  white  petrolatum  qs  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.) 
foil  packets. 

INDICATIONS:  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated) 
for  topical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in: 
• infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary 
pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily 
infected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis)  • traumatic 
lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection. 

Prophylactically,  the  ointment  may  be  used  to  prevent  bacterial  contamination  in 
burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infec- 
tion and  permit  wound  healing.  CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or 
external  ear  canal  if  the  eardrum  is  perforated.  This  product  is  contraindicated  in 
those  individuals  who  have  shown  hypersensitivity  to  any  of  the  components. 
WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due  to 
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neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of 
neomycin  is  possible  In  burns  where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patient  has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more  than  one  application  a day  is 
recommended.  PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged 
use  may  result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi. 
Appropriate  measures  should  be  taken  if  this  occurs.  ADVERSE  REACTIONS: 
Neomycin  is  a not  uncommon  cutaneous  sensitizer.  Articles  in  the  current  litera- 
ture indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin.  Oto- 
toxicity and  nephrotoxicity  have  been  reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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Internal  Medicine 


The  Management  of  Gonorrhea  in  an 
Emergency  Room 

Richard  E.  Katholi,  MD,  John  F.  Kiraly,  III,  MD, 
and  Edward  W.  Hook,  MD,  Charlottesville,  Virginia 


Patients  with  a clinical  diagnosis  of  gonorrhea  seen  in  an  emergency  room  are 
reviewed  to  assess  their  management  in  a setting  not  specifically  oriented  to 
venereal  disease.  Salient  problems  are  identified. 


GONORRHEA  is  the  leading  reportable  in- 
fectious disease  in  the  United  States.1  It  is 
reaching  epidemic  proportions,  with  246,697  cases 
reported  in  I960,2  600,072  cases  reported  in  1970, 3 
and  913,749  cases  reported  in  1974. 

Most  studies  of  the  treatment  of  gonococcal  in- 
fections are  reported  from  venereal  disease  clinics. 
However,  a large  proportion  of  the  patients  with 
gonorrhea  in  Charlottesville,  Virginia,  are  cared  for 
in  the  emergency  room  of  the  University  of  Virginia 
Hospital.  The  experience  with  gonococcal  disease  in 
the  emergency  room  was  reviewed  to  ascertain  the 
effectiveness  of  diagnosis  and  management  of  this 
infection  in  a setting  not  specifically  oriented  to  ven- 
ereal disease. 

Methods 

The  emergency  room  of  the  University  of  Virginia 
Hospital  serves  a city  and  suburban  population  of 
approximately  80,000  and  functions  as  a primary  care 
facility  for  a large  portion  of  that  population.  It  is 
staffed  by  medical  and  surgical  house  officers  who 
undertake  evaluation,  treatment  and  disposition  of 
all  patients.  Between  July  1 and  November  6,  1973, 
this  department  discharged  100  patients  with  the 
clinical  diagnosis  of  gonorrhea  or  “pelvic  inflamma- 
tory disease”  (PID).  The  records  of  these  patients  were 
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reviewed.  The  results  of  gram  stains  of  exudates  per- 
formed by  physicians  in  the  emergency  room  were 
compared  with  stains  prepared  later  from  Stuart’s 
transport  medium  by  laboratory  technicians.4  The 
results  of  pretreatment  VDRL  and  cultures  prepared 
on  Thayer-Martin  medium5  from  the  previously  in- 
oculated Stuart’s  transport  medium  were  recorded. 
The  records  of  the  Albemarle  County  Health  Depart- 
ment were  reviewed  to  document  reporting  of 
patients.  Finally,  the  discharge  diagnosis  was  corre- 
lated with  the  presenting  symptoms,  signs  and  cul- 
tures in  patients  with  PID  to  determine  the  relation- 
ship of  this  syndrome  to  gonococcal  infection. 

Results 

Emergency  Room  Census:  During  the  study  period 
there  were  13,378  visits  to  the  hospital  emergency 
room. 

Age,  Sex  and  Race:  The  median  age  of  the  100 
patients  in  this  series  was  21  years;  the  range  was  12- 
42  years.  The  42  males  had  a median  age  of  21.5 
years,  and  the  58  females  had  a median  age  of  21 
years.  Fifty-six  patients  were  black;  44  were  white. 

Presenting  Complaint:  Among  the  42  males  the 
presenting  complaints  were  urethral  discharge  in  39 
and/or  dysuria  in  nine.  One  male  presented  as  an 
asymptomatic  contact.  Among  the  58  females,  45  had 
abdominal  pain  as  the  presenting  complaint  and  five 
complained  only  of  vaginal  discharge.  Seven  females 
presented  as  asymptomatic  contacts.  One  woman 
with  disseminated  gonococcal  disease  complained  of 
cutaneous  pustules  on  the  extremities.  Of  the  45  fe- 


FEBRUARY  1977 


101 


males  having  abdominal  pain,  three  also  complained 
of  vaginal  discharge  and  three  of  dysuria. 

Physical  Findings:  Forty-one  males  and  55  females 
were  examined.  The  four  patients  not  examined  were 
asymptomatic  contacts.  Forty  (98%)  of  the  males 
examined  had  urethral  exudate.  Only  one  male  had 
fever.  Forty-five  (82%)  of  the  females  examined  had 
cervical  and/or  adnexal  tenderness,  36  (66%)  had 
cervical  exudate,  and  12  (22%)  had  fever. 

Bacteriology:  Thirty-seven  (88%)  of  the  42  males 
had  a gram  stain  of  urethral  exudate  performed  by 
the  emergency  room  physician,  and  33  (89%)  of  the 
37  were  positive  for  gram-negative  intracellular  dipl- 
ococci.  Sixteen  (53%)  of  thirty  males  having  a culture 
of  urethral  exudate  grew  out  Neisseria  gonorrhoeae. 
Twenty-seven  males  had  both  a gram  stain  and  cul- 
ture performed.  Twenty-five  of  these  27  males  had  a 
positive  gram  stain  of  which  16  (64%)  were  cultured 
positive  for  N gonorrhoeae.  Two  of  these  27  had  a 
negative  gram  stain,  and  both  of  these  had  negative 
cultures. 

Twenty-eight  (48%)  of  the  58  females  had  a gram 
stain  of  the  cervical  exudate,  and  20  (71%)  of  these  28 
gram  stains  were  positive  for  gram-negative  in- 
tracellular diplococci.  Fifty-three  (91%)  females  had 
a culture  of  cervical  exudate  of  which  16  (30%)  were 
positive.  Twenty-four  females  had  both  a gram  stain 
and  culture  performed.  Eighteen  of  these  24  had  a 
positive  gram  stain,  and  11  (61%)  of  these  had  a 
positive  culture.  Six  of  the  24  had  a negative  gram 
stain,  and  all  six  had  a negative  culture. 

In  the  entire  series,  35  patients  had  a positive  gram 
stain  in  the  emergency  room  and  a followup  gram 
stain  from  inoculated  Stuart’s  Transport  Medium. 
Only  4 (11%)  of  the  smears  prepared  from  Stuart’s 
medium  were  positive.  There  were  no  positive 
smears  from  Stuart’s  transport  medium  when  the 
gram  stain  performed  in  emergency  was  negative. 

Serology:  Eleven  of  the  100  patients  had  a VDRL. 
None  of  the  VDRLs  was  positive. 

Treatment:  Eight-four  patients  were  treated  with 
4.8  million  units  of  procaine  penicillin  in- 
tramuscularly 30  minutes  after  one  gram  of  probe- 
necid orally.  Ten  patients  received  an  acceptable  al- 
ternative therapy  according  to  the  Center  for  Disease 
Control.6  One  patient  was  treated  with  an  inadequate 
dose  of  tetracycline.  Of  five  patients  not  receiving 
treatment  at  the  time  of  presentation,  four  were  re- 
ferred to  another  physician  for  therapy  and  one  left 
before  treatment  could  be  given. 

Disposition,  Followup  and  Reporting:  Eighty-one  of 
the  100  patients  were  scheduled  for  a followup  visit 
with  either  urology,  gynecology,  surgery,  the  student 
health  clinic  or  the  Health  Department.  The  return 
rate  for  49  females  scheduled  was  60%  and  for  32 


Penicillinase-producing 

N gonorrhoeae  Identified 

Gonorrhea  producing  bacteria  that  are  highly 
resistant  to  penicillin  have  been  identified  by  scien- 
tists at  the  US  Center  for  Disease  Control.  The 
isolates  were  obtained  from  two  men,  one  in 
southern  Maryland  and  another  in  California; 
both  are  believed  to  have  had  sexual  contacts  in 
the  Phillippines. 

Fortunately,  another  antibiotic,  spectinomycin, 
was  able  to  cure  the  cases  that  resisted  penicillin. 

Dr.  David  J.  Sencer,  director  of  the  center,  said, 
“We  have  had  relative  resistance  in  the  past,  but 
now  for  the  first  time  we  have  a gonococcus  com- 
pletely resistant’’  to  huge  doses  of  penicillin,  the 
drug  of  choice.  He  expressed  concern  that  some 
patients  might  not  receive  correct  treatment  and 
thus  be  in  a position  of  continuing  to  transmit  the 
disease,  as  well  as  having  increased  possibility  of 
developing  complications. 


males  was  16%.  Only  24  of  the  patients  in  the  entire 
series  were  reported  to  the  Health  Department. 

Relationship  of  Symptoms,  Signs  and  Laboratory 
Findings  to  the  Diagnosis  of  PID:  Of  the  35  females 
diagnosed  as  having  PID,  all  had  abdominal  pain;  34 
(97%)  had  cervical  and/or  adnexal  tenderness;  21 
(60%)  had  cervical  discharge;  9 (26%)  had  fever. 
Twenty  (57%)  had  both  cervical  and/or  adnexal  ten- 
derness and  cervical  exudate. 

Thirty-four  of  the  35  patients  diagnosed  as  PID 
had  a cervical  culture,  and  10  (29%)  were  positive. 
Eighteen  patients  had  both  a gram  stain  and  culture 
performed.  Twelve  of  these  18  had  a positive  gram 
stain,  of  which  8 (75%)  were  culture  positive.  Six  of 
these  18  had  a negative  gram  stain,  and  all  6 had 
negative  cultures. 

Discussion 

The  ages,  presenting  complaints  and  physical  find- 
ings of  the  patients  in  this  study  conformed  to  the 
experience  reported  by  venereal  disease  clinics,7,8 
Gonorrhea  is  a disease  of  young  adults  with  all 
patients  in  this  series  in  the  12-42  year  age  group. 
While  98%  of  the  males  presented  with  urethral  dis- 
charge, the  presenting  manifestations  for  gonococcal 
disease  in  females  were  less  specific.  The  complaint  of 
lower  abdominal  pain  and  the  finding  of  cervical 
exudate  and  cervical  and/or  adnexal  tenderness  de- 
fine a syndrome  that  is  called  acute  pelvic  in- 
flammatory disease.9,10  N gonorrhoeae  has  been  cul- 
tured in  about  35-45%  of  the  patients  diagnosed  as 
acute  PID,  and  the  manifestations  and  results  of  cul- 
tures in  patients  in  the  present  series  are  similar  to 
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those  described  in  other  studies.9'10  PID  is  a non- 
specific syndrome,  and  multiple  etiologies  other  than 
N gonorrhoeae  account  for  the  remaining  55-70%  of 
the  patients. 

Gram  stains  of  urethral  exudate  were  performed  in 
88%  of  the  males.  Several  studies,11,12  including  the 
present,  show  that  microscopy  detects  90%  or  more 
of  the  symptomatic  males  with  N gonorrhoeae  with 
relatively  few  false-negative  or  false-positive  results. 
However,  in  the  asymptomatic  male  the  gram  stain 
does  not  have  the  diagnostic  sensitivity  that  it  does  in 
the  symptomatic  male,  and  detection  in  these  patients 
may  require  fluorescent  antibody  staining  and  culture 
of  anterior  urethral  specimens  or  prostatic  secre- 
tions.13-16 

The  64%  culture  recovery  of  N gonorrhoeae  in  male 
patients  with  positive  gram  stains  was  lower  than  that 


reported  in  venereal  disease  clinics  where  positive 
cultures  are  obtained  in  more  than  90%  of  the  males 
with  positive  gram  stains.  The  failure  to  obtain  posi- 
tive cultures  in  a high  percentage  of  males  in  this 
series  with  positive  smears  could  be  due  to  improper 
technique  in  obtaining  and  inoculating  the  original 
specimen,  delay  in  inoculation  onto  Thayer-Martin 
medium  from  Stuart's  transport  medium,  or  a failure 
of  Stuart’s  transport  medium  or  the  Thayer-Martin 
medium  to  support  the  viability  or  growth  of  the 
organism.  Also,  it  can  be  assumed  that  the  same 
faulty  culture  technique  also  occurred  in  the  females 
and  that  a significant  number  of  females  are  escaping 
detection. 

Because  of  an  unacceptably  high  rate  of  false-posi- 
tives  and  false-negatives,  gram  stains  of  cervical  ex- 
udate are  considered  inadequate  for  detecting  N go- 
norrhoeae in  the  female;  cervical  culture  is  the 
preferred  method  of  diagnosis.17-19  In  the  present 


series,  cervical  culture  was  obtained  in  91%  of  the 
female  patients.  The  reason  that  culture  was  not  per- 
formed in  the  remaining  five  female  patients  could 
not  be  ascertained  from  the  record.  Therefore,  con- 
sidering culture  the  diagnostic  method  of  choice  in 
females  and  either  microscopy  or  culture  the  method 
of  choice  in  males,  9 1 % of  the  females  and  95%  of  the 
males  had  a proper  method  employed  for  diagnosing 
gonorrhea. 

In  this  hospital,  inoculated  Stuart’s  transport  me- 
dium is  routinely  gram-stained  by  the  laboratory. 
Only  1 1%  of  the  positive  gram  stains  performed  di- 
rectly by  the  emergency  room  physician  before  in- 
oculation of  transport  medium  were  later  confirmed 
by  the  smears  made  from  the  transport  medium.  In 
no  case  was  the  smear  from  the  transport  medium 
positive  when  the  direct  smear  was  negative.  Thus, 


the  practice  of  examining  smears  prepared  from 
swabs  in  Stuart’s  transport  medium  for  N gonor- 
rhoeae provides  no  additional  information  or  diag- 
nostic sensitivity. 

Procaine  penicillin,  4.8  million  units,  plus  one 
gram  probenecid,  considered  to  be  the  treatment  of 
choice  according  to  the  Center  for  Disease  Control, 
was  used  in  84%  of  the  patients  in  the  study.  Another 
10%  of  patients  who  gave  a history  of  allergy  to 
penicillin  received  an  appropriate  alternative.  Thus, 
94  (99%)  of  the  95  treated  patients  received  adequate 
initial  treatment  for  their  disease.  Only  one  patient 
was  treated  with  an  inadequate  dosage  of  tetracy- 
cline. 

A VDR.L  is  recommended  at  the  time  of  treatment 
to  detect  prior  latent  syphilis,  which  would  be  only 
partially  treated  by  antigonococcal  dosages  of  peni- 
cillin. If  a patient  acquires  syphilis  coincident  with 
gonorrhea,  the  recommended  dosages  of  penicillin 
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are  adequate  for  the  treatment  of  incubating  syphilis. 
It  is  important  to  emphasize  that  patients  receiving 
alternative  therapy  will  not  have  had  adequate  ther- 
apy for  incubating  syphilis20  and  should  have  VDRL 
tests  in  followup.  Only  1 1 of  the  100  patients  in  this 
series  had  a VDRL  performed  at  the  time  of  presen- 
tation. None  was  positive.  Of  the  ten  patients  receiv- 
ing an  alternative  therapy,  none  had  followup 
VDRLs. 

Of  the  100  patients  in  this  study,  only  34  were  seen 
again.  The  failure  of  followup  appeared  to  be  due  to 
physician  failure  to  arrange  followup  in  19  cases  and 
patient  failure  to  return  in  47  cases.  The  reasons  for 
the  physicians’  failure  to  schedule  followup  must  be 
ascribed  to  oversight.  The  reasons  for  the  failure  of 
patients  to  return  are  probably  multiple.  For  ex- 
ample, the  inadequate  followup  may  have  been  in 
part  due  to  a loss  of  continuity  with  the  original 
physician,  as  patients  were  referred  to  multiple  sub- 
specialty clinics  for  followup.  It  is  interesting  that 
females  comprised  85%  of  the  returning  34  patients, 
whereas  they  accounted  for  58%  of  the  presenting 
population  of  100  patients.  This  difference  between 
return  rates  in  males  and  females  may  be  due  to  a 
more  easily  recognized  response  to  treatment  by  male 
patients.  Also,  females  may  be  more  concerned  about 
the  potential  for  loss  of  fertility,  and  consequently 
return  to  assure  themselves  that  the  disease  is  cured. 

The  Center  for  Disease  Control  recommends  re- 
porting all  patients  with  gonorrhea  to  the  Flealth 
Department.  Only  24%  of  the  patients  were  reported 
to  the  Health  Department.  In  reviewing  emergency 
room  procedure,  it  was  discovered  that  an  inadequate 
mechanism  existed  for  reporting  cases. 

Summary 

This  study  reviews  the  experience  with  gonorrhea 
and  “pelvic  inflammatory  disease”  in  an  emergency 
room  of  a university  hospital.  In  spite  of  the  large 
volume  of  critically  ill  patients  seen  in  the  emergency 
room,  proper  diagnostic  methods  and  appropriate 
treatment  for  gonococcal  disease  were  used  by  these 
physicians  in  over  90%  of  the  cases.  However,  per- 
formance of  serologic  tests  for  detection  of  latent 
syphilis  and  the  reporting  of  the  disease  to  the  Health 
Department  were  often  overlooked. 

Two  other  problems  in  the  management  of  these 
diseases  were  identified.  One  was  the  discovery  of  a 
low  yield  of  organisms  by  culture,  and  the  other  was 
the  failure  of  most  patients  to  return  for  followup. 
This  study  indicates  that  periodic  retrospective  analy- 
sis is  a useful  method  of  ascertaining  the  effectiveness 
of  diagnosis  and  management  of  gonococcal  in- 
fections in  a setting  not  specifically  oriented  to  vener- 


eal disease.  This  analysis  indicates  that  better  mecha- 
nisms can  be  instituted  in  treating  these  infections  to 

assure  high  quality  care. 
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Hodgkin’s  Disease  in  Childhood 
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The  presentation,  pathogenesis  and  management  of  the  child  with  Hodgkin’s 
disease  may  differ  from  that  of  the  adult.  The  authors  discuss  the  differences. 


THE  PROGNOSIS  for  the  child  with  cancer  has 
steadily  improved  during  the  past  decade,  made 
possible  by  radiotherapy  and  chemotherapy  that  un- 
fortunately also  have  the  potential  for  arresting 
growth,  inhibiting  fertility  and  possibly  inducing  ad- 
ditional malignancy.  The  child  who  is  cured  of  cancer 
is  most  at  risk;  he  is  a growing  organism  with  perhaps 
40  to  60  years  of  life  ahead  during  which  these  se- 
quelae may  become  apparent. 

Of  the  lymphomas,  Hodgkin's  disease,  has  yielded 
most  readily  to  treatment  with  improving  cure  rates. 
The  purpose  of  this  paper  is  to  bring  to  the  attention 
of  the  practicing  physician  how  the  presentation, 
pathogenesis  and  investigational  management  of  the 
child  with  Hodgkin’s  disease  may  differ  from  that  of 
the  adult. 

Clinical  Presentation  and  Incidence 

Although  the  presenting  signs  and  symptoms  in 
children  are  similar  to  those  in  adults,  the  frequency 
differs.  Commonest  symptoms  are  fever,  anorexia, 
lassitude  and  weight  loss.  In  the  growing  child,  failure 
to  gain  weight  and  height  at  a normal  rate  should  be 
considered  of  equal  importance  to  weight  loss.  Pru- 

From  the  Department  of  Pediatrics  (Dr.  Rogers  and  Dr. 
Komp)  and  the  Department  of  Radiation  Oncology  (Dr. 
Constable),  University  of  Virginia  School  of  Medicine, 
Charlottesville.  Address  Dr.  Komp  at  Box  264,  Charlottes- 
ville VA  22901. 

Sponsored  by  the  Professional  Education  Committee, 
Virginia  Division,  American  Cancer  Society. 

Submitted  10/11/76. 


ritis,  night  sweats  and  Pel  Ebstein  type  of  fever  are 
infrequent  in  children.  These  symptoms  are  far  less 
frequent  in  stages  I and  II  diseases  than  in  stages  III 
and  IV.1-2 

Hodgkin’s  disease  is  rare  under  the  age  of  4. 
Within  the  5-to- 1 5 age  group  the  relative  incidence 
varies  in  reported  series;  however,  there  seems  to 
be  an  increasing  incidence  in  the  adolescent  age 
group.1-2-3  Males  predominate  at  all  ages  with  the 
highest  male-to-female  ratio  reported  in  children.4 

Commonest  site  of  lymph  node  enlargement  is  the 
cervical  region,  followed  by  the  supraclavicular  re- 
gion. Approximately  half  of  patients  will  also  have 
mediastinal  involvement,  but  rarely  is  the  mediasti- 
num alone  involved.  Other  sites  less  commonly  pres- 
ent initially  and  are  more  often  associated  with  ad- 
vanced disease.1-3 

It  is  important  to  emphasize  that  enlargement  of 
the  cervical  lymph  nodes  is  a common  pediatric  prob- 
lem and  is  infrequently  due  to  neoplastic  disease. 

Etiology 

Controversy  continues  as  to  whether  Hodgkin’s 
disease  in  the  young  is  a different  entity  than  in  the 
elderly — an  infectious  process  in  the  young  versus  a 
malignant  process  in  the  old.  The  epidemiologic  dif- 
ferences are  most  marked  between  the  childhood  and 
adult  patients.  The  following  factors  have  been  asso- 
ciated with  Hodgkin’s  disease.4-5 

1.  Variation  of  international  incidence  and  age  dis- 
tribution. An  urban-rural  difference  has  also  been 
reported. 
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2.  Case  clustering  generally  affecting  high  school 
age.  Statistical  analysis  of  these  reports  has  been  criti- 
cized. 

3.  Possible  predisposition  by  prior  tonsillectomy, 
not  confirmed  in  other  reports. 

4.  Implication  of  infection  by  the  Epstein-Barr 
virus  with  increased  risk  of  Hodgkin’s  disease. 

5.  Genetic  susceptibility  as  reported  by  the  associa- 
tion of  HLA  antigen  types  and  the  histologic  subtype. 

Pathology 

The  Rye  histological  classification  is  commonly 
used.6  Table  I indicates  the  relative  percentage  of 
histologic  types  in  children  and  adults.  Lymphocytic 


Table  1.  Percentage  of  histological  subtypes. 


Subtype 

Under  153 

All  Ages7 

Lymphocyte  predominant 

11.5% 

12 

Nodular  sclerosing 

50.5% 

39 

Mixed  cellularity 

35% 

33 

Lymphocyte  depletion 

3% 

16 

predominance  has  the  most  favorable  prognosis,  fol- 
lowed equally  by  mixed  cellularity  and  nodular  scle- 
rosis. This  varies  from  that  found  in  adults,  where  the 
nodular  sclerotic  subtype  has  a far  better  prognosis 
than  the  mixed  cellularity  subtype.7,8 

Diagnosis  and  Staging 

Biopsy  remains  the  most  important  investigation 
to  establish  the  actual  disease  and  its  histologic  classi- 
fication. Hodgkin’s  disease  is  an  infrequent  cause  of 
lymphadenopathy  in  childhood  and  studies  to  con- 
firm other  diagnoses  must  be  considered  before  the 
biopsy,  i.e.,  tuberculosis,  fungal  infection,  bacterial 
diseases  and  lipid  storage  disease. 

Other  laboratory  tests  are  helpful  in  staging  but  do 
not  differ  from  those  used  for  adults:  ESR,  CBC,  liver 
function  tests,  bone  marrow  biopsy  and  serum  cop- 
per, which  may  also  be  used  for  monitoring  recurrent 
disease.9 

Immunological  survey  is  worthwhile  as  there  is 
often  impaired  immunologic  response  and  anergy. 
This  is  more  evident  in  advanced  disease  but  does  not 
give  an  indication1  of  future  response  to  therapy.10 

Radiography  is  essential  for  staging  and  should 
include  chest  x-ray  with  tomograms  if  appropriate, 
IVP  and  skeletal  survey.  Lymphangiography  contin- 
ues to  be  of  importance  in  the  patient  who  is  to  have 
an  accurate  staging  laparotomy.  This  procedure  is 
difficult  to  perform  in  children  and  should  be  per- 
formed by  a radiologist  familiar  with  the  problems 
that  may  be  encountered.  As  in  adults,  gallium  scan- 
ning is  of  limited  value  in  demonstrating  disease  be- 

1 10 


low  the  diaphragm  and  should  not  be  regarded  as  a 
substitute  for  lymphangiography. 

Staging  by  the  Ann  Arbor  classification11  is  used 
for  treatment  planning.  It  is  especially  important  in 
children  to  define  the  minimal  effective  therapy.  Lap- 
arotomy with  multiple  node  biopsies,  liver  biopsy 
and  splenectomy  alters  the  clinical  staging  in  14-40% 
of  reported  series.3,4,11, 12,13,14  The  relative  risk  of  sple- 
nectomy to  children  with  Hodgkin’s  disease  is  con- 
troversial.15,16,17 Chilcote  et  al  recently  reported  a 10% 
incidence  of  severe  infection  in  a series  of  200  splenec- 
tomies in  children  with  Hodgkin’s  disease.17  Half  of 
those  infections  were  fatal  and  the  mean  age  of 
patients  with  sepsis  was  10  years.  This  age  range 
differs  from  the  usual  assumed  risk  period  for  post- 
splenectomy infection  in  children,  where  the  risk  is 
often  considered  negligible  by  5 years.  As  in  other 
diseases  with  postsplenectomy  infections,  pneumo- 
coccus is  the  most  likely  organism.  Although  penicil- 
lin prophylaxis  is  recommended,  it  is  not  always  suc- 
cessful in  preventing  sepsis.18 

In  the  interest  of  preventing  sterility,  transposition 
of  the  ovaries  should  also  be  undertaken  at  lap- 
orotomy  so  as  to  minimize  later  radiation  to  the 
ovaries. 

Therapy 

In  general,  treatment  for  children  with  Hodgkin’s 
disease  has  been  patterned  after  demonstrated  effec- 
tive treatment  in  adults.  However,  as  the  survival  in 
advanced  Hodgkin’s  disease  continues  to  improve,  so 
will  the  risk  of  delayed  consequences  of  therapy. 
These  risks  include  hypothyroidism,  growth  retarda- 
tion, deformity,  pulmonary  dysfunction,  sterility  and 
also  secondary  malignancy.19,20 

In  an  attempt  to  reduce  the  likelihood  of  such 
complications,  research  trials  are  under  way  at  a 
number  of  centers  to  evaluate  the  following  ques- 
tions: 

(1)  Can  the  addition  of  chemotherapy  in  earlier 
stages  reduce  the  dose  of  radiotherapy  required? 

(2)  Can  the  addition  of  chemotherapy  in  earlier 
stages  reduce  the  size  of  the  port  that  requires  radio- 
therapy? 

We  emphasize  that  these  approaches  to  treatment 
should  be  considered  investigational  at  this  point. 
The  community  physician  who  chooses  to  treat  a 
child  patient  on  a standard  regimen  rather  than  as 
part  of  a research  trial  is  advised  to  employ  the  best 
standard  adult  regimen  until  the  data  of  these  re- 
search approaches  have  been  evaluated. 

Conclusion 

Prognosis  for  Hodgkin’s  disease  in  childhood  has 
improved  over  the  past  decade  with  an  acturial  5-year 
survival  rate  of  95%  and  a relapse-free  rate  of  57% 
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reported.21  Problems  related  to  the  growing  child 
have  to  be  considered  when  planning  staging  pro- 
cedures and  therapy.  The  risk  of  postsplenectomy 
infection  in  children  with  Hodgkin’s  disease  is  signifi- 
cant and  is  not  limited  to  the  under-5-year  group. 
Although  prophylactic  penicillin  is  not  always  pro- 
tective, it  is  highly  recommended  for  patients  under 
15  years  of  age  whose  spleen  is  removed  as  part  of 
management  of  Hodgkin’s  disease. 

Research  trials  are  in  progress  throughout  the 
country  to  establish  the  minimal  therapy  required  for 
cure.  Since  cure  is  possible  even  in  advanced  disease, 
an  active  approach  to  staging  and  treatment  is  in- 
dicated to  ensure  the  longest  possible  survival  for  the 
greatest  number  of  children  with  Hodgkin's  disease. 
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The  results  of  therapy  in  Hodgkin’s  Disease  in 
childhood  are  encouraging.  The  authors  have  pointed 
out  the  important  features  of  this  disease  and  how  it 
differs  from  the  adult  patient.  The  accepted  treatment 
program  is  similar  to  the  regimen  used  in  the  adult. 
Since  the  risk  of  delayed  consequences  of  therapy  are 
potentially  serious,  research  trials  to  evaluate  other 
programs  are  important.  The  authors  emphasize  that 
these  approaches  presently  are  investigational  and 
are  being  carried  out  at  certain  centers  to  establish 
“minimal  therapy  required  for  cure”.  We  anxiously 
await  the  results  of  these  studies.  The  Editors 
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Medicine  today  is  in  the  spotlight,  subjected  to  all 
kinds  of  scrutiny.  Your  control  over  patient  therapy  is 
being  monitored,  judged  and  occasionally  abrogated, 
sometimes  by  unknown  third  parties. 

The  worry  is  that  in  the  wake  of  this  focus,  the  rela- 
tionship between  you  and  your  patient  will  be  weakened, 
without  offsetting  benefits.  Consider  three  examples: 

Drug  Substitution  In  most  states,  pharmacy  laws, 
regulations  or  professional  custom  stipulate  that  your 
non-generic  prescriptions  be  filled  with  the  precise  prod- 
ucts you  prescribe.  But  in  the  last  five  years,  a dozen  or 
more  State  laws  have  been  changed,  permitting  the  phar- 
macist in  most  cases  to  select  a product  of  the  same 
generic  drug  to  fill  any  prescription. 

Ironically,  this  dilution  of  physician  control  has 
taken  place  against  a background  of  growing  evidence 
that  purportedly  equivalent  drug  products  may  be  in- 
equivalent, since  neither  present  drug  standards  nor  their 
enforcement  are  optimal.  In  fact,  the  FDA  itself  says  it 
has  not  enforced  the  same  standards  for  hundreds  of 
“follow-on”  products  that  it  had  applied  to  the  original 
NDA  approvals.  Thus  physician  control  over  patient 
therapy  is  being  eroded  with  a risk  that  patients  may  be 
exposed  to  drugs  of  uncertain  quality. 

The  major  advertised  claim  for  substitution  is  reduced 
prescription  prices  for  consumers.  Yet  no  documentation 
of  any  significant  savings  has  been  produced. 

MAC  Maximum  Allowable  Cost,  MAC  for  short,  is 
a Federal  regulation  designed  to  cut  the  Government’s 
drug  bill  by  setting  price  ceilings  for  drugs  dispensed  to 
Medicare  and  Medicaid  patients.  Unless  the  prescriber 
certifies  on  the  prescription  that  a particular  product  is 
medically  necessary,  the  Government  intends  to  pay  only 
for  the  cost  of  the  lowest-priced,  purportedly-equivalent, 


generally-available  product.  The  effect  of  the  program 
may  be  that  elderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  of  the  program,  since  Government  will 
have  absolute  authority  to  make  its.choices  stick. 

The  drug  lag  The  future  of  drug  and  device  re- 
search depends  upon  a scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  $ 1 billion  of  its  own  funds  and  evaluating 
more  than  1,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  system  disorders,  among 
others.  But  there  is  a major  barrier  to  the  flow  of  new 
drugs  to  your  patients:  The  cost  of  the  research  is  more 
than  ten  times  what  it  was,  per  product,  in  1962;  and 
whereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  then,  it  commonly  consumes  two 
years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That’s  why  the  increased  efficiency  of  the  drug  approval 
process  is  vital  to  all  our  futures. 

If  these  issues  concern  you,  we  suggest  that  you  make 
your  voice  heard— among  your  colleagues  and  your  repre- 
sentatives in  State  legislatures  and  in  Washington. 

It  could  make  a difference  in  your  practice  tomorrow. 

Pharmaceutical  Manufacturers  Association  Vi«m 
1155  Fifteenth  Street,  N.W,  Washington,  D.C.  20005 
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The  Os  Supra  Petrosum 
of  Meckel  and  Nodular 
Petrodinoid  Ligament 
Calcification 

Theodore  E.  Keats,  MD, 
Charlottesville,  Virginia 

The  study  of  normal  variations  finds  its  stimulus  in 
the  differentiation  of  their  entities  from  pathologic 
states.  The  documentation  of  uncommon  types  of 
nonpathologic  intracranial  calcification  is  worth- 
while, since  they  may  be  confused  with  the  many 
forms  which  indicate  abnormality.  Such  entities  are 
the  os  supra  petrosum  of  Meckel  (OSP),  an  in- 
frequently seen  calcification  at  the  tip  of  the  petrous 
bone,  and  a nodular  form  of  petrodinoid  liga- 
mentous calcification.  The  latter  is  in  contrast  to  the 
commonly  seen  linear  form  of  petrodinoid  liga- 
mentous calcification.  It  is  the  purpose  of  this  report 
to  describe  and  differentiate  these  two  entities. 

Description 

The  OSP  was  first  mentioned  by  Meckel  in  1748 
but  was  undescribed  in  the  English  literature  until 
1974  when  reported  by  Currarino  and  Weinberg.1  In 
their  paper  they  describe  five  cases  in  children.  The 
OSP  is  a small  ossicle,  variable  in  size,  which  devel- 
ops on  the  anterosuperior  surface  of  the  petrous 
bone,  near  its  tip.  It  lies  under  the  dura,  either  in 
dependent  form  or  adherent  to  it.  It  lies  in  an  angle 
formed  by  the  anterior  margin  of  the  partio  minor  of 
the  trigeminal  nerve  running  beneath  the  ganglion 
and  the  inferior  surface  of  the  anterior  limb  of  the 
ganglion.  They  state  that  the  ossicle  is  usually  bilat- 
eral. In  contrast,  Fig.  1 shows  a unilateral  OSP  in  an 
adult.  There  may  be  some  variability  in  the  position 
of  the  OSP  in  the  lateral  projection  in  its  relationship 
to  the  sella  turcia,  depending  on  where  in  the  dural 
reflection  the  ossicle  forms.  In  any  case,  it  is  not  seen 
posteriorly  to  the  dorsum  sellae. 

The  second  entity,  the  nodular  form  of  petrocli- 
noid  ligament  calcification,  may  resemble  the  OSP  in 

From  the  Department  of  Radiology,  University  of  Vir- 
ginia School  of  Medicine,  Charlottesville  VA  22901. 
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Fig.  1.  Unilateral  os  supra  petrosum  of  Meckel. 


Fig.  2.  Unilateral  nodular  petrodinoid  ligament  calcification. 
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Fig.  3.  Unilateral  nodular  petroclinoid  ligament  calcification. 


the  frontal  and  lateral  projections  (Fig.  2 and  Fig.  3). 
These  calcifications  in  the  margin  of  the  tentorium,  as 
it  extends  from  the  petrous  ridges  of  the  temporal 
bone  to  the  dorsum  sellae,  are  usually  seen  as  spurlike 
projections  extending  posteriorly  and  downward 
from  the  dorsum  and  are  very  common.  The  nodular 
form  is  much  less  frequently  seen  and  resembles  very 
closely  the  OSP  except  in  the  lateral  projection,  where 
the  OSP  is  seen  superimposed  on  the  sella,  whereas 
the  petroclinoid  ligament  calcification  lies  posteriorly 
to  the  dorsum  sellae.  Either  of  these  forms  may  be 
unilateral  or  bilateral. 

Discussion 

The  OSP  and  the  nodular  form  of  petroclinoid 
ligament  calcification  represent  normal  variations  of 
no  clinical  significance.  They  may  be  seen  at  all  ages 
and  are  of  importance  only  in  that  they  not  be  con- 
fused with  pathologic  intracranial  calcification.  In 
their  unilateral  presentation  they  are  more  likely  to 
be  mistaken  for  an  abnormality;  their  recognition, 
therefore,  is  of  particular  importance. 
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Dizziness: 

Clinical  Use  of  ENG 

Richard  W.  Quisling,  MD,  and 
Robert  A.  Jahrsdoerfer,  MD, 
Charlottesville,  Virginia 

Electronystagmography  (ENG)  refers  to  the  mea- 
surement of  eye  movements  recorded  during  a series 
of  neuro-otologic  examinations.  The  clinical  use  of 
ENG  has  grown  rapidly  in  past  decades;  however, 
its  clinical  practicality  has  not  been  fully  recog- 
nized. This  paper  attempts  to  review  the  ENG  tech- 
nique and  discuss  the  practical  information  utilized 
from  100  cases. 

Technique 

The  ENG  documents  dizziness  induced  by  bither- 
mal  caloric  stimulation  plus  five  other  tests:  1)  ocu- 
lar-dysmetria  test;  2)  gaze  test;  3)  sinusoidal  tracking 
test;  4)  optokinetic  test;  5)  position  test.  Electrodes 
are  placed  securely  just  lateral  to  the  eyelids  to  record 
the  voltage  change  produced  by  the  corneo-retinal 
potentials.  The  corneo-retinal  potential  is  based  on 
the  difference  in  potential  between  the  cornea  (+) 
and  the  retina  (— ) as  the  eyes  rotate  laterally.  Cali- 
bration of  the  ENG  is  performed  on  each  patient 
with  a 20-degree  arc.  The  recorder  is  set  on  10 
mm/second  paper  speed.  The  sensitivity  of  the  re- 
corder is  approximately  five  degrees.  A single  channel 
recorder  and  a water  bath  are  used  by  a trained 
technician  to  perform  these  tests. 

Clinical  Significance 

The  ENG  provides  a method  to  differentiate  cen- 
tral and  peripheral  vestibular  pathology.  Ocular-dys- 
metria  is  an  overshoot  when  visual  fixation  is  trans- 
ferred from  one  point  to  another  and  represents  a 
cerebellar  or  brainstem  pathology.  This  can  best  be 
seen  in  calibration  “overshoots.”  Gaze  nystagmus, 
which  is  produced  on  40  degrees  of  lateral  gaze,  is 
suggestive  of  central  pathology  if  it  persists  for  more 
than  one  month.  Vertical  gaze  nystagmus  also  indi- 
cates CNS  pathology,  probably  brainstem.  Spontane- 
ous gaze  nystagmus  may  be  due  to  vestibular,  ocular 
or  central  lesions,  and  differentiation  depends  on  the 
bithermal  testing.1 

Abnormal  sinusoidal  tracking  on  the  pendulum 
pattern  test  is  recognized  as  a central  ocular  motor 

From  the  Department  of  Otolaryngology,  University  of 
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problem,  usually  brainstem.  Asymmetry  of  the  op- 
tokinetic nystagmus,  using  20  X 35-mm  rotating 
drum,  may  indicate  the  presence  of  CNS  pathology. 
Changes  in  position  producing  nystagmus  generally 
connote  a peripheral  problem,  but  have  been  re- 
ported with  cental  pathology.  Asymmetry  of  bither- 
mal  response,  the  maximum  frequency  per  second 
and  the  maximum  slow-component  velocity  usually 
signal  a pathological  problem.  The  side  of  the  weak- 
ness is  expressed  in  relative  terms  but  most  often 
represents  a peripheral  pathological  problem. 

Series  Report 

The  outpatient  ENG  lab  at  the  University  of  Vir- 
ginia Hospital  has  performed  100  ENG’s  in  eval- 
uation of  eighth  cranial  nerve  function.  Several 
ENG’s  were  done  preoperatively  to  document  ves- 
tibular function  or  in  evaluation  of  previous  labyrin- 
thine surgery.  Two  ENG’s  documented  traumatic 
vestibular  dysfunction  for  compensation  cases.  Four 
ENG’s  were  helpful  in  locating  spontaneous  nys- 
tagmus pathology.  Seven  patients  were  followed 
through  the  clinical  course  (with  viral  labyrinthitis) 
using  the  ENG  recording  to  document  patient  recov- 
ery or  loss  of  function. 


Recording  position  for  caloric  stimulation. 


Table  1.  Eighth  Cranial  Nerve  Function  Evaluated  in  100  ENG’s. 


Normal:  53 

Possible  drug  history 

11 

Abnormal:  47 

Central 

10 

Metabolic  or  drug  problem 

3 

Peripheral 

Meniere’s  disease 

3 

Accoustic  neuroma 

1 

Vestibular  neuronitis 

4 

Bacterial  labyrinthitis 

0 

Viral  labyrinthitis 

7 

Benign  paroxysmal  posi- 

tional  vertigo 

6 

Syphilis 

0 

Cogan’s  syndrome 

0 

Vertigo  traumatic 

2 

Temporal  bone  fracture 

0 

Multiple  sclerosis 

0 

Vascular  insufficiency 

1 

Cervical  vertigo 

0 

Vertiginous  epilepsy 

0 

Spontaneous  nystagmus 

4 

Dead  labyrinth 

4 

Fifty-three  patients  had  normal  ENG’s.  Of  these, 
20%  had  a history  of  being  on  medication  for  some 
medical  problem.  Forty-seven  ENG’s  were  regarded 
as  abnormal.  Ten  were  felt  to  be  central  or  drug 
related,  whereas  34  were  designated  as  peripheral. 
Seventy-five  percent  of  the  peripheral  etiologies, 
when  combined  with  the  history  and  other  lab  data 
available,  were  given  a specific  diagnosis.  The  most 
frequent  diagnosis  given  was  viral  labyrinthitis.  Three 
abnormal  ENG’s  were  felt  to  be  specifically  related 
to  a drug  the  patient  was  taking.  Four  ENG’s  re- 
corded patients  with  no  function  in  a labyrinth.  The 
summary  of  the  data  is  in  Table  1. 

The  ENG  was  shown  in  47%  of  the  cases  to  be 
objective  evidence  of  dizziness  in  patients.  In  addition 
to  a careful  history,  physical  examination,  x-rays  and 
lab  data,  the  ENG  has  become  an  important  medical 
record  for  the  dizzy  patient. 
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Author’s  Query 

For  a biography  of  Dr.  Alton  Ochsner  of  the  Och- 
sner  Clinic,  New  Orleans,  opinions,  evaluations,  an- 
ecdotes, reminicences,  photos  are  needed.  Photoswill 
be  carefully  handled  and  returned.  All  material  grate- 
fully received  by  Ira  Harkey,  PhD,  401  Metairie 
Road,  Apt.  706,  Metairie  LA  70005. 
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Roentgenographic 
Identification 
of  Cardiac  Pacemakers 

Charles  J.  Tegtmeyer,  MD, 
Charlottesville,  Virginia 

Implantation  of  a permanent  pacemaker  to  stimu- 
late the  heart  is  a procedure  of  great  benefit.  A mal- 
functioning pacemaker,  however,  is  a hazard  to  well- 
being and  to  life.  The  current  widespread  use  of  car- 
diac pacemakers  makes  it  imperative  that  physicians 
be  able  to  identify  the  specific  type  of  pulse  generator 
implanted  in  the  unconscious  or  unaware  patient. 
Even  physicians  not  directly  treating  patients  with 
pacemakers  may  need  this  information  in  emergency 
situations. 

Roentgenograms  are  a valuable  asset  in  the  local- 
ization of  pacemaker  problems,1  and  they  permit 
rapid  identification  of  the  type  of  pulse  generator 
present.  The  films  must  be  taken  with  the  beam  per- 
pendicular to  the  pulse  generator  to  obtain  adequate 
detail.  This  is  difficult  wiht  overhead  films,  but  fluo- 
roscopy simplifies  the  problem.  The  patient  is  posi- 
tioned under  the  fluoroscope,  with  the  pulse  gener- 
ator placed  against  the  image  intensifier,  and  a spot 
film  utilizing  high  kilovoltage  is  obtained. 

Charts  are  available  which  allow  identification  of 
the  pulse  generator  by  comparing  the  silhouette  of 
the  pacemaker  on  the  roentgenogram  with  the  sil- 
houette of  the  chart.2-5  Rapid  advances  in  technology 
and  engineering,  however,  have  rendered  these  charts 
obsolete  at  the  time  of  publication.  Realizing  this 
situation,  radiopaque  identification  letters  have  been 
placed  on  the  new  pulse  generators  by  the  leading 
manufacturers  of  American  pacemakers.  These  ra- 
diopaque symbols  permit  ready  identification  of  the 
pacer  type  and  model. 

Since  October,  1972,  all  standard  model  Cordis 
implantable  pulse  generators  contain  two  radiopaque 
idenfication  numbers.  A radiograph  of  the  pulse  gen- 
erator reveals  this  two-letter  code.  Cordis  has  pre- 
pared a radiographic  identification  chart  and  pamph- 
let6 utilizing  this  code  system.  The  code  identifies  the 
pacer  by  type,  model,  series  and  rate.  The  letters  DB 
on  this  pacer  (Fig.  1).  reveal  that  this  is  an  Omni- 

From  the  Department  of  Radiology,  University  of  Vir- 
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Fig.  1 — Roentgenogram  of  an  Omni-Ectocor  pulse  gener- 
ator by  Cordis.  The  two-letter  radiopaque  code  is  easily 
visualized  (arrow). 


Fig.  2 — Radiograph  of  a Medtronic  bipolar  ventricular- 
inhibited  Xytron  pacemaker.  The  radiopaque  identification 
code  is  readily  seen  (arrows). 
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Ectocor,  R-wave  synchronous  programmable  model 
163A  pulse  generator.  It  has  a rate  change  capability 
of  60  to  100  pulses  per  minute.  The  output  current 
can  be  adjusted  and  ranges  from  2.3  to  9 milliam- 
peres.  The  other  features  of  the  pacer  are  also  de- 
scribed in  the  chart. 

The  radiopaque  identification  symbols  on  Med- 
tronic pulse  generators  permit  determination  of  the 
model  and  series  number.  The  identification  code 
consists  of  four  characters;  on  a roentgenogram  of 
the  pacer  they  appear  as  black  symbols  on  a white 
background  (Fig.  2).  Medtronic  has  also  prepared  a 
pulse  generator  reference  chart7  which  incorporates 
this  code  system.  The  first  pair  of  symbols  are  on  the 
left.  The  symbol  M identifies  Medtronic  as  the  manu- 
facturer. The  accompanying  numeral  identifies  the 
year  of  manufacture,  on  this  example,  1973.  In  the 
second  pair  of  symbols  on  the  right,  the  letter  P on 
this  generator  identifies  it  as  a bipolar,  ventricular- 
inhibited  model  5950  Xytron  pacemaker.  The  accom- 
panying numeral  identifies  the  engineering  series. 

This  pulse  generator  has  a rate  of  72  pulses  per 
minute.  The  output  current  is  9.8  milliamperes. 

Medtronic  and  Cordis  have  greatly  simplified  the 
roentgen  identification  of  cardiac  pacemakers.  The 
identification  charts  are  readily  available  from  the 
corporations.  Since  rapid  changes  in  the  field  necessi- 
tate this  approach,  it  is  hoped  that  other  pacemaker 
manufacturers  will  follow  their  example. 

Acknowledgment  is  made  to  Ernie  Littlefield  of  the  Med- 
tronic Corporation  and  William  Lincoln  of  Cordis  Corpo- 
ration for  their  assistance. 
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We  can’t  buy  these 
hand-woven  master- 
pieces after  midday. 

But  you  can. 

The  Iranian  rug  bazaars  open  early.  Seasoned  men 
bring  in  incredible  loads  of  these  exquisite  works  of 
art,  and  bargaining  begins.  At  midday  the  bazaars 
close  as  merchants  tally  sales,  plan  for  the  next 
morning.  Familiar  figures  at  these  bazaars  are  the 
Eways  brothers  from  far-off  Virginia  who  purchase 
rugs  with  half  a century’s  expertise.  While  they  can 
only  buy  before  noon,  you  may  buy  throughout  the 
day  at  their  Charlottesville  store. 

Today,  Iran  is  modernizing  rapidly.  New  industries 
attract  the  shepherds,  thus  reducing  the  supply  of 
resilient  wool  that  gives  oriental  rugs  a life  span  of 
decades,  even  centuries.  Fewer  farmers  grow  the 
dyestuffs  that  assure  brilliant,  enduring  colors. 
Younger  generations  lack  the  patience  to  hand-tie 
millions  of  knots  that  form  glowing  mosaics  under- 
foot. Dwindling  supply,  growing  demand  ...  that's 
why  oriental  rugs  appreciate  so  rapidly  in  value. 
That’s  why  now  is  the  time  to  visit  Eways  and  see 
matchless  masterpieces  that  awaken  the  sleeping 
beauty  of  any  room. 
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Grand  Rounds: 

Osteomyelitis 

From  the  Department  of  Medicine  of  the  University  of  Virginia 
School  of  Medicine,  Charlottesville.  Discussed  by  Gerald  L.  Mandell,  MD. 
Edited  by  James  N.  Sipes,  MD,  and  Johnson  T.  Carpenter,  MD. 


Dr.  Edward  Hook:  Our  topic  for  Grand  Rounds 
today  is  osteomyelitis.  The  patient  will  be  presented 
by  Dr.  William  Cunningham. 

Presentation  of  Case 

Dr.  William  Cunningham:  The  patient  is  a 16- 
year-old  white  male  high  school  student,  admitted  to 
the  University  of  Virginia  Hospital  for  evaluation  of 
fever  and  low  back  pain.  The  patient  was  in  his  usual 
state  of  excellent  health  seven  days  before  admission, 
when  he  injured  his  right  lower  chest  wall  and  right 
leg.  Four  days  prior  to  admission  he  developed  dull 
aching  pain  in  the  right  distal  tibia  and  right  lower 
anterior  chest.  Three  days  before  admission  he  began 
to  experience  right-sided  low  back  pain  and  general- 
ized malaise.  One  day  before  admission  his  pain  lo- 
calized in  the  lower  back  and  made  walking  impos- 
sible. He  developed  shaking  chills  and  fever  12  hours 
before  admission. 


During  the  physical  examination,  the  patient  ap- 
peared acutely  ill  and  in  obvious  pain.  His  blood 
pressure  was  1 10/80,  pulse  1 10/min,  and  temperature 
40.8°  C rectally.  Examination  of  the  skin  revealed 
multiple  pinpoint  nonpustular  papules  of  the  but- 
tocks and  one  0.5  X 0.5  cm  nonpustular  lesion  of  the 
left  popliteal  area.  There  was  marked  localized  ten- 
derness with  some  warmth  and  minimal  swelling  just 
lateral  to  the  right  posterior  superior  iliac  crest.  Ex- 
amination of  the  head,  eyes,  optic  fundi,  ears,  nose, 
and  throat  was  normal.  There  was  no  lymphaden- 
opathy.  Cardiorespiratory,  abdominal  and  neuro- 
logic examinations  were  normal. 

The  laboratory  data  revealed  a hematocrit  of  38%, 
a white  blood  cell  count  of  7800/mm3  with  12%  juve- 
niles, 64%  polymorphonuclear  leukocytes  and  6% 
monocytes;  the  platelet  count  was  178,000/mm3.  Uri- 
nalysis, SMA  6 and  SMA  12  were  normal.  Initial 
serum  teichoic  acid  antibody  assay  was  negative.  Ra- 
diographs of  the  chest,  abdomen,  lumbosacral  spine, 
sacroiliac  joints  and  pelvis  were  all  normal. 

Upon  admission  of  the  patient  to  the  hospital,  the 
tender  area  adjacent  to  his  posterior  superior  iliac 
spine  was  aspirated  and  gram-positive  cocci  were 
seen  in  the  gram  stain  of  the  aspirate.  Aspiration  of 
the  cutaneous  lesion  showed  polymorphonuclear  leu- 
kocytes but  no  organisms.  The  patient  was  begun  on 
treatment  with  intravenous  sodium  nafcillin,  2 gm 
every  4 hours.  Six  of  six  blood  cultures  and  two  bone 
marrow  cultures  were  positive  for  penicillin-resistant 
Staphylococcus  aureus.  The  patient  became  afebrile 
after  36  hours,  and  the  tenderness,  pain  and  swelling 
in  his  iliac  area  gradually  resolved. 

Dr.  Hook:  If  there  are  no  questions  or  comments 
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at  this  point,  Dr.  Keats,  would  you  please  show  the  x- 
rays? 

Dr.  Theodore  Keats:  As  has  already  been  stated, 
the  films  we  made  of  this  patient  were  normal.  How- 
ever, I would  like  to  make  some  comments  on  the 
changes  that  are  likely  to  be  seen  in  acute  os- 
teomyelitis. One  of  the  most  important  points  to 
remember  is  the  long  lag  period  between  the  onset  of 
the  patient’s  signs  and  symptoms  and  the  radiologic 
manifestations  of  the  disease.  With  an  acute  gram- 
positive infection,  it  is  usually  a week  or  ten  days 
after  the  appearance  of  symptoms  before  any  changes 
are  seen  in  the  radiograph.  This  lag  period  may  be 
longer  depending  on  the  virulence  of  the  organism. 
The  technique  of  bone  scanning  with  technetium 
polyphosphate  now  permits  us  to  detect  areas  of  bone 
involvement  as  early  as  three  days  following  appear- 
ance of  symptoms.  Certainly  the  absence  of  radio- 
logic  signs  in  this  case  is  not  evidence  against  the 
presence  of  bacterial  infection. 

The  earliest  radiologic  manifestations  of  os- 
teomyelitis occur  in  the  soft  tissues,  particularly  re- 
lated to  long  bones,  with  a loss  of  soft  tissue  planes. 
With  good  soft  tissue  technique  and  particularly  with 
xeroradiography,  we  are  able  to  detect  these  changes 
within  several  days.  The  next  early  sign  is  periosteal 
proliferation,  which  is  also  the  hallmark  of  os- 
teomyelitis and  may  be  seen  before  areas  of  bone 
destruction  are  evident.  As  the  disease  progresses,  the 
next  change  is  involvement  of  the  cortex  with  cortical 
thickening,  which  is  related  to  stripping  up  of  the 
periosteum  and  the  laying  down  of  new  bone.  The 
infection  spreads  into  the  medullary  cavity,  destroy- 
ing bone,  and  may  spread  into  the  joints,  producing 
pyarthrosis,  or  may  produce  a large  area  of  medul- 
lary destruction,  breaking  through  the  cortex  and 
into  the  soft  tissue,  leaving  behind  sequestra  of  por- 
tions of  the  cortex.  The  other  manifestation  which  we 
see  more  commonly  now  is  the  Brodie’s  abscess,  a 
well  encapsulated  focus  of  infection,  often  with  a 
sclerotic  margin;  this  is  seen  in  more  indolent  in- 
fections. The  usual  evolution  of  osteomyelitis  is 
rarely  seen  since  the  advent  of  antibiotic  therapy; 
many  patients  are  treated  and  never  develop  any 
radiologic  manifestations. 

Dr.  Hook:  Thank  you  very  much.  Dr.  Keats. 
Could  we  bring  in  the  patient?  Will  you  tell  us  how 
you  injured  yourself  the  week  before  your  admission 
to  the  hospital? 

Patient:  I was  playing  basketball  and  ran  into  a 
wall  after  going  up  for  a shot.  I hit  my  ribs  and  chest 
on  the  right  side  and  my  right  leg;  I was  dazed,  but  1 
didn’t  really  notice  much  pain  until  two  days  later.  I 
was  not  aware  that  I had  hurt  my  hip.  About  five 
days  after  this,  my  hip  began  to  hurt.  Then,  the  night 


before  I came  to  the  hospital,  I had  a high  fever  and 
was  perspiring  enormously  and  had  lots  of  covers  on 
me.  The  next  afternoon,  I got  the  chills  again  and  my 
hip  was  very  painful. 

Dr.  Hook:  Thank  you.  We  have  asked  Dr.  Gerald 
Mandell  to  discuss  this  problem. 

Discussion 

Dr.  Gerald  Mandell:  This  patient  presented  as  a 
very  typical  case  of  acute  hematogenous  os- 
teomyelitis, as  we  will  see  as  the  discussion  prog- 
resses. We  can  approach  the  entity  of  osteomyelitis  in 
several  fashions.  In  the  past,  osteomyelitis  was  de- 
fined as  either  acute  or  chronic,  depending  on  the 
duration  of  the  illness.  However,  clinically,  this  dis- 
tinction is  frequently  difficult  to  make,  as  patients 
who  have  apparently  acute  disease  may  present  with 
a history  suggesting  a much  longer  course,  and,  on 
the  other  hand,  patients  with  chronic  osteomyelitis 
may  have  acute  exacerbations,  and  these  recurrent 
episodes  may  be  difficult  to  distinguish  from  acute 
osteomyelitis.  Also,  there  are  certain  subacute  forms 
of  osteomyelitis,  such  as  the  Brodie’s  abscess  de- 
scribed by  Dr.  Keats.  Considering  these  facts,  we 
could  perhaps  better  classify  osteomyelitis  in  terms  of 
pathogenetic  mechanism.  In  a large  series  of  patients 
with  osteomyelitis  reported  from  the  Massachusetts 
General  Hospital,1  there  were  three  major  types  of 
disease:  1)  hematogenous  osteomyelitis — 19%  of  the 
cases;  2)  osteomyelitis  secondary  to  contiguous  focus 
of  infection,  including  postoperative  wounds,  direct 
punctures  of  the  skin  or  extension  from  an  adjoining 
soft  tissue  infection — 47%  of  the  cases;  and  3)  os- 
teomyelitis occurring  in  association  with  peripheral 
vascular  disease — 34%  of  the  cases.  Today,  we  will 
discuss  primarily  the  first  two  types. 

As  we  consider  the  pathophysiology  of  os- 
teomyelitis, it  will  be  helpful  to  review  briefly  the 
anatomy  of  the  long  bones.  We  know  that  acute 
hematogenous  osteomyelitis  most  often  involves  rap- 
idly growing  bone,  and  this  fact  accounts  for  the  large 
percentage  of  cases  reported  in  children  and  explains 
why  the  disease  most  frequently  involves  the  meta- 
physeal side  of  the  growth  plate.  The  nutrient  artery 
which  supplies  this  area  terminates  in  a venous  cap- 
illary network  which  has  very  sluggish  blood  flow, 
and  the  cells  lining  these  sinusoidal  areas  have  poor 
or  nonexistent  phagocytic  activity.  Because  of  these 
factors,  microorganisms  in  the  blood  stream  fre- 
quently lodge  in  this  location.  Once  bacteria  are  lo- 
calized in  this  area,  acute  suppurative  inflammation 
occurs  and  leukocytes  are  mobilized,  releasing  their 
proteolytic  enzymes  as  they  phagocytize  bacteria. 
The  area  becomes  acidotic  and  there  is  localized 
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edema  within  this  closed  space,  causing  vascular  ob- 
struction. These  areas  of  bone  without  blood  supply 
can  become  separated  from  viable  bone  to  form  se- 
questra. There  is  breakdown  of  bone  trabeculae,  de- 
struction of  matrix  and  subsequent  calcium  deposi- 
tion. As  there  is  further  damage  to  the  bone, 
pathologic  fractures  may  occur.  As  the  infection 
reaches  the  cortex,  there  is  apparently  an  increased 
blood  flow  to  the  periosteum,  with  formation  of  sub- 
periosteal abscesses  and  marked  growth  of  the  perios- 
teum, forming  an  involucrum.  Occasionally,  organ- 
isms of  relatively  low  virulence  may  cause  a more 
subacute  process  with  little  or  no  necrosis  or  puru- 
lence — a so-called  Brodie’s  abscess. 

If  we  look  at  the  bones  involved  in  acute  hemato- 
genous osteomyelitis,  it  is  clear  that  the  long  bones, 
especially  the  femur,  tibia  and  humerus,  are  most 
commonly  involved.  A somewhat  atypical  feature  of 
today’s  patient  is  that  he  had  involvement  of  the 
pelvis,  an  unusual  site  of  acute  hematogenous  os- 
teomyelitis. The  vertebrae  are  also  involved  in  a large 
number  of  cases,  especially  in  older  patients,  as  we 
will  discuss  later.  There  is  involvement  of  multiple 
bones  in  approximately  12%  of  patients. 

A history  of  trauma  in  the  area  of  infection  is 
found  in  approximately  one-third  of  the  patients.  The 
meaning  of  this  is  unclear,  as  there  is  a similar  history 
of  trauma  in  patients  with  osteogenic  sarcoma.  One 
may  speculate  that  the  patient  remembers  an  episode 
of  trauma  specifically  because  he  subsequently  devel- 
ops osteomyelitis  in  this  same  area.  Another  theory  is 
that  minor  trauma  may  lead  to  a small  area  of  injury 
which  serves  as  a site  for  localization  if  bacteremia 
occurs. 

The  patient  with  a first  episode  of  osteomyelitis 
presents  with  less  than  three  weeks  of  symptoms  in 
about  two-thirds  of  the  cases.  Vertebral  osteomyelitis 
is  somewhat  different,  and  patients  often  will  have  a 
history  of  several  weeks  of  back  pain  without  sys- 
temic symptoms.  Tenderness,  fever,  swelling,  limita- 
tion of  motion,  heat  and  erythema  are  common  pre- 
senting manifestations.  Paraplegia  (occurring  with 
spinal  infections),  purulent  drainage  and  joint  effu- 
sions are  uncommon  manifestations  of  initial  acute 
infections.  However,  with  recurrent  episodes  of  in- 
fection, drainage  of  purulent  material  is  much  more 
common. 

It  is  said  that  80-90%  of  cases  of  acute  hemato- 
genous osteomyelitis  are  due  to  Staphylococcus 
aureus,  and  this  is  probably  correct.  However,  in  the 
Massachusetts  General  Hospital  series,  a positive 
blood  culture  or  bone  biopsy  culture  for  staphylo- 
cocci was  found  in  only  48%  of  patients.  The  next 
most  common  organism  found  was  Mycobacterium 
tuberculosis,  isolated  in  15%  of  patients.  Although  we 


Fig.  I.  Osteomyelitis  in  a 17-year-old  boy  with  chronic 
granulomatous  disease  of  childhood  caused  by  Serratia 
marcescens.  Infection  with  this  unusual  organism  was  re- 
lated to  the  inability  of  his  polymorphonuclear  neutrophils 
to  kill  the  microbe. 


generally  consider  this  organism  to  cause  a more 
subacute  process,  it  should  be  remembered  that  tu- 
berculosis can  certainly  mimic  acute  hematogenous 
osteomyelitis.  Gram-negative  organisms,  led  by  Es- 
cherichia coli,  were  the  next  most  frequent  group, 
causing  less  than  10%  of  infections.  Streptococcus 
pneumoniae,  once  a frequent  cause  of  hematogenous 
osteomyelitis,  is  now  rarely  found.  Other  organisms 
found  included  an  occasional  Group  A streptococcus 
(Streptococcus  pyogenes ) and  an  occasional  fungus. 

Acute  hematogenous  osteomyelitis  is  largely  a dis- 
ease of  young  people.  The  peak  incidence  is  clearly  in 
childhood  and  young  adulthood.  After  this,  there  is  a 
marked  decrease  in  the  incidence  until  the  older  age 
group;  a second  peak  in  incidence  is  found  here, 
primarily  because  of  an  increase  in  the  incidence  of 
vertebral  osteomyelitis.  As  we  have  indicated,  verte- 
bral osteomyelitis  tends  to  be  a somewhat  different 
disease  from  other  hematogenous  osteomyelitis.  It 
tends  to  occur  in  the  older  age  group,  often  has  a 
more  subacute  course  and  may  present  with  many 
months  of  back  pain  without  much  in  the  way  of 
systemic  symptoms.  Although  staphylococcus  is  the 
most  common  causative  organism,  there  is  a much 
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higher  incidence  of  gram-negative  organisms  in  verte- 
bral osteomyelitis  than  in  osteomyelitis  in  the  young 
population.  This  may  be  due  in  part  to  the  fact  that 
vertebral  osteomyelitis  often  occurs  as  a complication 
of  pelvic  surgery  and  urinary  tract  infections. 

A specific  bacteriologic  diagnosis  can  usually  be 
established  in  more  than  80%  of  patients  by  bone 
biopsy  and  culture.  In  acute  hematogenous  os- 
teomyelitis, blood  cultures  are  positive  in  approxi- 
mately 50%  of  patients.  Of  those  patients  with  posi- 
tive blood  cultures,  60-90%  of  the  cultures  will  show 
staphylococcus.  Conversely,  if  one  follows  patients 
with  sustained  staphylococcal  bacteremia,  between  5- 
12%  will  develop  osteomyelitis.  Anaerobes  appear  to 
be  unusual  causative  organisms,  except  when  there  is 
open  trauma  and  contiguous  spread  of  infection. 

The  original  source  of  the  causative  bacteremia  in 
patients  with  acute  hematogenous  osteomyelitis  can 
be  demonstrated  in  approximately  one-third  of  cases. 
Staphylococcal  infections  are  most  frequently  sec- 
ondary to  skin  or  other  soft  tissue  infections.  The 
gram-negative  organisms  usually  originate  in  the  gas- 
trointestinal or  genitourinary  tract.  Respiratory  in- 
fections generally  account  for  the  origin  of  pneumo- 
coccal and  bacteroides  osteomyelitis.  Mycobacterial 
and  fungal  osteomyelitis  usually  stem  from  chronic 
pulmonary  infections.  In  today’s  patient,  we  sus- 
pected that  the  source  of  his  infection  may  have  been 
a previous  skin  infection. 

Now  we  shall  consider  the  second  type  of  os- 
teomyelitis, that  involving  infections  secondary  to  a 
contiguous  infected  focus.  Infections  of  the  long 
bones  are  still  most  common,  but  there  are  frequently 
infections  of  the  calvarium  secondary  to  head  trauma 
and  neurosurgical  procedures  and  infections  of  the 
mandible  secondary  to  dental  infections.  Infections 
of  the  bones  of  the  hands  and  feet  secondary  to 
trauma  are  also  relatively  common.  Most  patients 
experience  the  onset  of  clinical  osteomyelitis  within  a 
month  of  the  precipitating  factor  or  event. 

In  patients  with  draining  lesions,  the  significance  of 
organisms  isolated  is  difficult  to  ascertain.  Culture  of 
bone  taken  through  uninvolved  skin  is  a good  way  to 
avoid  contamination  with  surface  organisms.  Bac- 
teriologic results  obtained  in  this  manner  show  that  5 
aureus  is  responsible  for  approximately  60%  of  in- 
fections and  Pseudomonas  species  account  for  ap- 
proximately 14%  of  infections.  Several  cases  of  os- 
teomyelitis of  the  mandible,  pelvis  and  small  bones 
are  due  to  mixed  gram-negative  infections  and  are 
probably  related  to  secondary  infection  from  con- 
taminated wounds. 

The  age  distribution  in  secondary  osteomyelitis  is 
significantly  different  from  acute  hematogenous  os- 
teomyelitis. The  latter  has  a peak  incidence  in  chil- 


dren and  adolescents,  but  the  incidence  of  secondary 
osteomyelitis  from  a contiguous  infected  focus  in- 
creases with  age,  peaking  in  the  50-  to  60-year-old  age 
group.  This  is  probably  related  to  the  much  higher 
incidence  of  surgical  procedures  in  this  age  group. 

I would  now  like  to  talk  about  the  organism  which 
caused  this  patient’s  illness.  The  S aureus  is  a fasci- 
nating organism  which  may  be  extremely  virulent  and 
can  cause  severe  illness  in  previously  healthy  people. 
The  staphylococcus  belongs  to  the  micrococcus 
group  which  is  divided  into  staphylococci  and  micro- 
cocci. Staphylococci  can  oxidize  glucose  in  the  ab- 
sence of  oxygen,  while  micrococci  cannot.  The  other 
major  group  of  gram-positive  cocci  is  the  strepto- 
cocci, and  these  can  be  distinguished  from  the 
staphylococci  by  the  fact  that  they  do  not  produce 
catalase.  The  5 aureus — or  the  “golden  staph” — is  a 
much  more  virulent  organism  than  the  Staphylococ- 
cus epidermis  or  “white  staph”  (old  name:  Staphylo- 
coccus albus).  S epidermis  may  cause  disease  in  an 
impaired  host  or  in  the  presence  of  prosthetic  devices, 
but  it  does  not  cause  severe  disease  in  otherwise 
healthy  persons.  S aureus  is  coagulase-positive,  fer- 
ments mannitol,  and  has  deoxyribonuclease;  these 
characteristics  distinguish  it  from  S epidermis. 

The  presumptive  diagnosis  of  staphylococcal  in- 
fection can  be  made  by  the  appearance  of  the  gram 
stain,  which  will  show  gram-positive  organisms  in 
clumps  and  clusters;  streptococci  usually  form 
chains,  and  pneumococci  are  usually  lancet-shaped 
and  found  in  pairs. 

Next,  I would  like  to  consider  some  of  the  common 
lesions  produced  by  the  staphylococcus.  First  is  the 
furuncle,  which  appears  benign  but  which  we  know 
can  be  lethal.  Generally,  we  recommend  no  specific 
treatment  for  these  lesions  and  we  do  not  usually  use 
antibiotics.  However,  manipulation  of  these  lesions 
may  cause  bacteremia  and  result  in  endocarditis  or 
osteomyelitis.  Also,  with  facial  staphylococcal  le- 
sions, the  danger  of  suppurative  cavernous  sinus 
thrombosis  is  quite  real. 

Recurrent  furunculosis  is  another  staphylococcal 
lesion  that  can  be  a severe  problem  in  individuals  and 
families.  Generally,  we  have  managed  patients  with 
hexachlorophene  washes  and  manipulations  of  per- 
sonal hygiene.  Occasionally  this  is  successful,  but  the 
real  key  to  therapy  is  elimination  of  the  staphylococ- 
cal carrier  state.  The  nasal  carrier  state  generally 
cannot  be  eliminated  by  giving  the  "sual  antibiotics, 
although  some  workers  have  uu.  ess  with  antibi- 
otic creams.  Oral  rifampin  also  frequently  eliminates 
the  carrier  state.2  However,  if  the  organism  remains 
in  the  family  the  patient  may  be  recolonized,  and  this 
results  in  recurrent  skin  infections.  Shinefield  and 
colleagues  at  the  New  York  Hospital  began  to  work 
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with  bacterial  interference  therapy.3  Patients  with  re- 
current furunculosis  were  first  treated  with  antibiotics 
and  nasal  cream  for  six  weeks  either  to  eliminate  or 
markedly  reduce  the  number  of  staphylococci  in  the 
nose.  The  patients’  noses  were  then  inoculated  with  S 
aureus  502A.  This  organism  is  relatively  benign  and 
does  not  usually  produce  disease.  By  implanting  this 
organism  in  the  nose,  one  hopes  to  prevent  more 
virulent  staphylococci  from  recolonizing  in  the  nose. 
The  success  rate  of  this  program  has  been  high,  espe- 
cially in  children. 

Staphylococcal  cellulitis  is  another  common  lesion 
which  may  be  extremely  difficult  to  differentiate  from 
streptococcal  cellulitis.  If  there  is  a central  pustular 
lesion,  then  we  should  suspect  that  this  is  due  to  the 
staphylococcus;  if  there  is  a clear-cut  advancing  mar- 
gin, we  should  suspect  streptococcal  cellulitis.  How- 
ever, until  the  bacteriology  of  the  cellulitis  is  known, 
one  should  treat  for  presumed  staphylococcal  in- 
fection. 

Breast  abscess  is  another  common  staphylococcal 
infection.  This  infection  results  from  colonization  of 
the  infant  by  the  staphylococcus  in  the  hospital.  As 
the  baby  nurses,  microscopic  lesions  in  the  nipple 
allow  the  staphylococci  to  enter  the  breast,  and  the 
mother  may  become  severely  ill,  with  an  enlarged, 
inflamed,  swollen  breast  mass.  These  abscesses  usu- 
ally require  antibiotic  therapy  plus  surgical  drainage 
for  treatment. 

Perhaps  the  most  characteristic  lesion  produced  by 
the  staphylococcus  is  the  abscess.  It  is  interesting  to 
note  that  the  features  found  in  an  abscess  predispose 
to  continued  infection  and  are  particularly  favorable 
for  staphylococcal  infection.  For  example,  the  blood 
supply  within  an  abscess  is  very  poor,  so  that  less 
antibody  reaches  the  organism  to  opsonize  it  and 
prepare  it  for  phagocytosis.  The  poor  blood  supply 
also  prevents  fresh  polymorphonuclear  neutrophils 
from  entering  the  abscess,  and  the  neutrophils  that 
are  present  do  not  function  well  because  the  oxygen 
content  within  the  abscess  is  low.  Oxygen  is  required 
by  polymorphonuclear  neutrophils  for  production  of 
the  hydrogen  peroxide  necessary  to  kill  organisms. 
Additionally,  we  know  that  antibiotics  do  not  work 
in  abscesses  and  that  incision  and  drainage  are  essen- 
tial in  treatment.  The  ineffectiveness  of  antibiotics  is 
apparently  not  due  to  failure  of  the  antibiotics  to 
enter  abscess  cavities,  because  direct  injection  of  anti- 
biotics into  abscesses  will  not  result  in  resolution. 
There  appear  to  be  multiple  reasons  why  antibiotics 
do  not  work  well  in  an  abscess,  one  of  which  is  that 
the  organisms  are  growing  slowly.  Another  factor  is 
that  the  high  protein  content  in  the  abscess  cavity 
may  cause  binding  of  the  antibiotic.  A third  factor  is 
that  the  bacteria  inside  white  cells  are  protected  from 


the  antibacterial  activity  of  most  antibiotics.  Drugs 
such  as  isoniazid  (which  can  kill  intracellular  tubercle 
bacilli)  and  rifampin  (which  can  kill  intracellular  tu- 
bercle bacilli  and  intracellular  staphylococci)  are  no- 
table exceptions. 

The  major  body  defense  against  these  staphylococ- 
cal infections  is  the  polymorphonuclear  neutrophil. 
When  the  organism  enters  the  body,  usually  through 
the  skin,  neutrophils  are  attracted  to  the  area  by 
chemotaxis.  These  phagocytic  cells  then  engulf  the 
bacteria  and  attempt  to  kill  them.  However,  the 
staphylococcus  has  the  capability  of  surviving  inside 
the  polymorphonuclear  neutrophils.  It  is  able  to  sur- 
vive much  better,  for  example,  than  gram-negative 
bacteria  or  S epidermis.  Explanations  of  this  capacity 
to  survive  within  the  cell  are  multiple  and  complex. 
One  of  the  salient  factors  is  that  catalase  produced  by 
the  staphylococcus  breaks  down  hydrogen  peroxide, 
the  substance  which  serves  as  one  of  the  major  mech- 
anisms by  which  white  cells  kill  ingested  organisms. 
Therefore,  the  staphylococcus  has  evolved  an  enzyme 
which  is  an  excellent  defense  against  the  white  cell. 

A major  factor  in  predisposing  patients  to 
staphylococcal  infections  is  the  presence  of  a foreign 
body.  Experimentally,  one  can  demonstrate  that  hun- 
dreds of  thousands  of  staphylococci  injected  into  the 
skin  of  animals — or  medical  students — will  not  pro- 
duce lesions.  However,  one  may  take  the  same  model 
and  place  suture  material  in  the  skin,  and  a very  small 
number  of  organisms,  perhaps  five  or  ten,  will  cause  a 
severe  staphylococcal  infection.  This  demonstrates 
that  foreign  bodies  potentiate  staphylococcal  in- 
fection. During  surgical  procedures,  it  is  essential  to 
keep  unnecessary  foreign  bodies,  like  lost  sponges, 
out  of  the  wound.  Of  course,  in  certain  situations 
foreign  bodies,  such  as  prosthetic  hip  joints  or  heart 
valve  replacements,  are  needed;  patients  receiving 
these  are  consequently  predisposed  to  staphylococcal 
infection.  The  most  common  type  of  infection  in 
patients  with  surgically  implanted  foreign  bodies  is 
staphylococcal. 

If  we  examine  patients  with  staphylococcal  bacte- 
remia and  try  to  identify  the  source  of  the  bacteremia, 
we  find  that  skin  infections  are  the  most  common 
source,  accounting  for  about  30%,  with  wound  in- 
fections related  to  surgery  second  (20%);  there  is  a 
large  miscellaneous  group  related  to  intravenous 
catheters,  pneumonia,  urinary  tract  infections.  In 
about  20%  of  cases,  no  source  is  identified.4  Con- 
versely, if  we  look  at  patients  with  staphylococcal 
bacteremia  and  try  to  determine  what  types  of  in- 
fection result  from  the  bacteremia,  we  find  that 
patients  most  commonly  develop  pulmonary  in- 
fections (45%),  renal  involvement  (25%),  cardiac  in- 
volvement with  myocardial  abscesses,  endocarditis 
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and  pericarditis  (18%);  intra-abdominal  infections 
are  found  in  19%  of  patients,  involving  the  spleen 
(8%)  and,  less  commonly,  the  liver  (4%).  Os- 
teomyelitis develops  in  5-10%  of  patients  with  bacte- 
remia.5 

The  epidemiology  and  transmission  of  the  staphy- 
lococcus are  fascinating  areas  of  study.  Hospital-as- 
sociated staphylococcal  infection  is  a perennial  prob- 
lem, and  cultures  reveal  that  20-30%  of  hospital 
personnel  are  usually  carriers  of  staphylococci.  Ob- 
viously, all  of  these  people  cannot  be  excluded  from 
working  with  patients.  Therefore,  to  protect  patients, 
we  attempt  to  identify  personnel  with  active  staphylo- 
coccal lesions  and  those  who  have  transmitted 
staphylococcal  disease  and  isolate  them  from  critical 
areas,  such  as  the  operating  room  and  the  newborn 
nursery.  This  makes  sense,  because  people  with  frank 
staphylococcal  lesions  are  much  greater  risks  in  terms 
of  disease  spread  than  persons  who  are  simply  car- 
riers. The  staphylococcus  is  a “person  organism.” 
For  instance,  in  contrast  to  salmonella,  which  is 
found  in  animals,  the  staphylococcus  is  most  fre- 
quently spread  directly  from  person  to  person. 
Asymptomatic  carriers  usually  have  staphylococci  in 
the  anterior  nares.  Most  epidemics  of  food-borne 
staphylococcal  disease  are  related  to  contamination 
of  the  food  by  someone  with  a staphylococcal  lesion. 
People  with  such  lesions  can  also  contaminate  objects 
and  the  air  and  can  cause  infections  in  susceptible 
persons,  such  as  newborns  and  patients  undergoing 
surgery,  and  can  certainly  spread  staphylococci  in  the 
family  and  the  community. 

The  phage  typing  system  is  an  important  epide- 
miological tool  in  evaluating  staphylococcal  in- 
fections. Once  a S aureus  is  isolated,  antibiotic  sensi- 
tivities do  not  allow  one  to  differentiate  strains. 
However,  phage  typing  enables  one  to  identify  specif- 
ically the  organism  involved  and  to  say,  for  instance, 
that  isolates  from  a postoperative  wound  infection 
and  from  the  anesthesiologist  carrier  are  the  same; 
thus,  circumstantial  evidence  indicates  that  the  in- 
fection may  have  come  from  this  carrier.  Phage  typ- 
ing is  done  quite  simply  by  streaking  a plate  with 
staphylococcus  and  then  placing  a drop  of  solution  of 
various  known  phage  types  and  observing  for  lysis. 

Finally,  I would  like  to  mention  one  of  the  new 
diagnostic  tests  for  staphylococcal  disease — teichoic 
acid  antibody  determination.  Teichoic  acid  antigens 
are  found  in  the  cell  wall  of  the  staphylococcus.  In  the 
infected  patient,  one  may  detect  antibodies  in  the 
serum  to  teichoic  acid  antigens  either  by  gel  diffusion 
or  counterimmunoelectrophoresis.  Studies  here  and 
in  other  hospitals  have  shown  that  80-90%  of  patients 
with  staphylococcal  endocarditis  will  have  positive 
teichoic  acid  antibody  determinations,  and  most 


patients  with  staphylococcal  osteomyelitis  will  alsoi  j 
have  positive  determinations.6  Today’s  patient’s  in- 
tial  determination  was  negative,  probably  because  his'  i 
disease  was  so  acute  that  his  antibody  response  had 
not  yet  risen. 

Dr.  Hook:  Thank  you,  Dr.  Mandell.  How  long  do 
you  treat  acute  staphylococcal  osteomyelitis  with  in- 
travenous penicillin? 

Dr.  Mandell:  As  a rule,  we  treat  for  four  to  six 
weeks  with  an  intravenous  penicillinase-resistant 
penicillin,  although  Dr.  Louis  Weinstein  says  that  he 
has  never  had  a failure  with  only  two  weeks  of  ther- 
apy. We  treat  for  an  extended  period  of  time  because 
the  consequence  of  undertreatment — that  is,  chronic 
osteomyelitis — is  so  severe  and  difficult  to  treat.  If  the 
patient  has  severe  bone  lesions  by  x-ray  or  if  there  is 
any  evidence  of  chronicity,  we  usually  treat  for  six 
months  to  a year — four  to  six  weeks  of  intravenous 
therapy  in  the  hospital  followed  by  an  oral  penicilli- 
nase-resistant penicillin  for  a total  time  of  six  months  : 
to  a year.  This  may  be  an  excessively  long  period  of 
time,  but  if  there  is  any  chance  of  preventing  a 
chronic  draining  osteomyelitis,  we  feel  that  this  treat- 
ment is  justified. 

Dr.  Michael  Rein:  Dr.  Mandell,  does  one  have  to  i 
be  concerned  about  endocarditis  in  an  otherwise 
healthy  patient  who  has  acute  staphylococcal  os- 
teomyelitis and  bacteremia? 

Dr.  Mandell:  Yes,  I do  think  we  have  to  worry 
about  it.  The  treatments  are  equivalent.  At  the  pres- 
ent time,  there  is  no  evidence  that  today’s  patient  has  j 
endocarditis.  His  enlarged  spleen  is  a bit  worrisome 
but  is  compatible  with  staphylococcal  bacteremia 
alone.  We  certainly  feel  that  any  patient  with  sus- 
tained staphylococcal  bacteremia  is  a candidate  for 
staphylococcal  endocarditis.  Our  policy  is  to  treat 
them  as  though  they  have  endocarditis. 
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ABSTRACTS 

Abstracted  here  are  papers  to  be  presented  before  the  Virginia  Regional  Meeting  of  the  American  College  oj 
Physicians  in  Alexandria  on  February  12.  Dr.  Edward  W.  Hook  is  Governor  for  Virginia  of  the  College,  and  Dr. 
Wyndham  B.  Blanton,  Jr.,  is  President  of  the  Virginia  Society  of  Internal  Medicine.  Dr.  James  M.  Moss  is  Chair- 
man of  Program  and  Arrangements. 


The  National  Cooperative  Crohn’s  Disease  Study:  Re- 
sults of  Treatment  for  Active  Disease  (Part  I).  Donald 
M.  Switz,  MD,  and  A.  M.  Zfass,  MD,  Richmond ; 
J.  W.  Singleton,  MD,  Denver,  and  14  cooperating 
centers. 

The  treatment  of  active,  symptomatic  Crohn’s  disease  was 
studied  at  14  centers  from  1972-5.  We  hypothesized  that  no 
treatment  (Placebo)  was  better  than  Rx  with  predni- 
sone(Pr),  azulfidine(Azu)  or  azathioprine(Aza).  All 
patients  at  each  study  center  were  considered  and  entered 
or  excluded.  Patients  from  the  surrounding  areas  were  vig- 
orously sought  and  also  entered.  Diagnosis  required  char- 
acteristic x-ray  findings  or  else  compatible  tissue  pathology. 
Disease  activity  was  assessed  by  a clinical  index  validated 
prestudy  (GE  70:439,  ’76).  Willing  patients  with  active 
disease  (CDAI  150)  were  evaluated:  299  were  randomized 
to  P 1 -78,  Pr-87,  Azu-74  or  Aza-60;  484  were  excluded  for 
predefined  contraindications  (surgery  needed,  TB,  insulin 
Rx).  Drug  dosages  were:  Pr  xA-lA  mg/kg/d;  Aza  2.5 
mg/kg/d;  Azu  1 gm/ 1 5 kg/ d.  Patients  were  treated  for  four 
months  or  until  complications  occurred.  Treatment  out- 
comes were  ranked  from  good  (finish  Rx  and  few  symp- 
toms) to  bad  (dead  from  disease)  and  results  were  assessed 
using  the  Wilcoxon  Rank-Sum  method.  Prednisone  and 
azulfidine  treatments  were  each  better  than  placebo  (p< 
0.006).  Azathioprine  was  not  better  than  placebo.  Predni- 
sone was  better  than  azathioprine  (<0.002)  but  azulfidine 
was  not.  Drug  effect  was  seen  within  seven  weeks  for  Pr  and 
Azu  and  by  nine  weeks  for  Aza.  Following  onset,  drug 
effect  continued  for  four  months.  Drug  toxicity  occurred  in 
Aza-6  patients  (leukopenia  3,  pancreatitis  2,  gastric  intoler- 
ance 1),  Azu-4  (rash  2,  gastric  intolerance  2)  and  Pred- 
2(sepsis  1,  abdominal  pain  1).  In  summary,  a double  blind 
controlled  trial  of  treatment  for  active  Crohn’s  disease 
shows  prednisone  and  azulfidine  but  not  azathioprine  to  be 
effective. 

Clinical  Approach  to  the  Fibrositis  Patient.  Paul  G. 
Rochmis,  MD,  Fairfax. 

Muscular  pain  syndromes,  frequently  termed  “fibrositis,” 
may  be  the  most  commonly  seen  and  least  understood 
clinical  problem  in  a rheumatology  practice.  Utilizing  expe- 
rience with  over  700  fibrositis  patients,  clinically  useful 
subgrouping  based  on  analysis  of  specific  contributory  fac- 
tors and  physical  exam  parameters  will  be  presented.  This 
will  discriminate,  both  in  terms  of  the  processes  of  eval- 
uation and  the  outcomes  of  therapy,  between  the  following 
clinical  settings:  acute  or  resolving  postviral,  menopausal 


female,  posttraumatic,  with  or  without  tissue  localization 
(“trigger”  zones),  accompanied  by  peripheral  periarticular 
inflammatory  disease,  somatic  manifestation  of  an  effective 
emotional  disorder  or  sleep  disturbance,  with  underlying 
structural  spine  disease  (arthritis,  porosis,  scoliosis,  dis- 
cogenic).  Rational  choice  from  eclectic  therapeutic  mod- 
alities including:  local  injection,  oral  antiinflammatory 
drugs,  psychoactive  drugs,  physical  therapy,  environmental 
modification,  operant  conditioning,  “psychomuscular”  ap- 
proaches (yoga,  transcendential  meditation)  and  acupunc- 
ture will  be  suggested. 

Low  Energy  Fast  Sequence  Ventricular  Defibrillation. 

Michael  Cherwek,  MD,  Richard  S.  Crampton,  MD, 
Joseph  A.  Gascho,  MD,  and  F.  P.  Hunter,  BEE, 
Charlottesville. 

Present  recommendations  to  defibrillate  man,  46-145  kg, 
vary  from  delivered  high  at  6.6  joules/kg  or  more  to  low  at 
l.Oj/kg.  We  prospectively  defibrillated  31  patients,  24  male 
with  1 10  episodes  of  ventricular  fibrillation  (VF)  using  148 
cross  chest  DC  shocks.  Mean  (range)  age  was  62  (13-86) 
years,  weight  75  (48-101)  kg,  stored  energy  220  (50-400)  j, 
delivered  energy  190  (45-349)  j or  2.6  (0.9-6. 6)  j/kg.  The 
first  shock  ended  VF  in  84%,  the  second  in  6%  and  the  third 
in  4%  for  cumulative  96%  success.  Six  with  26  primary  VF 
episodes  in  acute  myocardial  infarction  (AMI)  weighed 
more  at  81  (68-91)  kg  and  defibrillated  with  less  at  1.9  j/kg 
in  contrast  to  12  with  46  secondary  VF  episodes  in  AMI 
who  weighed  74  (48-101)  kg  and  needed  2.7  j/kg.  Thirteen 
others,  four  coronary  disease  without  AMI  and  nine  other 
diagnoses,  were  similar  in  weight  and  energy  need.  How- 
ever, by  the  fourth  shock  all  patients  defibrillated  except 
secondary  VF  in  AMI  at  91%.  Eight  patients  received  14 
double  and  five  triple  fast  serial  shocks  1 .8-30  sec  apart  with 
63%  success  for  double  at  cumulative  8 j/kg.  In  conclusion, 
delivered  single  and  rapid  sequence  low  energy  shocks  defi- 
brillated efficiently  at  60%  below  recommended  high  energy 
while  potentially  minimizing  the  risk  of  counterproductive 
electrical  cardiac  burn.  Low  energy  fast  sequence  shocks 
merit  wider  clinical  use  because  of  their  efficacy  and  safety. 

Improved  Functional  Capacity  for  Cardiac  Patients 
Utilizing  an  Outpatient  Exercise  Program.  George  W. 
Vetrovec,  MD,  and  Peter  M.  Abel,  Richmond. 

An  important  aspect  of  comprehensive  cardiac  rehabilita- 
tion is  an  outpatient  exercise  program  (OEP)  to  improve 
functional  capacity  and  confidence  for  postmyocardial  in- 
farction (MI)  and  coronary  bypass  (CB)  patients.  At  MCV 


FEBRUARY  1977 


131 


Do  you  have 
patients  with 
Paget’s  Disease 


You  can  get 
updated  information 
on  the  disease  and 
on  effective  treatment 
for  its  symptoms  of 
bone  pain,  skeletal 
deformities,  and 
neurologic  deficits. 


Just  send  the 
coupon  below. 


each  patient  entering  the  OEP  is  assigned  a target  heart  rate 
range  (THRR)  based  on  his  performance  on  a treadmill 
exercise  test  (preET).  During  the  12-week  OEP  exercise 
workloads  are  continually  adjusted  to  keep  patients  in  the 
THRR  and  thereby  promote  EC.  A repeat  treadmill  exer- 
cise test  (postET)  is  performed  following  the  OEP.  Twenty 
patients  with  a hx  of  angina,  MI  and/or  CB  have  partici- 
pated to  date  with  16  completing  the  OEP  and  4 participat- 
ing in  shorter  programs.  The  16  patients  showed  an  overall 
22.6%  increase  in  treadmill  exercise  time  when  pre-and 
post-ET’s  are  compared;  13  of  16  showed  a 31.8%  improve- 
ment while  three  showed  a 17.6%  decline  in  exercise  time. 
Because  patients  in  the  post-ET  are  encouraged  to  go  be- 
yond the  arbitrary  85-90%  heart  rate  (HR)  limit  of  the 
preET,  improved  performance  in  the  postET  is  a reflection 
of  higher  heart  rates  as  well  as  EC.  As  further  evidence  of 
EC,  15/16  patients  showed  a decreased  HR  (an  average 
11.9  beat/min  reduction)  when  the  HR  for  the  last  full 
minute  of  the  preET  (mean  HR  148.6)  was  compared  to  the 
comparable  postET  minute  (mean  HR  136.7).  There  were 
no  untoward  cardiac  events  during  the  sessions  and  all 
patients  subjectively  were  less  symptomatic  and  more  con- 
fident. 

Role  of  Radionuclide  Lung  Scanning  in  Diagnosis  of 
Pulmonary  Embolus.  James  A.  Long,  MD,  and  Hal- 
cott  T.  Haden,  MD,  Richmond. 

The  proper  use  of  the  lung  scan  in  diagnosis  of  pulmonary 
embolus  is  not  clearly  defined.  We  reviewed  44  consecutive 
cases  of  suspected  pulmonary  embolus  to  determine  the 
current  role  of  lung  scanning  in  our  hospital.  Results 
showed  that  the  scan  was  not  being  optimally  used  and  that 
the  diagnosis  of  pulmonary  embolus  was  based  primarily 
on  nonspecific  clinical  and  scan  findings.  In  order  to 
achieve  more  effective  use  of  lung  scans,  we  developed 
revised  guidelines  for  use  in  suspected  pulmonary  embolus. 
Perfusion  scans  are  classified  as  normal,  high  probability, 
low  probability  or  indeterminate  based  on  scan  and  radio- 
graph findings.  Subsequent  steps  are  based  on  the  results  of 
the  perfusion  scan  as  follows:  normal  scan , embolus  is  ex- 
cluded; high  probability  scan,  perform  ventilation  scan  (ven- 
tilation scan  normal,  treat  for  embolus;  abnormal  in  non- 
perfused  area,  seek  alternate  diagnosis);  low  probability 
scan  and  indeterminate,  do  angiogram  if  clinically  indicated 
for  diagnosis.  The  basis  for  this  use  of  the  perfusion  lung 
scan  with  limited  use  of  ventilation  scans  is  reviewed. 
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Neuropsychiatric  (NP)  Involvement  in  Systemic  Lupus 
Erythematosus  (SLE).  Carolyn  M.  Brunner,  MD, 
and  A.  McKay  Brabham,  MD,  Charlottesville. 

Multisystem  involvement  is  characteristic  of  patients  with 
SLE,  but  until  recently  neurological  changes  were  not  fre- 
quently recognized,  or  occurred  as  terminal  events.  In  a 
review  of  our  Lupus  Clinic  population,  we'have  identified 
29  patients  who  have  experienced  44  major  NP  episodes 
during  the  course  of  their  disease.  Seizures  were  most  fre- 
quent (12),  but  mental  disorders,  hemiparesis  and  para- 
paresis were  also  common.  Neurological  syndromes  such  as 
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Guillain-Barre  and  multiple  sclerosis  were  mimicked  in 
single  instances.  The  diagnosis  was  difficult  to  relate  to  SLE 
on  many  occasions,  because  the  usual  parameters  of  disease 
activity  were  frequently  absent.  (Central  nervous  system 
infection  was  subsequently  documented  in  three  patients.) 
Only  half  of  the  patients  had  additional  overt  clinical  activ- 
ity (arthritis,  rash,  serositis,  nephritis)  at  the  time  of  the  NP 
event.  Serum  indicators  of  active  disease  (anti-DNA,  low 
CH50,  cryoglobulins,  Clq  precipitins)  were  found  in  less 
than  50%  of  the  episodes,  although  ESR  was  usually  ele- 
vated. Cerebrospinal  fluids  were  variable,  with  absence  of 
cells  in  half  of  the  fluids  and  occasional  mild  protein  eleva- 
tion. Special  neurological  procedures  revealed  the  EEG  to 
be  most  sensitive  (16/22  studies  abnormal)  and  the  brain 
scan  least  sensitive  (1/12  abnormal),  contrary  to  the  experi- 
ence of  another  group  (Bennahum  et  al:  Ann  Int  Med  81: 
763,  1974).  Response  of  the  acute  episode  to  steroid  ther- 
apy was  good,  with  most  patients  making  complete  or,  less 
frequently,  partial  recovery. 

Endobronchial  Hodgkin’s  Disease.  Charles  J.  Donlan, 
Jr.,  MD,  James  W.  Reid,  MD,  and  David  R.  Fore- 
man, MD,  Portsmouth. 

Hodgkin’s  Disease  often  involves  the  chest,  usually  in  the 
form  of  hilarmediastidnal  adenopathy,  pleural  effusions  or 
parenchymal  lesions.  Actual  endobronchial  involvement 
with  Hodgkin’s  disease  has  been  reported  only  in- 
frequently. A 26-year-old  Caucasian  female  with  previously 
diagnosed  nodular  sclerosing  Hodgkin’s  disease  presented 
to  us  with  substernal  chest  pain  and  a right  middle  lobe 
infiltrate.  Fiberoptic  bronchoscopy  revealed  nodualr  endo- 
bronchial lesions  located  at  the  carina,  the  right  main  stem 
bronchus  and  the  right  middle  lobe  orifice.  Biopsy  of  one  of 
these  lesions  showed  Hodgkin’s  disease.  The  patient  was 
then  treated  with  sequential  systemic  chemotherapy.  Re- 
peat bronchoscopy  revealed  complete  resolution  of  the  en- 
dobronchial lesions,  and  the  patient  has  remained  in  com- 
plete remission  for  18  months. 

Clinical  Replica  of  the  Experimental  Model  Phos- 
phorous Depletion  Syndrome.  Stephen  H.  Schachner, 
MD,  and  Myron  Lotz,  MD,  Falls  Church. 

The  syndrome  of  phosphorous  depletion  initially  described 
by  Lotz,  Ney  and  Bartter  was  seen  in  a compulsive 
middleaged  female  who  ingested  large  quantities  of  a non- 
absorbable antacid  over  a prolonged  period  of  time.  Clini- 
cally she  presented  with  a waddling  gait,  arthralgias,  debil- 
ity, malaise  and  marked  muscle  weakness.  Biochemically 
the  entire  experimental  model  was  reproduced  with  hypo- 
phosphatemia, hypophosphaturia,  hypercalciuria,  in- 
creased bone  resorption  and  increased  intestinal  calcium 
absorption.  The  entire  picture  was  reversed  with  discontin- 
uity of  the  antacid  preparation.  The  metabolic  inter- 
relationships (calcium  phosphorous)  in  this  induced  syn- 
drome will  be  discussed  and  the  ramifications  of  excess 
nonabsorbable  antacids  use  will  be  amplified. 

Additional  abstracts  will  be  published  next  month. 
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The  Faculty  of  the  Department  of  Medicine  of  the  University  of  Virginia  School  of  Medicine,  1975-1976. 


VIRGINIA  MEDICAL 

EDITORIAL 


Thank  you,  University  of  Virginia ! 

THE  PHYSICIANS  at  Virginia’s  other  medical  hand  were  many  fine  manuscripts  by  University  of 

schools  may  well  rise  up  in  competitive  alarm  Virginia  authors.  We  brought  them  together  for  this 

when  they  see  this  issue  of  Virginia  Medical  featur-  issue. 

ing  the  University  of  Virginia.  We  want  them  here  to  Now,  Medical  College  of  Virginia!  Now,  Eastern 
know  that  we  would  be  delighted  to  salute  their  State  Medical  School!  Send  us  your  collections! 
schools  similarly.  Here’s  how  this  issue  came  about:  And  our  hearty  thanks  to  the  University  of  Vir- 

Dr.  Byrd  S.  Leavell  sent  us  his  absorbing  manu-  ginia,  from  whence  come  so  many  of  our  manu- 
script on  Thomas  Jefferson  and  the  University’s  be-  scripts.  We  very  much  appreciate  such  splendid  sup- 

ginnings.  Then  Dr.  John  A.  Owen,  Jr.,  sent  us  his  port. 

gracious  editorial,  “A  Chair  for  Dr.  Leavell.”  On  The  Editors. 


A Chair  for  Dr.  Leavell 


BYRD  STUART  LEAVELL,  MD,  is  being 
honored  by  the  establishment  of  an  endowed 
chair  in  the  Department  of  Internal  Medicine  at  the 
University  of  Virginia.  His  many  students,  colleagues 
and  friends  will  immediately  applaud  and  generously 
support  this  effort,  which  adds  luster  to  both  the  man 
and  the  institution.  For  them  no  exposition  is  neces- 
sary; for  others  perhaps  it  is  timely  to  analyze  the 
sentiments  that  motivate  such  action. 

In  an  abstract  sense,  one  might  postulate  at  least 
three  essential  factors  which  must  distinguish  the  ca- 
reer of  any  person  so  honored:  scholarship  of  the  first 
order,  dedicated  service  to  the  institution  and  per- 
sonal characteristics  of  warmth  and  nobility.  All 
these  things  make  up  a critical  mass  of  enthusiasm  — 
and  all  these  things  characterize  Byrd  Leavell. 

As  concerns  scholarship.  Dr.  Leavell’s  curriculum 
vitae  records  that  he  received  the  first  Jackson-Hope 
medal  when  he  was  graduated  from  Virginia  Military 
Institute.  (It  was  traditional  for  many  years  that  Col. 
Carroll,  unforgettable  premed  advisor  at  VMI,  would 
give  as  his  highest  recommendation,  “The  finest  pre- 
med student  I’ve  seen  since  Byrd  Leavell  graduated  in 
1931”.)  After  receiving  his  MD  degree  from  the  Uni- 
versity, Dr.  Leavell  took  an  internship  and  medical 


residence  at  New  York  Hospital,  returning  to  Char- 
lottesville to  work  with  Dr.  J.  Edwin  Wood,  Jr.,  in 
1938.  It  was  as  a junior  faculty  member  that  he  volun- 
teered for  service  in  the  army’s  famed  Eighth  Evac- 
uation Hospital  and  spent  1942-1946  in  Africa  and 
Italy. 

After  mustering  out,  Dr.  Leavell  joined  the  Big 
Four  (Henry  Mulholland,  Oscar  Swineford,  Staige 
Blackford,  and  Edwin  Wood)  in  1946  as  assistant 
professor  of  internal  medicine,  specializing  in  “hema- 
tology, Culpeper  friends  and  general  medicine.”  He 
quickly  attracted  into  his  sphere  not  only  students 
but  such  residents  and  fellows  as  Myers  Hicks, 
Charles  Crockett,  Donald  Shotton,  William  Macll- 
waine,  Jason  McClellan,  James  Mason,  Arthur 
Bender,  Charles  Craddock,  and  William  Branscome 
(to  name  a few),  all  of  whom  went  on  to  further 
success  in  their  own  careers.  Among  his  most  faithful 
disciples  have  been  Oscar  Thorup,  Dan  Mohler, 
Munsey  Wheby,  Charles  Hess  and  Jack  Carpenter, 
members  of  the  present  Division  of  Hematology. 
Limitations  of  space  preclude  the  listing  of  many 
others  who  worked  and  coauthored  papers  with  him. 
When  after  25  years  he  resigned  as  chief  of  the  divi- 
sion (in  favor  of  Dr.  M.  S.  Wheby),  he  had  trained  35 
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fellows  in  hematology,  who  are  now  scattered  all  over 
the  globe  from  Virginia  to  Indonesia. 

Through  the  ranks  Dr.  Leavell  rose  to  full  profes- 
sor in  1954.  He  served  as  Assistant  Dean  of  the 
Medical  School  1958-1961,  as  Acting  Chairman  of 
the  Department  of  Medicine  1964-1965  and  as  Chair- 
man from  1966-1967.  During  these  last  30  years  he 
has  written  over  50  scholarly  papers,  monographs 
and  abstracts,  and  two  books:  the  excellent  “Funda- 


Dr.  Byrd  S.  Leavell  in  1949,  when  he  was  Assistant  Profes- 
sor of  Medicine  at  the  University  of  Virginia. 


mentals  of  Clinical  Hematology”  (with  Oscar  Tho- 
rup),  now  in  its  fourth  edition,  and  “The  Eighth 
Evac,”  an  absorbing  chronicle  of  that  hospital  during 
World  War  II.  In  recognition  of  such  achievements, 
he  became  a member  of  numerous  learned  societies, 
including  the  Southern  Society  for  Clinical  In- 
vestigation and  the  American  Clinical  and 
Climatological  Association.  At  the  University  he  was 
honored  in  1972  as  the  first  professor  from  the  medi- 
cal school  ever  to  receive  the  Distinguished  Professor 
Award.  That  same  year  he  received  the  Annual 
Award  of  the  Louise  Obici  Memorial  Hospital  in 
Suffolk  for  “outstanding  contributions  to  the  medical 
profession.” 

Dr.  Leavell’s  second  claim  to  tiie  honor  of  an  en- 
dowed chair  is  noteworthy,  for  thoughout  his  career 
he  made  no  claims  on  others  but  rather  dedicated 
himself  to  encourage  and  support  all  who  came  to 
work  with  him.  In  the  immediate  post-war  years, 
when  a strange  paranoia  separated  students  from 
faculty,  he  was  one  professor  (along  with  Norman 
Thornton  and  Mac  Birdsong)  whom  every  student 
trusted  implicitly.  The  writer  recalls  an  off-the-cuff 


talk  to  seniors  in  1948,  in  which  Dr.  Leavell  assured 
us  that  no  matter  where  we  went  to  intern,  we  would 
find  ourselves  capable  of  competing  with  the  best. 
Those  were  heady  words  of  praise,  not  lightly  spoken 
and  never  forgotten;  we  knew  they  were  true  because 
Byrd  Leavell  had  said  so. 

As  the  faculty  advisor  to  Alpha  Omega  Alpha,  he 
has  continued  this  warm  and  comfortable  relation- 
ship with  the  medical  students  who  come  and  go  over 
the  decades.  Since  student  members  per  se  spend 
hardly  more  than  a year  in  AOA,  it  has  been  his  wise 
and  sympathetic  counsel  that  maintains  continuity. 

Having  carried  the  cheerless  burden  of  care  of  the 
lymphoma  and  leukemia  sufferers  here  for  so  many 

For  an  article  by  Dr.  Leavell,  see  page  91. 

years,  Dr.  Leavell  and  his  group  leaped  eagerly  into 
the  forefront  of  the  chemotherapeutic  battle  against 
these  diseases.  Their  major  emphasis,  though,  is  al- 
ways on  the  patient,  not  on  the  drugs  or  even  the 
disease.  Thus,  the  group  creates  a therapeutic  climate 
of  absolute  honesty  suffused  with  hope  and  charged 
with  an  unflagging  tenacity  of  purpose.  The  patient 
response  is  marked  by  fervent  acceptance,  a doctor- 


Drs.  Henry  B.  Mulholland  and  Staige  Davis  Blackford 
were  Professors  of  Medicine  in  1948. 


patient  relationship  as  close  and  honest  as  an  ideal 
marriage.  Many  an  attending  has  been  struck  by  the 
fact  that  these  patients,  as  a group,  project  an  attitude 
of  calmness  and  serenity  notable  even  among  the 
critically  ill.  Dr.  Leavell  comments  with  typical  mod- 
esty, “They  always  seem  to  be  right  satisfied  with  the 
care  they  get.” 

Last  (but  really  first)  in  the  qualities  that  make  the 
man  memorable  are  his  unflappable  poise,  ready  hu- 
mor and  instinctive  courtesy  that  are  truly  epitomized 
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by  the  threadbare  label,  a Virginia  gentleman.  The 
writer  recalls  a festive  house  staff  party  in  1950,  when 
he  was  a resident  and  Dr.  Leavell  the  attending.  Some 
time  after  midnight,  the  latter  ambled  over,  glass  in 
hand,  with  the  genial  invitation,  “Dr.  Owen,  let’s  go 
on  over  to  S-3  and  make  ward  rounds  now;  I may  not 
be  in  the  mood  for  it  later  on  in  the  morning.” 

Byrd  Leavell  married  the  former  Nancy  Butzner  of 
Fredericksburg  in  1939;  their  three  children,  Anne 
Browning,  Lucie  Butzner,  and  Byrd,  Jr.  are  all  grown 
and  married  now — the  latter  just  completing  his  last 
year  at  the  University’s  Medical  School  in  1977.  With 
these  metamorphoses,  the  Leavells  left  their  pleasant 
home  on  Wayside  Place  several  years  ago  and  moved 
into  a handsome  country  place  near  Ivy  with  a beau- 
tiful view  of  the  Blue  Ridge.  There  the  squire  of 


Nichola,  after  each  hectic  day  among  the  myelo- 
blasts, Medicaid  and  telephone  calls,  welcomes  the 
fresh  challenge  of  hastening  his  cows  into  the  barn. 

Scholar,  friend  to  all,  the  quintessential  gentle- 
man— Byrd  Leavell  has  made  his  indelible  impression 
on  every  member  of  the  Department  of  Internal  Med- 
icine. His  wisdom  is  unforgettable  because  so  often 
expressed  with  a dry  wit  that  is  always  untoppable. 
Dr.  William  Parson,  his  former  chief  and  friend,  ex- 
pressed it  best:  “You  can’t  out-Byrd  Leavell  Byrd 
Leavell.”  Byrd  shrugs  off  this  and  all  other  com- 
pliments with  a pat  of  the  foot,  a wave  of  the  hand 
and  a dead-pan  demurrer:  “Even  a blind  squirrel 
occasionally  finds  a nut.” 

John  A.  Owen,  Jr.,  MD, 

Charlottesville,  Virginia. 


MEETINGS 

ABOUT 

MEDICINE 


February 

Annual  Meeting,  Virginia  Chapter,  American  Acad- 
emy of  Pediatrics,  Williamsburg,  February  25-26. 

Mid-Atlantic  Section  of  the  American  Urological 
Society,  sponsored  by  the  Department  of  Urology, 
University  of  Virginia  School  of  Medicine:  Char- 
lottesville, February  26.  CME  Office,  Charlottes- 
ville VA  22901. 

Conference  on  Criteria  for  Assessment  of  Hospital 
Emergency  Care  Capabilities,  sponsored  by  The 
Medical  Society  of  Virginia,  Governor’s  Advisory 
Committee  on  Emergency  Medical  Services,  Vir- 
ginia Hospital  Association  and  Bureau  of  Emer- 
gency Medical  Services,  Virginia  Department  of 
Health,  Best  Western  1776  Inn,  Williamsburg,  Feb- 
ruary 26. 

Clinical  Oncology,  13th  Annual  Postgraduate  Course 
presented  by  the  Department  of  Radiology,  Med- 
ical College  of  Virginia,  Williamsburg,  February  27- 
March  3.  Department  of  Continuing  Education, 
MCV  Station,  Box  91,  Richmond  VA  23298. 

March 

Hematology  Conference,  sponsored  by  the  Depart- 
ment of  Medicine,  University  of  Virginia  School  of 
Medicine,  Charlottesville,  March  3.  Office  of  CME, 
Box  368,  Charlottesville  VA  22901. 


Genetics  and  Newborn,  sponsored  by  the  Depart- 
ment of  Pediatrics,  Charlottesville,  March  10.  Of- 
fice of  CME.  Charlottesville  22901. 

Advances  in  Cancer  Treatment  and  Research, 
sponsored  by  the  Baltimore  Cancer  Research  Cen- 
ter, National  Cancer  Institute  and  the  University 
of  Maryland  School  of  Medicine,  Baltimore,  March 
25-26.  Program  of  Continuing  Education,  655 
West  Baltimore  Street,  Rm  14-016,  Baltimore  MD 
21201. 

April 

Child  Abuse  and  Neglect/Psychological  Aspects, 
sponsored  by  the  Department  of  Pediatrics,  Uni- 
versity of  Virginia  School  of  Medicine,  Charlottes- 
ville, April  14.  Office  of  CME,  Charlottesville 
22901. 

Management  of  Common  Endocrine  Problems,  spon- 
sored by  the  Department  of  Medicine,  University 
of  Virginia  School  of  Medicine,  Charlottesville, 
April  15.  Office  of  CME,  Box  368,  Charlottesville 
VA  22901. 

Stoneburner  Lecture  Series,  “Safety  in  Anesthesia,” 
sponsored  by  the  Department  of  CME,  MCV,  and 
Virginia  Society  of  Anesthesiologists,  Richmond, 
April  15-16.  Department  of  CME,  Box  91,  MCV 
Station,  Richmond  VA  23298. 

Seventh  Charles  W.  Thomas  Lecture,  “Juvenile 
Rheumatoid  Arthritis,”  sponsored  by  the  Division 
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of  Immunology  and  Connective  Tissue  Diseases, 
MCV,  Richmond,  12  noon,  April  19.  Shaun  Ruddy, 
MD,  Box  263,  MCV  Station,  Richmond  VA 
23298. 

Swineford  Allergy  Conference,  sponsored  by  Depart- 
ment of  Medicine,  University  of  Virginia  School  of 
Medicine,  Charlottesville,  April  29.  Office  of  CME, 
Box  368,  Charlottesville  VA  22901. 

Annual  Meeting,  Virginia  Society  of  Ophthalmology 
and  Otolaryngology,  New  Cavalier  Hotel,  Virginia 
Beach,  May  4-7.  May 

Pediatric  and  Adolescent  Endocrinology  and  Metab- 
olism, sponsored  by  the  Department  of  Pediatrics, 
University  of  Virginia  School  of  Medicine,  Char- 
lottesville, May  5-7.  Dr.  Robert  M.  Blizzard,  Box 
201,  Charlottesville  VA  22901. 


MD’s  and  Politics 

How  Virginia  physicians  can  affect  the  political 
process  will  be  a key  topic  at  the  AMPAC  Seminar 
sponsored  by  VaMPAC  and  The  Medical  Society  of 
Virginia  at  Williamsburg  on  March  5.  AMPAC 
board  and  staff  members  will  also  describe  the  gen- 
eral direction  AMPAC  will  take  during  the  next  two 
years,  ways  to  build  PAC  membership,  the  Washing- 
ton legislative  scene  and  the  current  status  of  the  FEC 
vs  AMPAC.  A guest  speaker  will  discuss  the  direc- 
tion and  mood  of  political  action  in  American  medi- 
cine. Time:  10  am  to  3 pm  with  complimentary  lunch- 
eon for  physicians,  their  wives  and  guests.  Dr.  Girard 
V.  Thompson,  Sr.,  VaMPAC  Chairman,  will  preside. 


Reading  Retreat 

The  American  College  of  Physicians,  Virginia 
Chapter,  invites  Virginia  physicians  to  a unique  read- 
ing retreat  at  the  Virginia  Beach  Holiday  Inn,  March 
5-6.  Literature  in  the  areas  of  cardiology  and  endocri- 
nology will  be  read  and  discussed,  with  Drs.  Patrick 
Burke,  William  Smith,  David  Propert  and  H.  St. 
George  Tucker  as  leaders,  as  well  as  selections  from 
the  current  literature  on  issues  that  trouble  daily 
practice.  To  conclude,  a round  table  discussion  will 
be  led  by  physicians  from  private  practice  and  the 
medical  schools.  Reservations  are  limited  to  30  physi- 
cians. Registration  fee  is  $50.  Send  check,  payable  to 
the  American  College  of  Physicians,  to  Dr.  Donald 
M.  Switz,  Box  908,  MCV  Station,  Richmond  VA 
23298. 


JOHNSTON-WILLIS 

HOSPITAL 

RICHMOND,  VIRGINIA 


A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SECTION 


For  the  Discriminating 
Eye  Physician 

Depend  on  the  Services  of  a 
Guild  Optician 


IN  LYNCHBURG,  VA. 

A.  G.  JEFFERSON 

INC. 
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REGISTERED  OPTICIANS 
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Joseph  Coates,  MD 

Dr.  Joseph  Coates,  Galax,  Virginia,  died  May  21, 
1976,  of  cardio-respiratory  arrest  at  the  age  of  82 
years.  He  had  been  a general  practitioner  in  the  Gray- 
son-Galax-Carroll  area  for  52  years. 

After  service  in  World  War  I,  Dr.  Coates  resumed 
his  schooling  and  was  graduated  from  the  Medical 
College  of  Virginia,  Richmond,  in  1922.  He  served  a 
junior  internship  at  the  Old  Soldiers  Home  and  an 
internship  at  the  Retreat  for  the  Sick,  both  in  Rich- 
mond, then  went  on  to  postgraduate  work  at  the 
Polytechnic  Institute  in  New  York  and  Tulane  Uni- 
versity. 

Dr.  Coates  was  a life  member  of  the  American 
Medical  Association  and  the  Southern  Medical 
Society  and  a 50-Year  Club  member  of  The  Medical 
Society  of  Virginia.  He  was  a Norfolk  and  Western 
Railway  surgeon. 

Charles  G.  Fox,  Jr.,  MD 

Dr.  Charles  G.  Fox,  Jr.,  Pulaski,  Virginia,  died 
June  26,  1976,  in  the  Medical  College  of  Virginia 
Hospital,  Richmond,  of  pulmonary  emphysema  and 
cor  pulmonale.  He  was  60  years  of  age. 

A general  practitioner,  Dr.  Fox  was  graduated 
from  the  Medical  College  of  Virginia  in  1942  and 
took  his  residency  at  the  General  Hospital,  Louis- 
ville, Kentucky. 

Harold  H.  Golz,  MD 

Dr.  Harold  H.  Golz,  Kilmarnock,  Virginia,  retired 
medical  director  of  the  American  Petroleum  Institute 
in  Washington,  died  November  7,  1976,  at  the  age  of 
66. 

After  graduation  in  1934  from  the  Johns  Hopkins 
University  Medical  School,  Dr.  Golz  interned  in 
Clarksburg,  West  Virginia,  and  then  entered  the 
army,  serving  as  chief  of  medicine  in  hospitals  in 
North  Africa  and  Naples.  After  the  war,  he  was  chief 
of  medicine  for  the  Arabian-American  Oil  Company 
in  Saudi  Arabia  and  then  joined  the  American  Cy- 
namid  Company  as  assistant  medical  director.  From 
there  he  went  to  the  Institute,  retiring  in  1973. 

He  was  a member  of  the  board  of  directors  of  the 
Industrial  Medical  Association  and  in  1973  was  given 


its  William  S.  Knudsen  Award  for  outstanding  con- 
tributions to  industrial  medicine.  He  had  served  as 
president  of  the  American  Association  of  Occupa- 
tional Medicine. 

Charles  E.  Holderby,  MD 

At  the  age  of  76,  Charles  Edward  Holderby,  MD, 
Newport  News,  died  November  25,  1976.  He  was  a 
general  practitioner. 

Dr.  Holderby  was  a native  of  Richmond,  where  he 
was  graduated  from  the  Medical  College  of  Virginia. 
He  was  a member  of  The  Medical  Society  of  Vir- 
ginia’s 50-Year  Club.  He  had  practiced  in  Newport 
News  for  35  years  and  was  an  honorary  member  of 
the  medical  staff  of  Riverside  Hospital  in  Newport 
News. 

R.  Brooks  Hunt,  MD 

At  56  years  of  age,  Dr.  R.  Brooks  Hunt,  Rich- 
mond, died  November  9,  1976.  He  had  been  an  ear, 
nose  and  throat  specialist  in  Richmond  for  22  years. 

A native  of  Clendenin,  West  Virginia,  Dr.  Hunt 
was  graduated  from  the  W ashington  U niversity  Med- 
ical School,  St.  Louis,  and  served  in  both  the  army 
and  navy  medical  corps  during  World  War  II.  He  was 
a diplomate  of  the  American  Board  of  Otolaryn- 
gology and  a fellow  of  the  American  College  of  Sur- 
geons. His  memberships  included  the  America  Medi- 
cal Association,  The  Medical  Society  of  Virginia,  the 
American  Broncho-Esophagological  Association  and 
the  American  Laryngological,  Rhinological  and 
Otological  Society. 

His  wife  and  a daughter  survive  him. 

John  Davis  Middlemas,  MD 

At  the  age  of  55  years,  Dr.  John  Davis  Middlemas, 
Orange,  Virginia,  died  November  8,  1976,  in  a Char- 
lottesville hospital. 

Dr.  Middlemas  was  a graduate  of  the  College  of 
Charleston  in  South  Carolina  and  completed  his  res- 
idency at  the  University  of  Virginia,  Charlottesville. 
He  had  practiced  in  Orange  since  1947.  In  the  late 
’40s  he  served  as  the  doctor  for  Woodberry  Forest 
School  in  Madison  County,  and  from  1953  to  1955  he 
served  in  the  navy.  He  had  been  a member  of  The 
Medical  Society  of  Virginia  for  28  years. 
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Up,  Up 
and  Away! 

To  Switzerland,  Italy,  and  the 
French  Riviera!  That's  the  route  of 
the  next  MSV-INTRAV  travel  ad- 
venture. 

It  will  be  a two-week  tour  of  special 
pleasures,  with  four-day  stops  in  Lau- 
sanne, Switzerland,  by  the  beautiful 
blue  waters  of  Lake  Geneva;  in  Flor- 
ence, Italy,  glory  of  Renaissance  art 
and  architecture ; and  in  Nice, 
France,  lively  capital  of  the  Riviera. 

The  flight  over  will  be  by  jet;  be- 
tween the  three  “ports  of  call”  you 
will  enjoy  the  speed  and  comfort  of 
chartered  European  trains,  their  pic- 
ture-windows providing  unparalleled 
views  of  some  of  Europe’s  loveliest 
landscape. 

Departure  date  is  July  22.  Make 
your  plans  now! 
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Virginia  Medical  Classified  insertions  accepted  at  the  dis- 
cretion of  the  Editor.  Rates:  $10  per  insertion  for  50  words  or 
less,  I0<t  per  word  in  excess  of  50.  Classified  display  available 


at  $20  per  50  words.  Copy  due  by  the  fifth  of  the  month  prior 
to  month  of  publication.  Send  to  the  Managing  Editor,  4205 
Dover  Road,  Richmond  VA  23221. 


ADMITTING  PHYSICIAN  wanted  to  serve  irregular 
hours  (weekends,  nights,  etc.)-  This  is  a full-time,  full-sala- 
ried Veterans  Administration  appointment.  Excellent  salary 
commensurate  with  experience  and  training.  Equal  opportun- 
ity employer;  no  malpractice  problems.  Beautiful  area  with 
good  climate  in  Blue  Ridge  area  of  Virginia  near  Roanoke. 
Dean’s  Committee  hospital  associated  with  University  of 
Virginia  with  an  excellent  staff.  Apply  Chief,  Outpatient 
Section,  VA  Hospital,  Salem  VA  24153  or  call  703  982- 
2463,  Ext.  459. 

PUBLIC  HEALTH:  The  Virginia  State  Health  Depart- 
ment has  positions  for  medical  directors  of  child  development 
clinics  in  Winchester  and  Roanoke,  Virginia.  These  positions 
are  classified  as  Public  Health  Clinician  B with  a salary 
range  of  $29,300  to  $36,400.  Applicants  must  have  had  pe- 
diatric training  and  are  required  to  be  licensed  to  practice 
medicine  in  Virginia  at  time  of  employment.  Inquire:  Direc- 
tor of  Bureau  of  Child  Health,  Virginia  State  Department  of 
Health,  Richmond  VA  23219.  Telephone  804  786-7367.  An 
Equal  Opportunity  Employer. 

SOUTHERN  VIRGINIA  Mental  Health  Institute,  Dan- 
ville, Virginia:  Family  practice  or  general  practice  physician 
for  new  100  bed  short  term  regional  psychiatric  hospital  with 
outpatient,  partial  hospitalization  and  family  services.  Pro- 
jected staff  of  7 psychiatrists.  Physician  would  be  responsible 
for  medical  aspects  of  total  care  and  coordinate  specialty 
consultant  staff  service.  Patients  will  be  primarily  voluntary, 
ages  14-60,  selected  on  basis  of  need  for  short  term  hospital 
followup  care  with  rapid  return  to  community.  Physician 
would  be  administratively  responsible  to  Director.  Address 
inquiries  to  Aldo  W.  Mell,  MD,  Director,  Southern  Virginia 
Mental  Health  Institute,  382  Taylor  Drive,  Danville  VA 
24541,  telephone  804  799-6220. 

DOCTOR’S  OFFICE  FOR  RENT,  approximately  1,000 
sq  feet,  Bon  Air  Medical  Building,  8710  Choctaw  Road, 
Richmond  VA  23235.  Contact  Gray  Realty  Corp.,  804 
353-4610,  or  804  320-7971. 

WANTED  TO  BUY,  medical  examining  room  furniture: 
tables,  cabinets,  treatment  stands  and  stools.  Telephone 
(804)  458-8535. 

ARE  YOU  MOVING?  Please  let  us  know!  Send  your 
address  plus  your  mailing  label  with  ME  number  to 
Virginia  Medical,  4205  Dover  Road,  Richmond  VA  23221. 
Thank  You! 


PHYSICIANS 

Numerous  opportunities  at  various  locations  throughout 
Virginia.  Salaries  from  $24,500  to  $45,300  plus  annual 
salary  supplements  of  $500,  $1,000,  or  $1,500  for  com- 
pletion of  Psychiatric  Residency,  Board  Eligibility  in  Psy- 
chiatry, or  Board  Certification  in  Psychiatry  respectively. 
Medical  and  administrative  malpractice  coverage  pro- 
vided. Excellent  retirement  plan,  group  life  insurance  and 
group  hospitalization.  Liberal  fringe  benefits  include  11 
holidays  and  two  weeks  per  year  educational  leave  with 
three  months  educational  leave  possible  at  7-year  inter- 
vals. Good  vacation  and  sick  leave  policy.  Flexible  work 
schedules  and  private  practice  permitted  during  off  hours. 
Academic  appointments  encouraged.  Must  be  licensed  to 
practice  medicine  in  Virginia.  Level  of  appointment  based 
on  training  and  experience  beyond  MD.  Send  resume  of 
qualifications  to:  Personnel  Director,  Department  of 
Mental  Health  and  Retardation,  PO  Box  1797,  Rich- 
mond, Virginia  23214  or  call  804  786-3918  for  appli- 
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MEDICAL  DIRECTOR  Appalachian  Red  Cross  Blood 
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WHO’S 

WHO 

INVIRGIINIAMEDICINE 

New  chairman  of  the  Board  of 
Regents  of  the  American  College  of 
Surgeons,  the  College’s  top  execu- 
tive post,  is  William  H.  Muller,  Jr., 
MD,  Charlottesville.  He  was  elected 
at  the  annual  clinical  congress  in 
Chicago  recently.  Dr.  Muller  is 
chairman  of  the  department  of  sur- 
gery at  the  University  of  Virginia's 
School  of  Medicine  and  is  also  the 
University’s  vice-president  for 
health  affairs.  He  has  previously 
been  president  of  the  American  and 
the  Southern  Surgical  Associations 
and  is  the  only  person  to  have  held 
those  offices  simultaneously. 

“Swine-Influenza  Infection  in  Ci- 
vilians” is  the  title  of  a report  of  five 
Virginia  physicians  in  a recent  issue 
of  the  New  England  Journal  of  Medi- 
cine. The  authors  are  Drs.  Robert  L. 
Thompson,  Merle  A.  Sande,  Richard 
P.  Wenzel,  Charles  H.  Hoke,  Jr., 
and  Jack  M.  Gwaltney,  Jr.,  all  of 
Charlottesville  and  all  MSV  mem- 
bers. Their  article,  including  two 
case  reports,  was  written  in  coopera- 
tion with  the  Bureau  of  Epide- 
miology, the  CDC,  Atlanta. 

“Tickborne  Oculoglandular  Tula- 
remia,” a case  report  and  review  of 
seasonal  experience  with  tularemia 
and  its  vectors  in  Virginia  over  the 
13  years  1962-1974,  is  published  in  a 
recent  issue  of  Archives  of  Internal 
Medicine.  The  authors  are  four  Vir- 
ginians; one  of  them,  Marion  K. 
Humphries,  Jr.,  MD,  Charlottes- 
ville, is  an  MSV  member.  The  others 
are  Dr.  Richard  L.  Guerrant,  a col- 
league of  Dr.  Humphries  at  the  Uni- 
versity of  Virginia  School  of  Medi- 
cine, and  Dr.  Robert  S.  Jackson  and 
Joanne  E.  Butler  of  the  Department 
of  Health,  Richmond  (Dr.  Jackson 
is  State  Epidemiologist).  The  study 
shows  a bimodal  seasonal  incidence 
of  tularemia  with  an  associated  vec- 


tor exposure  in  77.4%  of  106  cases. 
The  majority  of  cases  documented 
during  the  winter  months  were  asso- 
ciated with  rabbit  exposure,  while 
those  in  summer  months  were  often 
associated  with  tick  exposure. 

William  R.  Drucker,  MD,  Char- 
lottesville, is  the  new  president-elect 
of  the  American  Association  for  the 
Surgery  of  Trauma.  He  was  elected 
at  the  association’s  recent  annual 
meeting  in  Colorado  Springs.  Dr. 
Drucker  is  dean  of  the  University  of 
Virginia  School  of  Medicine. 

Three  MSV  members  are  coau- 
thors of  “The  Charlottesville  Blood- 
Pressure  Survey:  Value  of  Repeated 
Blood-Pressure  Measurements”  in  a 
recent  issue  of  JAMA.  They  are 
Robert  M.  Carey,  MD,  Robert  A. 
Reid,  MD,  and  E.  Darracott 
Vaughan,  Jr.,  MD,  all  of  the  Uni- 
versity of  Virginia  School  of  Medi- 
cine, Charlottesville.  Of  12,371 
adults  screened,  they  found  20% 
classifiable  as  hypertensive;  after  re- 
peated BP  measurement,  however, 
there  were  only  9%  with  sustained 
hypertension,  while  11%  had  labile 
hypertension.  Sixty  percent  of  the 
cases  of  sustained  hypertension  had 
been  either  undiagnosed,  untreated 
or  inadequately  treated.  Labile  hy- 
pertension was  most  prevalent  in  the 
young  and  decreased  with  age;  it 
was  found  to  represent  52%  of  the 
population  initially  identified  as 
having  hypertension. 

C.  J.  Tegtmeyer,  MD,  Charlottes- 
ville, is  the  author  of  “Complica- 
tions of  Cardiac  Pacemakers,”  pub- 
lished in  a recent  issue  of  Family 
Physician,  the  journal  of  the  Ameri- 
can Academy  of  Family  Physicians. 

Michael  A.  Noon,  MD,  and 
Charles  E.  Hess,  MD,  Charlottes- 
ville, are  coauthors  of  an  article  pub- 
lished recently  in  the  Southern  Medi- 
cal Journal  titled  “Acute  Leukemia 
in  Adults:  Comparison  of  Survival 
Between  Treated  and  an  Untreated 
Group.”  Their  results,  documenting 
84  patients,  demonstrate  that  “im- 
proved survival  in  acute  leukemia  in 
adults  depends  on  the  induction  of 
either  a complete  or  partial  remis- 
sion with  aggressive  chemotherapy.” 
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A character 

all  its  own. 

Valium  (diazepam)  is  a 
benzodiazepine  with  a 
character  all  its  own. 
Pharmacologically,  it  has  been  described 
as  more  potent  mg-per-mg  than  other 
available  anxiolytic  benzodiazepines. 
Pharmacokinetically,  only  Valium  pro- 
vides active  diazepam  as  well  as  the 
active  metabolites  3-hydroxydiazepam, 
desmethyldiazepam  and  oxazepam. 

But  the  individual  character  of 
Valium  is  even  more  apparent  clinically 
than  pharmacokinetically.  And  far  more 
significant.  That’s  because  of  the  patient 
response  obtained  with  Valium.  A re- 
sponse which  brings  a calmer  frame  of 
mind.  A response  which  has  a pro- 
nounced effect  on  the  somatic  symp- 
toms of  anxiety,  particularly  muscular 
tension.  A response  which  helps  the  pa- 
tient feel  more  like  himself  again  be- 
cause of  the  way  Valium  reduces  the 
overwhelming  symptoms  of  anxiety  and 
psychic  tension. 

Another  important  aspect  of  the 
clinical  character  of  Valium  is  safety. 
Though  drowsiness,  ataxia  and  fatigue 
are  possible,  these  and  more  serious 
side  effects  are  rarely  a problem.  Of 
course,  as  with  all  CNS-acting  drugs, 
patients  taking  Valium  should  be  cau- 
tioned against  driving,  operating 
dangerous  machinery  or  the  simultane- 
ous ingestion  of  alcohol. 

Unquestionably,  many  psychother- 
apeutic agents,  including  other  benzo- 
diazepines, have  antianxiety  effects. 

But  one  fact  remains:  you  get  a certain 
kind  of  patient  response  with  Valium. 

It’s  a response  you  want.  A response 
you  know.  A response  you  trust  as  part 
of  your  overall  management  of  anxiety 
and  psychic  tension. 

Valium 

(diazepam)^ 

2-mg,  5-mg,  10 -mg  scored  tablets 

a prudent  choice  in  psychic- 
tension  and  anxiety 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Tension  and  anxiety  states:  somatic 
complaints  which  are  concomitants  of  emotional  fac- 
tors: psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms 
or  agitation:  symptomatic  relief  of  acute  agitation, 
tremor,  delirium  tremens  and  hallucinosis  due  to 
acute  alcohol  withdrawal:  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathol- 
ogy; spasticity  caused  by  upper  motor  neuron  dis- 
orders; athetosis;  stiff-man  syndrome;  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the 
drug.  Children  under  6 months  of  age.  Acute  narrow 
angle  glaucoma;  may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively 
in  convulsive  disorders,  possibility  of  increase  in  fre- 
quency and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity 
of  seizures  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and  al- 
cohol) have  occurred  following  abrupt  discon- 
tinuance (convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful  surveil- 
lance because  of  their  predisposition  to  habituation 
and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should  al- 
most always  be  avoided  because  of  in- 
creased risk  of  congenital  malformations 
as  suggested  in  several  studies.  Consider 
possibility  of  pregnancy  when  instituting 
therapy;  advise  patients  to  discuss  therapy 
if  they  intend  to  or  do  become  pregnant. 
Precautions:  If  combined  with  other  psycho- 
tropics  or  anticonvulsants,  consider  carefully  phar- 
macology of  agents  employed;  drugs  such  as 
phenothiazines,  narcotics,  barbiturates,  MAO  in- 
hibitors and  other  antidepressants  may  potentiate  its 
action.  Usual  precautions  indicated  in  patients  se- 
verely depressed,  or  with  latent  depression,  or  with 
suicidal  tendencies.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and  debilitated 
to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue,  de- 
pression, dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary  re- 
tention, blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations,  in- 
creased muscle  spasticity,  insomnia,  rage,  sleep  dis- 
turbances, stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  ot 
neutropenia,  jaundice;  periodic  blood  counts  and 
liver  function  tests  advisable  during  long-term 
therapy. 
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Up  Front: 

"The  Illusion  of  Leadership” 


The  concept  of  forced  member- 
ship in  the  American  Medical  Asso- 
ciation, euphemistically  called  uni- 
fied membership,  has  been  debated 
throughout  the  state  with  great 
vigor;  and  although  it  suffered  at 
least  a temporary  setback  at  the  An- 
nual Meeting  in  Williamsburg,  it 
piay  yet  arise  like  the  phoenix  from 
its  own  ashes. 

During  the  debates  a variety  of 
issues  arose;  however,  those  of  us 
who  fought  against  unified  member- 
ship did  so  basically  because  of  the 
moral  issue  involved.  Interestingly, 
the  proponents  of  unified  member- 
ship suggested  other  reasons  for  our 
opposition  to  the  concept,  thereby 
indirectly  suggesting  that  we  were, 
among  other  things,  ill-informed  re- 
garding the  activities  of  the  Ameri- 
can Medical  Association,  unable  to 
visualize  the  crisis  facing  practioners 
of  medicine  and  alternatively  too 
tight-fisted  to  pay  the  yearly  dues! 
All  of  these  points  were  rather  easily 
rebutted,  yet  it  seemed  quite  difficult 
to  explain  the  immorality  of  forcing 
independent  professionals  such  as 
ourselves  to  join  an  organization 
which  we  do  not  wish  to  join.  Many 
current  AMA  members  in  Virginia 
feel  similarly,  it  is  pertinent  to  point 
out,  and  could  easily  square  their 
own  individual  support  for  the  .or- 
ganization with  a stand  against 
membership  being  forced  on  their 
brethren. 

In  discussions  prior  to  the  Annual 
Meeting  and  in  the  Reference  Com- 
mittee meeting  considering  this 
amendment  at  Williamsburg,  it  be- 
came abundantly  clear  that  the  vast 
majority  of  Society  members 
throughout  the  state  opposed  uni- 
fied membership.  This  could  and 
was  determined  by  various  polls  of 


component  medical  societies  and 
certainly  was  clearly  indicated  to  the 
Reference  Committee  during  its 
hearing.  Many  individuals  expressed 
the  sentiment  that  they  would  resign 
from  The  Medical  Society  of  Vir- 
ginia rather  than  be  forced  to  join 
the  American  Medical  Association, 
so  in  view  of  these  and  lesser  degrees 
of  opposing  sentiment,  many  of  us 
felt  that  the  amendment  would  be 
soundly  defeated. 

Surprisingly,  at  the  meeting  of  the 
House  of  Delegates  on  the  next  day, 
a clear  majority  of  delegates  voted  in 
its  favor,  although  the  amendment 
failed  to  garner  the  necessary  two- 
thirds  majority  for  passage.  This  as- 
tounding fact  has  created  a whole 
new  issue,  which  I would  term  the 
illusion  of  leadership. 

Stated  simply,  how  can  we  enter 
the  present  period  of  crisis  facing  the 
private  practice  of  medicine  when 
our  own  leadership  is  so  out  of 
touch  with  the  desires  of  its  elector- 
ate that  it  attempts  to  legislate 
against  the  wishes  of  the  electorate? 
The  answer,  I suppose,  is:  not  very 
confidently.  It  may  be  simplistic,  but 
I should  like  to  repeat  President 
Washington’s  admonition  that  he 
and  other  leaders  are  the  servants  of 
the  people,  rather  than  some  Neo- 
Beings  elevated  by  election  to  a posi- 
tion of  superior  knowledge  and 
moral  potency.  What  I seem  to  be 
suggesting,  therefore,  is  that  lead- 
ership should  in  large  part  draw  its 
ideas  and  strengths,  and  indeed  its 
very  own  franchise,  from  those  very 
people  being  led.  Should  they  wish 
to  present  an  effective  interface  to 
both  our  friends  and  enemies  out- 
side of  the  Society,  our  leaders 
might  first  take  a small  dose  of  hu- 
mility and  recognize  that  their  true 
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strength  flows  from  the  individual 
energies,  good  will  and  affection  of 
the  many  stalwart  individuals  who 
make  up  this  great  medical  society. 
Like  the  mighty  river,  they  owe  their 
very  existence  to  the  multitude  of 
small  streams  in  the  hinterlands. 

Having  had  the  opportunity  of 
meeting  many  of  the  leaders  of  our 
Society  and  realizing  that  they  are 
decent,  hard-working  men  of  good 
will,  I have  every  confidence  that 
they  will  heed  the  message  implicit 
in  this  editorial,  cast  away  the  illu- 
sion of  leadership  and  provide  us 
with  the  real  essence  of  leadership, 
of  which  they  are  most  capable. 

Paul  G.  Rochmis,  MD 
Fairfax,  Virginia  W 


Letters 

The  Debate  Continues 

I believe  that  the  letter  by  Dr. 
James  M.  Moss  entitled  “A  Vote  in 
Favor  of  AMA  Membership”  which 
appeared  in  the  November.  1976,  is- 
sue deserves  a comment. 

Dr.  Moss  states,  “The  freedom 
from  regimentation  that  has  made  it 
possible  for  the  American  physician 
to  become  the  most  effective  physi- 
cian in  the  world  was  paid  for  by  the 
sacrifices  of  our  forefathers.  The 
preservation  of  this  freedom  is  ex- 
pensive.” However,  the  very  organi- 
zation that  emphasizes  freedom 
denies  its  members  an  opportunity 
to  express  their  opinions.  Freedom 
for  the  organization  should  also 
mean  freedom  for  its  members.  Dr. 
Moss  also  states,  “Some  physicians 
expect  their  specialty  societies  to 
represent  them.  No  specialty  society 
can  afford  a large  enough  staff.” 
This  dictatorial  policy  of  the  AMA 
must  be  modified  if  the  membership 
is  to  be  increased  by  the  voluntary 


method  that  now  exists  in  the  state 
of  Virginia. 

Charles  L.  Baird,  Jr.,  MD, 

Richmond , Virginia. 


Sir  William  Defended 

As  a native  of  Glasgow,  the  home 
of  the  great  Scottish  surgeon  Sir 
William  Macewen,  I cannot  allow  to 
pass  the  comment  made  in  the  re- 
cent paper  on  brain  abscess  by  Yar- 
borough and  Clare1  in  which  they 
state  that  “mortality  rates  remain  at 
30-60%.  Unfortunately  this  is  com- 
parable to  those  of  Macewen  in 
Scotland  in  1893.”  In  fact  Macewen 
had  only  one  death  in  24  operated 
patients:  this  included  four  patients 
with  cerebellar  abscess  and  these  re- 
sults have  never  been  bettered  to  this 
day.  In  addition  to  this  contribution 
to  medicine,  Sir  William  also  in- 
troduced aseptic  surgery,  developing 
all-metal  surgical  instruments  to  this 
end;  pioneered  endotracheal  in- 
tubation and  osteotomy;  performed 
the  first  pneumonectomy;  in- 
troduced chromic  catgut;  and  is  now 
recognized  before  Cushing  and  Hor- 
sley as  the  first  great  pioneer  of  cra- 
niospinal surgery. 

J.  Douglas  Miller,  MD, 
Richmond,  Virginia 
1.  Yarbrough  TP,  Clare  F;  Brain  ab- 
scess, diagnostic  and  therapeutic 

problems.  Va  Med  103:816,  1976 

The  above  letter  was  referred  to  the 
authors  for  comment,  and  Dr.  Clare 
replies  as  follows: 

My  only  comment  is  that  cer- 
tainly Sir  William  Macewen  was  an 
amazing  individual  and  his  results 
are  to  be  envied.  I feel  it  would  be 
very  interesting  if  Dr.  Miller  would 
write  an  article  on  Sir  William  for 
the  journal  as  I think  it  would  be 
most  interesting  to  hear  more  of  this 
amazing  physician. 
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AMERICAN  MEDICAL  LABORATORIES,  INC. 

(formerly  Northern  Virginia  Pathology  Laboratories,  Inc.) 

11091  Main  Street 
Fairfax,  Virginia  22030 
Phone:  (703)  273-7400 


NEW  DIAGNOSTIC 
SERVICES  IN: 

TRANSMISSION  ELECTRON  MICROSCOPY  (TEM) 

ULTRATHIN  SECTION  STUDIES  ON: 

BIOPSY  TISSUE 
CELLS 
VIRUSES 
BACTERIA 
RICKETTSIA 
FUNGI 


IMMUNO-ELECTRON  MICROSCOPY 
NUCLEIC  ACID  VISUALIZATION 
AUTORADIOGRAPHY 
FREEZE  FRACTURE  AND  ETCHING 


Analysis  of  fine  structural  alterations  in  diseased  tissue  are  becoming  a 
common  feature  in  many  of  the  reports  now  appearing  in  publications 
related  to  pathology.  This  applies  to  both  experimental  pathology  and  more 
recently  to  diagnostic  pathology.  Transmission  Electron  Microscopy  (TEM) 
has  progressed  from  being  a status  symbol  employed  by  few  specialists,  to 
the  stage  where  it  is  gaining  acceptance  as  a diagnostic  tool. 

We  are  happy  to  announce  the  additional  service  of  electron  microscopy 
to  our  laboratories.  This  is  the  first  instance  pf  diagnostic  electron 
microscopy  being  offered  in  the  Metropolitan  Washington  area  on  a 
service  basis. 

AMERICAN  MEDICAL  LABORATORIES  is  a full-service  laboratory, 
operated  and  supervised  by  pathologists,  and  dedicated  to  providing 
prompt  and  accurate  results. 

GENTLEMEN:  PLEASE  SEND  ME 

□ A Copy  of  Your  Professional  Services  Manual 

□ A Copy  of  Your  Capabilities  Brochure 

□ Electron  Microscopy  Special  Mailing  Containers  and  Request  Forms 


NAME 


ADDRESS 
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How  to  Negotiate  Successfully 

J.  Paige  Clousson,  Chicago,  Illinois 


. . Physicians  are  professionals  providing  a service  in  a unique  physician- 
patient  relationship  . . . Most  of  their  problems  have  been  caused  by  third 
parties”  with  whom  they  must  negotiate. 


WHAT  ARE  NEGOTIATIONS?  As  I see  it. 

negotiation  is  a pragmatic  exercise — a pro- 
cedure for  obtaining  an  end.  The  successful  negotia- 
tor will  not  hold  your  coat  while  you  and  someone 
else  fight.  He  is  not  a knight  on  a white  horse  who  will 
lead  the  charge  into  the  valley  of  defeat.  He  is,  in- 
stead, someone  who  will  attempt  to  accomplish  a 
difficult  goal  and  if  he  loses  the  fight  at  first,  will 
return  to  fight  again.  For  physicians,  negotiating 
means  dealing  with  third  parties  individually  or  col- 
lectively to  achieve  goals.  It  means  a confrontation  — 
an  adversarial  relationship,  but  one  which  can  be 
carried  on  in  a most  professional  style. 

Effective  negotiations  depend  upon  a realistic  as- 
sessment of  your  status  vis  a vis  your  adversary.  So, 
before  starting,  decide  who  you  are — and  keep  this  in 

Mr.  Clousson  is  Director  of  the  American  Medical  Asso- 
ciation’s Department  of  Negotiations. 

Presented  at  the  Annual  Meeting  of  The  Medical  Society 
of  Virginia,  Williamsburg,  November  7,  1976. 


your  mind  throughout.  Although  some  physicians 
are,  in  fact,  employees,  most  should  not  consider 
themselves  as  such  because  the  means  by  which  they 
provide  health  care  are  not  subject  to  control  by 
others.  Nor  should  you  think  of  yourselves  as  busi- 
nessmen engaged  in  competitive  trade  with  one  an- 
other because,  as  such,  you  may  be  inviting  regu- 
lation under  antitrust  laws.  Physicians  are 
professionals  providing  a service  in  a unique  physi- 
cian-patient relationship  which  must  be  protected  for 
the  public  good.  Most  of  their  problems  have  been 
caused  by  third  parties,  who  have  pushed  themselves 
into  this  relationship. 

With  whom  will  you  negotiate?  Since  our  present 
adversaries  are  third-party  intervenors,  their  view  of 
you  becomes  important.  Many  hospital  administra- 
tors view  medical  staff  as  being  “inventory”  or,  put 
another  way,  a “cost  factor”  in  the  hospital’s  finan- 
cial management.  Many  insurors  look  upon  physi- 
cians as  being  merely  another  expense  item  which 
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must  be  deducted  from  income  in  determining  profit. 
Government  agencies  may  not  even  be  this  straight- 
forward. Sometimes  I think  they  view  you  as  an 
excuse  for  building  another  government  bureaucracy. 
These  are  the  adversaries  with  whom  you  will  be 
negotiating. 

What  are  the  personality  traits  of  our  adversaries? 
According  to  our  industrial  psychologist,  many  hos- 
pital administrators  exhibit  definite  manipulative  per- 
sonalities with  frequent  secondary  egocentric  traits. 
Pity  them,  however,  because  they  may  be  this  way 
from  dealing  with  labor  unions  representing  special 
interest  groups  of  nurses  and  service  employees  who 
demand  a constantly  larger  slice  of  third-party  pay- 
ments for  their  own  wages  and  fringes.  (You  will  have 
to  deal  with  these  groups,  too,  in  competing  for  re- 
sources for  patient  care.)  A similar  psychological 
evaluation  may  be  given  the  top  executives  of  those 
insurance  companies  who  necessarily  are  governed  by 
a need  to  increase  profits.  On  the  other  hand,  how- 
ever, the  first  line  of  insurance  company  employees 
and  government  bureaucrats  which  you  will  encoun- 
ter in  negotiations  have  been  described  as  having 
tribalistic  personalities.  That  means,  above  all  else, 
that  insurance  company  department  heads  and  gov- 
ernment agents  will  follow  the  safe  course  of  blindly 
following  their  leader. 

Your  negotiating  tactics  can  be  partially  tailored  to 
the  personality  traits  of  your  adversary.  Some  physi- 
cians make  good  negotiators  because  of  their  flex- 
ibility. They  are  able  to  engage  in  role-playing  with 
an  adversary  in  order  to  use  the  most  effective  psy- 
chological approaches.  For  example,  the  manipu- 
lative adversary  can  best  be  handled  in  an  imper- 
sonal, objective,  rational  manner  with  social  welfare 
arguments.  Egocentric  personalities  can  best  be  han- 
dled with  a firm  hand  and  subtle  guidance  through 
acceptance  and  encouragement  wherever  possible. 

Next,  you  should  acquire  an  understanding  of  the 
techniques  of  effective  negotiations,  whether  they  be 
formal  or  the  type  you  carry  on  everyday  on  the 
telephone  and  across  the  desk.  It’s  necessary  for  you 
to  establish  your  bottom  line,  that  is,  what  you  really 
want  to  accomplish.  For  example,  regarding  health 
service  agencies:  in  dealing  with  this  you  will  have  to 
decide  whether  you  want  to  try  to  make  it  impotent 
by  refusing  to  support  it  or  want  it  to  coexist  with  you 
on  a friendly  basis.  Incidentally,  your  bottom  line 
always  will  be  different  from  your  initial  position  or 
the  fail-back  position  you  will  develop  as  bargaining 
sessions  continue. 

Get  and  maintain  the  initiative.  Force  others  to 
react  to  you.  Preparation  should  include  knowing 
whether  the  party  across  the  table  from  you  really  has 
the  authority  to  make  the  decisions,  and  if  not,  who 


does  and  what  that  person  wants.  Preparation  also 
includes  knowing  what  your  constituency  really 
wants.  Flexibility  is  important.  The  best  negotiator 
can  develop  alternative  means  of  reaching  his  goal 
and  has  enough  creativity  to  offer  his  adversary  alter- 
native, acceptable  options  to  his  own  ends. 

Climate  of  negotiations  is  important.  The  prefer- 
able attitude  reflects  your  recognition  that  you  are 
usually  engaging  in  a continuous  bargaining  relation- 
ship. This  makes  the  “win-win”  approach  more  desir- 
able because  if  you  attempt  to  completely  kill  your 
adversary  in  one  negotiation,  he  will  be  forced  to 
reciprocate  at  a later  time.  Although  you  and  your 
opposite  are  adversaries,  you  need  not  be  enemies. 
Apparent  candor  is  always  effective.  Your  loss  of 
temper  can  be  effective  also,  but  never  when  sponta- 
neous. 

Try  to  start  concessions  from  both  sides  on  the  less 
significant  issues.  As  each  side  obtains  something,  the 
momentum  for  final  agreement  on  the  whole  dispute 
will  build. 

When  considering  proposals  and  counter-pro- 
posals, beware  of  assumptions.  Make  certain  that 
you  clearly  understand  what  is  being  said. 

Good  preparation  is  absolutely  essential.  In  nego- 
tiations success  is  10%  inspiration  and  90%  prepara- 
tion. As  for  preparation  of  facts  and  figures,  these 
should  support  persuasive  argument  and  give  you  the 
background  to  handle  the  various  counter  offers 
which  arise  during  talks.  Collect  and  consider  all 
available  data.  You  can  get  a lot  of  information  from 
The  Medical  Society  of  Virginia  or  the  AMA. 

Since  no  one  ever  will  give  you  anything  simply 
because  you  want  it,  it  is  necessary  to  develop  meth- 
ods of  applying  pressure  upon  the  person  with  au- 
thority in  order  to  resolve  stalemates.  These  pressures 
can  take  several  forms.  One  of  these  is  public  pres- 
sure, which  can  be  developed  through  publicity.  An- 
other is  to  call  in  a neutral  third  party  to  recommend 
a solution  to  the  dispute.  Although  this  recommenda- 
tion may  not  be  legally  binding,  experience  has 
shown  that  it  is  likely  to  be  widely  accepted  by  the 
general  public.  Litigation  offers  another  means  of 
pressure  because  it  can  provide  a public  forum  for 
your  arguments.  Also,  of  course,  political  pressures 
can  be  appropriate  in  certain  situations  such  as  deal- 
ing with  government  agencies.  Ultimately,  if  all  else 
fails,  consider  the  use  of  boycotts  such  as  the  refusal 
to  perform  certain  clerical  work  or  the  refusal  to 
participate  in  some  programs  such  as  second  opinion 
programs.  Of  course,  some  may  wish  to  withhold 
services  from  patients  as  a means  of  pressure.  The 
withholding  of  nonessential  services  is  one  thing,  but 
the  general  withholding  of  services  from  patients 
should  be  accepted  only  in  the  most  extreme  situa- 
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tions  where  all  reasonable  approaches  fail.  The  prag- 
matic reason  for  this  is  that  a strike  affects  the  wrong 
party;  instead  of  your  adversary  being  affected,  your 
patient  is  the  one  who  is  affected.  Also,  unions  when 
they  strike  are  willing  to  continue  to  the  bitter  end; 
this  is  necessary  to  success.  I do  not  believe  most 
physicians  are  willing,  at  this  point,  to  withhold  serv- 
ices until  they  get  their  way,  no  matter  what  financial 
burdens  occur.  Also,  the  physicians  must  consider 
their  legal  responsibility  to  patients. 

How  can  your  professional  organization  help  you? 
The  AMA  Department  of  Negotiations  has  worked 
closely  with  medical  societies  in  several  states  over 
problems  of  immediate  concern.  Most  of  these  have 
involved  insurance  company  transgressions.  In  one 
state  it  was  a matter  of  the  insurance  company  im- 
properly advising  patients  that  fees  were  excessive;  in 
another,  an  attempt  to  increase  the  medical  payment 
for  a basic  45-minute  psychological  examination;  in 
another  an  effort  to  dissuade  insurors  from  pressur- 
ing hospitals  to  put  radiologists  and  pathologists  in 
cost-containment  contracts  instead  of  fees  for  service 
arrangements;  in  another  an  attempt  to  stop  a hospi- 
tal governing  board  from  including  undesirable  pro- 
visions in  a new  hospital’s  by-laws.  We  also  have 
provided  advice  and  counsel  to  numerous  county 
medical  societies. 

The  Department  has  worked  closely  with  several 
medical  societies  to  help  establish  some  negotiating 
structure  in  those  societies.  The  most  sophisticated 
structure  now  exists  in  Michigan.  There,  a physician 
negotiating  committee  has  been  established  and  full- 
time staff  person  assigned.  Members  of  the  negotiat- 
ing committee  sit  with  other  society  socioeconomic 
committees  to  provide  some  guidance  on  various  tac- 
tics and  methods  of  resolving  disputes;  the  chairman 
of  the  particular  socioeconomic  committee  usually 
performs  as  spokesman,  but  the  negotiating  com- 
mittee member  will  suggest  ways  to  skin  the  cat,  and 
the  staff  man  gives  resource  and  continuity.  Our  De- 
partment will  come  in  on  call. 

Our  Department  is  working  with  state  medical  so- 
cieties to  cosponsor  negotiating  training  sessions  for 
members  and  officers.  We  provide  most  of  the  faculty 
and  curriculum.  These  supplement  our  national  ne- 
gotiation institutes,  which  have  been  favorably  re- 
ceived. 


Unity  between  medical  societies  is  necessary  to 
successful  negotiations  with  third  parties.  Prec- 
edent is  of  the  greatest  weight  in  dealing  with  third 
parties.  Insurance  companies,  for  example,  con- 
stantly test  us  at  locations  around  the  country.  We 
have  heard  about  the  situation  in  some  nearby  states 
where  insurors  have  made  or  are  trying  across-the- 


board  cuts  of  hospital  reimbursements.  They  won't 
stop  with  hospitals  but  will  try  to  cut  physicians’ 
compensation.  In  fact,  this  has  already  been  at- 
tempted in  some  states  and  the  question  might  be 
“where  next?”  We  also  know  that  in  one  Midwestern 
state  insurors  have  attempted  to  use  hospitals  to  cut 
compensation  of  radiologists  and  pathologists.  Cost 
containment  can  be  another  name  for  telling  you  how 
to  practice.  If  these  moves  go  unchallenged  at  any 
one  place,  they  will  be  tried  in  other  places.  There- 
fore, when  you  oppose  such  a move,  it  is  helpful  that 
you  communicate  the  situation  through  our  Depart- 
ment to  other  societies  so  that  everyone  can  benefit 
from  your  experience.  This  will  help  create  the  unity 
essential  to  effective  negotiations. 

There  are  plenty  of  tasks  for  all.  County  societies 
may  be  best  suited  to  deal  with  hospitals  on  behalf  of 
the  attending  staff  in  obtaining  and  carrying  out  de- 
sirable provisions  in  hospital  by-laws,  such  as  due 
process  provisions,  and  dealing  with  insurors  over 
disputes  about  appropriate  compensation  for  serv- 
ices. State  societies  are  best  suited  to  deal  with  gov- 
ernment and  insurors,  where  political  influence  or 
group  action  is  needed  to  bring  about  proper  fee 
schedules  or  timely  payment. 

I believe  physicians  are  best  suited  to  speak  for 
themselves,  but  in  dealing  with  third  parties  the 
society  executive  is  essential  to  effective  negotiations. 
Only  the  executive  can  provide  the  continuity  to  ac- 
complish an  ultimate  goal  over  a period  of  time,  to 
establish  rapport  with  government  agency  personnel 
in  order  to  achieve  ends  through  credibility  and  trust, 
to  keep  abreast  of  activities  by  HSA’s  so  as  to  guide 
them,  to  marshall  the  data  to  support  persuasive 
argument. 

Physicians  and  executives,  working  together  as  a 
team,  can  apply  the  pressures  to  achieve  ends.  But  in 
the  final  analysis,  the  success  of  physician  negotia- 
tions depends  upon  the  physicians’  ability  to  unify 
and  act  in  a concerted  fashion.  Some  have  said  this 
unity  is  unobtainable  because  of  the  different  inter- 
ests of  physicians;  this  may  be  so  if  one  seeks  to  force 
all  physicians  to  march  in  lock  step  on  all  issues. 
However,  from  what  I have  observed  around  the 
country,  physicians  are  willing  to  give  up  a limited 
amount  of  their  independence  of  thought  on  a spe- 
cific question  in  order  to  prevent  themselves  from 
losing  their  independence  of  action  on  all  questions. 
Because  surely,  as  someone  said,  if  we  don't  hang 
together,  we  will  hang  separately. 

In  conclusion,  since  being  with  the  AMA  I have 
constantly  heard  the  old  invective  that  the  AMA 
reacts  instead  of  acts.  I can  only  say  that  if  you 
commit  yourself  to  negotiations,  you  will  be  grasping 
the  initiative  to  act  instead  of  react.  ■■ 
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iNeurology/Case  Reporti 


A New  Cause  of  Mononeuropathy 

Multiplex 

William  O.  Harris,  Jr.,  MD,  and  Richard  Clark,  MD, 
Newport  News,  Virginia 


A case  of  polyarteritis  nodosa  due  to  drug  abuse  is  reported.  Mononeuropathy 
multiplex  was  an  early  finding. 


The  term  “mononeuropathy  multiplex”  imples  that 
major  peripheral  nerves  malfunction  at  ditlerent 
times  in  different  regions  and  often  in  different  ex- 
tremities. This  syndrome  is  usually  a manifestation  of 
systemic  vasculitis. 

In  1970,  Citron  et  al1  reported  for  the  first  time 
cases  of  necrotizing  angiitis  distinguishable  from 
periarteritis  nodosa  in  14  patients  proven  to  have 
been  using  combinations  of  drugs,  including  narcot- 
ics, stimulants,  hallucinogens  and  depressants.  Selec- 
tive angiography  in  some  patients  and  postmortem 
findings  in  four  cases  showed  a marked,  necrotizing 
angiitis.  The  exact  etiology  of  angiitis  in  these  cases 
was  not  clear,  but  the  patients  had  all  used  in- 
travenous administration  of  drugs  with  a common 
denominator  appearing  to  be  methamphetamines.  Of 
the  four  cases  discussed,  three  had  symptoms  of  sym- 
metrical sensory  or  motor  neuropathy.  None  of  these 
cases  described  had  a typical  picture  of  classical  mon- 
oneuropathy multiplex. 

Approximately  five  months  before  the  publication 
of  the  paper  by  Citron  et  al,  the  author  had  observed 
a patient  who  was  known  to  have  used  intravenous 
heroin  and  amphetamines  and  who  presented  with 
systemic  signs  of  fever  and  developed  typical  symp- 
toms of  mononeuropathy  multiplex.  The  patient  sub- 
sequently developed  encephalopathy  and  died.  At 
postmortem,  this  patient  demonstrated  severe,  necr- 
otizing polyarteritis,  with  peripheral  nerve  in- 
volvement. 

Address  communications  to  Dr.  Harris  at  11  Bruton 
Ave.,  Newport  News  VA  23601. 

Submitted  2-24-76. 


Drug  addiction,  with  resultant  angiitis,  should  be 
considered  in  the  differential  diagnosis  of  patients 
presenting  with  systemic  illness  and  mononeuropathy 
multiplex. 

Case  Report 

A 26-year-old  female  had  been  well  until  May,  1970, 
when  she  developed  weight  loss,  fever,  paresthesias  and 
dysesthesias  in  her  lower  extremities,  greater  on  the  left 
side.  The  patient  had  been  using  intravenous  narcotics, 
including  heroin  and  amphetamines;  she  was  initially  be- 
lieved to  have  bacterial  endocarditis.  Multiple  blood  cul- 
tures and  other  diagnostic  studies  were  negative  and  non- 
diagnostic. Fever  continued,  with  persistent  leukocytosis 
and  anemia  of  8 grams. 

On  the  16th  of  July,  1970,  she  developed  painful  pares- 
thesias involving  the  lateral  aspect  of  the  distal  right  leg  and 
the  precipitous  onset  of  a foot  drop.  On  physical  exam- 
ination at  that  time  the  blood  pressure  was  120/90  and  the 
pulse  84.  The  temperature  was  99.4°  rectally.  She  appeared 
chronically  ill,  with  a normal  mental  status.  The  general 
examination  was  normal  except  for  a Grade  III,  harsh 
systolic  murmur  best  heard  in  the  fourth  intercostal  space 
in  the  left  parasternal  area.  All  pulses  were  palpable.  There 
were  no  abdominal  bruits,  and  the  pertinent  findings  were 
limited  to  the  neurological  system,  where  the  patient  dem- 
onstrated bilateral  foot  drop,  much  greater  on  the  right 
side,  and  a sensory  loss  in  the  distribution  of  the  peroneal 
nerve  to  light  touch  and  pin  prick.  The  deep  tendon  reflexes 
were  intact,  including  the  internal  hamstring  reflexes. 

On  the  20th  of  July  the  patient  developed  painful  numb- 
ness in  the  left  hand,  with  weakness  in  both  the  median  and 
ulnar  nerve  distributions  and  sensory  diminution  to  pin 
prick  and  light  touch  in  the  same  peripheral  nerve  distribu- 
tion. It  was  felt  that  the  patient  had  developed  mon- 
oneuropathy multiplex. 
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Fig.  1.  Cortical  surface  of  kidney  showing  depressed,  in- 
farcted  areas  of  scar. 


Pertinent  laboratory  data  included  a hemoglobin  of  9.2 
gm%,  hematocrit  of  32%,  peripheral  white  blood  cell  count 
of  26,000  per  cu  mm,  86%  polymorphonuclear,  2%  bans, 
8%  lymphocytes,  1%  eosinophil,  1%  basophil  and  a sedi- 
mentation rate  of  28  mm  per  hour.  The  bone  marrow 
showed  granulocytic  hyperplasia.  Serum  iron  was  42  ng% 
and  the  serum  iron  binding  capacity  was  225  ng%.  A 24- 
hour  urine  specimen  was  1850  cc  with  a protein  of  2.24 
gm%.  The  creatinine  clearance  was  42  ml  per  minute.  The 
serum  electrolytes,  blood  sugar,  blood  urea  nitrogen, 
VDRL.  febrile  agglutinations,  T3  resin  uptake,  bilirubin, 
stools  of  blood,  LE  preps  and  urine  culture  were  all  within 
normal  limits.  The  electrocardiograms  showed  sinus  tachy- 
cardia. Chest  and  skull  x-rays  were  within  normal  limits. 

On  the  26th  of  July,  the  patient  developed  severe  head- 
ache, seizure  and  lapsed  into  coma.  Spinal  puncture 
showed  protein  of  154  mgm%  and  a sugar  of  76  mgm%. 
There  were  280  RBCs  per  cu  mm,  no  white  cells  and  the 
culture  was  negative.  The  patient  was  thought  to  have 
developed  central  nervous  system  vasculitis,  as  a part  of  her 
systemic  illness,  and  was  started  on  large  doses  of  steroids. 
She  rapidly  deteriorated  and  died  within  24  hours  of  the 
onset  of  central  nervous  system  symptoms. 

Postmorten  examination  demonstrated  a markedly  ema- 
ciated black  female.  The  heart  weighed  250  gm,  and  the 
cardiac  valves  and  coronary  arteries  were  grossly  unre- 
markable. Subendocardial,  splotchy,  yellow  discoloration 
was  noted  in  the  left  ventricle.  Additional  areas  of  linear, 
irregular,  yellow-tan  discoloration,  suggesting  the  presence 
of  multiple  areas  of  microinfarction,  were  noted  through- 
out the  myocardium.  The  lungs  were  severely  edematous, 
and  scattered  foci  of  bronchopneumonia  were  present 
throughout  both  lungs.  There  was  no  gross  evidence  of 
pulmonary  thromboembolism.  The  liver  was  grossly  unre- 
markable, having  a light,  yellow-tan  surface.  The  spleen 
contained  several  areas  of  hemorrhagic  infarction  and 
weighed  100  gm.  The  adrenal  glands  were  unremarkable, 
and  there  was  no  evidence  of  hemorrhage.  The  kidneys 
demonstrated  pronounced  cortical  irregularity,  as  well  as 
generalized  atrophy.  Each  kidney  kidney  weighed  125  gm. 
The  cortex  contained  dark  red,  depressed  areas  suggestive 
of  infarction,  with  adjacent  elevated  areas  of  soft,  tan, 
swollen  parenchyma  (Fig.  1).  On  section,  the  depressed  red 


Fig.  2.  Pericardial  branch  of  the  left  coronary  artery 
(X  100). 

areas  were  of  wedge-shaped  configuration  indicative  of  in- 
farction. 

The  brain  was  acutely  edematous,  with  partial  obliter- 
ation of  the  sulci  over  the  cortical  surface.  There  was  no 
evidence  of  coning.  The  meninges  were  clear. 

On  microscopic  examination,  sections  of  most  organs 
examined  demonstrated  evidence  of  vasculitis.  Small  arteri- 
oles, as  well  as  larger  muscular  arteries,  were  involved. 
Fibrinoid  necrosis  was  present  within  the  subintimal  re- 
gion. Mononuclear  leukocyte  and  polymorphonuclear  leu- 
kocyte infiltration  was  present  in  varying  degrees  through- 
out the  thickness  of  the  wall.  Some  vessels  were  occluded  by 
thrombotic  material,  and  others  showed  organization  of 
older  thrombotic  occlusions.  The  perivascular  connective 
tissue  contained  heavy  infiltrates  of  mononuclear  leuko- 
cytes (Fig  2).  Within  the  kidneys,  glomerular  micro- 
infarction was  present,  due  to  occlusion  of  capillary  tufts  by 
thrombus.  The  degree  of  fibroid  necrosis  varied,  but  small 
muscular  arteries  were  the  most  severely  affected. 

Vasculitis  with  thrombotic  occlusion  was  found  in  the 
kidney,  brain,  myocardium,  spleen,  skeletal  muscle  and 
perineural  tissue.  The  most  severely  affected  organ  was  the 
kidney,  where  widespread  infarction,  both  old  and  recent, 
was  present.  The  liver  showed  evidence  of  chronic  active 
hepatitis,  and  there  was  infiltration  of  the  portal  areas  and 
the  lobules  by  mononuclear  leukocytes.  Sections  of  the  lung 
showed  necrotizing  bronchopneumonia.  The  cause  of  death 
was  felt  to  be  secondary  to  widespread  polyarteritis,  with 
visceral  infarction. 

Discussion 

Although  it  is  general  knowledge  that  the  picture 
of  mononeuropathy  multiplex  suggests  a vascular 
etiology  for  the  peripheral  nerve  involvement,  the 
recent  relationship  between  drug  addiction  and  a 
necrotizing  angiitis  is  less  well  known. 

In  the  approach  to  patients  presenting  with  mon- 
oneuropathy multiplex,  drug  addiction  must  now  be 
considered  in  the  differential  diagnosis,  since  it  is 
possible  that  this  may  be  the  presenting  symptom  of 
such  an  illness. 

In  the  past,  the  occurrence  of  sudden  symptoms  of 
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mononeuropathy  multiplex  has  often  been  the  factor 
that  suddenly  opened  the  clinician's  eyes  and  led  him 
to  a definite  diagnosis  of  a systemic  illness,  such  as 
diabetes,  polyarteritis  nodosa,  hypersensitivity,  an- 
giitis, leprosy,  etc. 

At  the  time  of  this  patient’s  illness,  it  was  ques- 
tioned whether  some  relationship  between  the  known 
drug  addiction  and  the  systemic  vasculitis  could  exist. 
It  remained  for  Dr.  Citron  et  al  to  prove  this  relation- 
ship. In  Citron’s  series  of  14  patients,  only  four  dem- 
onstrated involvement  of  the  nervous  system,  and 
each  of  these  cases  seemed,  clinically,  to  have  a sym- 
metrical polyneuropathy,  rather  than  mononeuro- 
pathy multiplex. 

Challenor,  et  al2  wrote  of  a nontraumatic  plexitis 
associated  with  heroin  addiction,  but  the  nature  of 
the  neural  involvement  in  his  cases  was  not  clear  and 
pathology  was  not  made  available. 

Mononeuropathy  multiplex  is  known  to  be  a fre- 
quent neurological  occurrence  in  patients  with  poly- 
arteritis nodosa  and  may  indeed  be  the  first  symp- 
tom to  point  to  a systemic  illness  or  vasculitis.3 

In  view  of  Citron’s  excellent  clinical  and  patholog- 
ical documentation  that  injection  of  drugs,  such  as 
heroin  and,  perhaps  more  importantly,  meth- 
amphetamine,  can  produce  a picture  indistinguish- 
able from  polyarteritis  nodosa,  it  would  seem  reason- 
able to  presume  this  to  be  the  pathophysiological 
event  in  the  case  discussed  above.  In  point  of  fact,  the 
pathology  in  the  case  demonstrates  a vasculitis  in- 
cluding involvement  of  the  peripheral  nerves. 

Before  this  paper  was  completed,  Stafford  et  al4 
presented  a similar  case  of  mononeuritis  multiplex  as 
a complication  of  amphetamine  angiitis. 

Additional  evidence  that  methamphetamine  may 
be  the  prime  offender  in  causing  such  a vasculitis  was 
put  forth  by  Rumbaugh  et  al,5  who  injected  this  drug 
into  monkeys,  demonstrating  that  they  developed  a 
necrotizing  vasculitis  involving  both  the  large  and 
small  vessels.  This  was  proven  by  angiography  and  by 


necropsy  findings.  It  has  been  presumed  that  the  an- 
giitis is  due  either  to  direct  toxicity  or  perhaps  to  a 
hypersensitivity  reaction  to  one  of  the  components  of 
the  methamphetamine  tablets.  To  our  knowledge,  no 
case  of  mononeuropathy  multiplex  associated  with 
drug  abuse  has  been  documented  in  the  absence  of 
the  use  of  amphetamines. 

The  pathological  findings  in  the  case  described 
show  involvement  of  small  arterioles  as  well  as  large 
muscular  arteries  with  the  presence  of  fibrinoid  ne- 
crosis and  are  indistinguishable  from  polyarteritis  no- 
dosa. The  pathology  in  this  case,  therefore,  is  differ- 
ent from  the  case  described  by  Stafford  et  al,  since 
their  biopsy  material  revealed  a necrotizing  angiitis 
involving  only  small  arteries,  capillaries  and  ve- 
nules— findings  more  indicative  of  a hypersensitivity 
type  of  angiitis  than  the  changes  usually  seen  in  poly- 
arteritis nodosa. 

In  summary,  this  is  a case  in  which  mon- 
oneuropathy multiplex  was  an  early  sign  of  poly- 
arteritis nodosa,  associated  with  drug  addiction. 

Drug  abuse  with  angiitis  should  be  included  in  the 
differential  diagnostic  possibilities  when  a physician 
is  presented  with  a case  of  mononeuropathy  multi- 
plex of  unproven  cause. 
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Value  Change  and  Medicine  in  Today’s 

Society 

John  C.  Hortenstine,  MD,  Charlottesville,  Virginia 


. . there  are  many  social  and  cultural  factors  which  have  a profound  influence 
on  health  and  illness;  our  society  is  one  of  the  few  that  has  been  slow  to 
recognize  these  interrelationships  . . 


X T WAS  MY  PRIVILEGE  to  participate  last  year 
X in  a seminar  sponsored  by  the  National  Endow- 
ment for  the  Humanities  which  “is  an  agency  of  the 

I US  Government  . . . established  in  1965  as  part  of  the 
National  Foundation  on  the  Arts  and  Humanities  to 
encourage  and  support  national  progress  and  schol- 
arship in  the  humanities.’'1 
The  director  of  the  seminar  was  Renee  C.  Fox, 
PhD,  professor  of  sociology  in  the  departments  of 
sociology,  psychiatry  and  medicine  and  chairman  of 
the  department  of  sociology  at  the  University  of 
Pennsylvania.  Trained  as  a sociologist,  she  has  cen- 
tered her  scholarly  and  teaching  interests  on  the  soci- 
ology of  medicine,  of  medical  education,  of  medical 
science  and  of  what  have  recently  come  to  be  termed 
“bioethical  issues”.  In  1951  she  began  a three-year 
project  as  a participant  observer  at  the  Peter  Bent 
Brigham  Hospital,  studying  the  metabolic  ward 
patients  who  were  being  evaluated  prior  to  and  fol- 
lowing total  adrenalectomy  and  endocrine  replace- 
ment therapy.  This  resulted  in  the  publication  of 
Experiment  Perilous,  which  described  these  experi- 
ences.2 In  1968,  with  Judith  P.  Swazey,  she  made  a 
similar  in-depth  study  of  the  renal  transplant  and 
dialysis  program,  and  these  experiences  are  related  in 
The  Courage  to  Fail.3 
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The  other  participants  in  this  seminar  numbered 
fourteen  persons  and  included  three  internists,  two 
pediatricians,  a general  surgeon,  a public  health  phy- 
sician, a psychiatrist,  two  nurse  practitioners,  a Prot- 
estant chaplain,  a professor  of  philosophy,  a PhD 
candidate  in  sociology,  and  a fourth-year  medical 
student.  As  guest  faculty  there  were  several  physi- 
cians, an  historian,  a sociologist  and  a lawyer. 

Formal  meetings  of  the  entire  group  were  held 
three  hours  daily,  five  days  a week  during  the  month 
of  June.  Every  participant  took  an  active  part  in  the 
seminar  and  prepared  a formal  presentation  based  on 
pertinent  information  derived  from  their  varied  back- 
grounds. The  remainder  of  the  time  was  spent  in 
reading  selections  from  the  extensive  bibliography 
which  was  furnished  us  and  in  exploring  Philadelphia 
and  its  environs. 

The  Sociology  of  Medicine 

In  order  to  set  the  stage  for  this  seminar,  Dr.  Fox 
discussed  the  sociology  of  medicine,  a concept  which 
began  to  surface  after  World  War  II.  By  1959  it  was 
formalized  as  a subsection  of  the  American  Sociolog- 
ical Association,  which  presently  has  the  largest 
membership  of  any  of  the  subsections.  The  concept  of 
“comprehensive  health  care”  further  enlarged  the 
field  from  a simple  physician-patient  relationship  to 
an  interaction  between  the  physician,  the  patient,  the 
family  and  society  as  a whole.  The  patient  became 
more  than  just  a disease  or  syndrome,  and  society 
had  now  begun  to  stress  health  (preventive  medicine) 
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as  well  as  illness  (curative  medicine).  It  became  ap- 
parent that  there  are  many  social  and  cultural  factors 
which  have  a profound  influence  on  health  and  ill- 
ness; our  society  is  one  of  the  few  which  has  been 
slow  to  recognize  these  interrelationships.  We  have 
over-stressed  the  biological  factors,  have  given  only  a 
casual  nod  to  the  psyche  and  to  family  interactions 
and  have  ignored  the  rest. 

Other  cultures  include  in  their  concepts  of  health 
and  illness  the  presence  of  a Supreme  Being,  of  cos- 
mic space,  of  spirits  (both  good  and  evil),  of  ances- 
tors, of  sorcery  and  witchcraft.  Dreams  are  consid- 
ered to  be  messages  or  communications  and  are  taken 
very  seriously.  There  is  an  explanation  for  the  wide 
range  of  adverse  things  that  may  happen,  which  in- 
cludes injury  or  illness  to  one's  self  or  one’s  friends  as 
well  as  such  things  as  a poor  harvest  or  a lack  of 
fecundity.  Thus  illness  is  not  just  something  that  hap- 
pens, but  is  something  that  is  related  to  the  entire 
sphere  of  one's  existence.  Some  illnesses  are  consid- 
ered as  coming  from  God,  but  most  are  thought  to 
result  from  metaphysical  forces  mediated  by  people 
or  events  in  one’s  own  sphere.  It  is  apparent  then  that 
any  of  our  societal  relationships  may  have  the  poten- 
tial to  cause  either  good  or  evil.  Illness  is  a fertile  held 
for  these  beliefs  and  both  patient  and  physician  may 
be  affected  by  this  “magic”. 

Our  society  believes  that  health  is  good  and  we 
value  it  highly,  while  illness  is  bad  and  is  to  be 
avoided  at  all  cost.  We  should  not  take  this  entirely 
for  granted,  however,  since  suffering  may  be  valued 
in  some  cultures  and  religions.  We  tend  to  respect 
those  people  who  have  encountered  a serious  illness 
and  who  have  either  adjusted  well  to  their  condition 
or  who  have  died  with  dignity.  This  ennobling  effect 
of  illness  is  typified  by  the  romanticization  of  the 
patient  stricken  with  tuberculosis  in  the  18th  and  19th 
centuries.  The  “pale  and  wan”  look  was  considered 
to  be  beautiful  and  was  associated  with  an  artistic 
temperament  and  personal  sensitivity.  In  more  recent 
times  polio  has  also  carried  a positive  stigmatization. 

Various  kinds  of  human  behaviour  may  be  labelled 
by  a society  as  being  either  a sickness,  a sin  or  a 
crime.  Sin  is  peculiar  to  the  Judeo-Christian  ethic  and 
is  not  even  a concept  in  some  cultures.  In  Samuel 
Butler’s  novel  Erewhon ,4  we  have  a community  where 
everything  is  turned  around.  The  sick  are  well  and  the 
well  are  sick.  Similar  concepts  are  found  in  Thomas 
Szasz’  book.  The  Myth  of  Mental  Illness.6  Thus  ill- 
ness, like  beauty,  may  be  in  the  eye  of  the  beholder. 
In  general,  however,  illness  is.  not  valued,  and  we  try 
to  prevent,  overcome  or  care  for  it.  We  still  believe 
that  ultimately  we  will  be  able  to  wipe  illness  from  the 
face  of  the  earth  and  that  this  will  be  a good  thing. 
Actually,  however,  disease  is  probably  part  of  the 


human  experience  and  is  programmed  into  life  just  as  si 
is  death.  What  degree  of  intervention  should  the  med- 
ical profession  make  in  changing  human  behaviour?  j It 
Is  intervention  always  a basic  responsibility  of  the 
medical  profession. 

To  further  explore  these  cultural  factors  we  have  j a 
developed  the  concept  of  “culture  specific”  illnesses.  p 
thus  the  Navaho  Indians  feel  that  a person  near  a tree  j c 
struck  by  lightning  needs  treatment  by  the  medicine 
man,  since  witchcraft  is  obviously  at  work.  If  un-  p 
treated,  this  will  surely  produce  anxieties  as  well  as  | s 
somatic  symptoms,  they  believe,  and  may  eventually  I s 
result  in  tuberculosis.  Similarly,  A Navaho  who  has  j t 
too  close  a contact  with  the  white  man  may  become  j t 
ill,  and  there  are  specific  ceremonies  by  which  the  ; i 
patient  will  be  cleansed.  Taboo  violations,  therefore, 
may  produce  definite  and  specific  symptom  patterns.  i 
Thus  we  find  many  cultural  problems  to  be  involved 
in  physician-patient  communication  such  as  lan- 
guage, religion,  morality  and  social  concepts.  As  phy- 
sicians our  own  conceptual  framework  may  prevent 
us  from  picking  up  these  clues  even  when  the  patient 
offers  them.  We  must  have  a good  data  base,  which 
should  include  ethnic  background,  religion,  educa- 
tion and  occupation,  to  help  us  define  the  patient's 
cultural  framework  and  so  explain  the  many  different 
attitudes  and  responses  which  patients  have  toward 
health  and  illness. 

A person  is  not  considered  to  be  ill  unless  he  is  so 
certified  by  the  physician.  The  patient  has  already 
interacted  with  his  family,  friends  or  employer  before 
he  decides  that  he  may  be  ill  and  seeks  this  certifica- 
tion. (Malingering  can  be  considered  to  be  a non- 
certified  or  illegitimate  illness.)  The  physician  must 
also  determine  when  the  patient  is  well  and  so  certify 
that  he  is  ready  to  resume  his  activities  and  responsi- 
bilities. In  so  doing  the  physician  changes  his  role 
from  that  of  a patient  advocate  to  that  of  an  advocate 
of  society.  We  are  all  aware  of  some  of  the  problems 
which  surround  this  process  of  certification  of  illness 
and  of  nonillness.  What  is  the  status  of  a live  donor? 

Is  that  person  a patient?  Is  he  ill?  (Most  of  these 
hospital  charts  are  blank.)  What  is  the  status  of  the 
pregnant  woman?  Does  she  become  a patient  or  is  she 
ill  when  aborted?  Ivan  Illich  in  Medical  Nemesis 6 tells 
us  that  our  society  is  over-medicalized,  that  the  medi- 
cal profession  has  assumed  responsibility  for  (or 
“medicalized”)  problems  which  should  be  managed 
by  the  individual,  society,  the  church  or  the  law. 

The  problem  of  defining  illness  is  something  quite 
dilferent  from  that  of  legitimizing  illness.  Thus,  the 
American  Psychiatric  Association  in  its  dealings  with 
homosexuality  has  defined  it  variously  as  an  illness, 
as  a deviance  or  as  normal.  We  are  now  calling  child 
abuse  a disease  and  we  consider  the  parents  to  be 
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sick,  which  is  a lesser  label  than  evil  or  criminal.  The 
medical  profession  does  not  do  these  things  arbi- 
trarily but  rather  as  a way  of  responding  to  many 
varied  societal  changes,  influences  and  restraints. 
This  is  not  to  imply  that  the  physician  does  not  wield 
a lot  of  power,  for  indeed  he  does,  and  he  has  the 
potential  to  be  a very  powerful  and  effective  agent  for 
change. 

One  study  was  described  in  which  eight  normal 
people  easily  gained  admission  to  mental  hospitals  by 
saying  they  were  “hearing  things”7.  This  complaint 
stopped  following  admission  and  the  only  complaint 
that  remained  was  a nonspecific  “nervous”.  None  of 
the  medical  team  ever  found  them  out  or  suggested 
that  they  were  well  enough  to  leave  the  institution, 
and  we  can  only  conclude  that  this  was  due  to  the 
depersonalization  of  their  care.  The  only  persons  who 
questioned  their  presence  were  other  patients  who 
recognized  the  fact  of  their  normalcy.  One  wonders 
whether  we  live  in  an  atmosphere  of  health  with 
expisodes  of  disease  or  in  an  atmosphere  of  disease 
with  episodes  of  health. 

The  Sick  Role 

The  “sick  role”,  as  formulated  by  Parsons  about  25 
years  ago,8  should  be  thought  of  in  biologic,  psycho- 
logic and  socialistic  terms.  Thus  the  patient  is  cast  in  a 
social  role  which  has  identifiable  parameters:  1 ) he  is 
exempt  from  his  responsibilities,  and  2)  he  is  without 
fault.  He  could  neither  prevent  the  illness  nor  did  he 
consciously  bring  it  on  himslef.  (This  is  not  true  in 
certain  other  cultures  in  which  someone  must  be 
identified  as  being  responsible.)  Most  of  us  feel  that 
there  must  be  some  meaning  to  illness  in  relationship 
to  our  own  actions,  whereas  in  other  cultures,  one 
looks  outside  for  the  answer.  The  fact  that  our  society 
considers  us  to  be  without  fault  provides  us  with  no 
answers  for  the  why. 

The  sick  role,  with  its  exemptions  from  responsi- 
bility, also  carries  with  it  two  obligations:  1 ) the  sick 
person  should  personally  define  his  state  as  being  an 
undersirable  one,  and  2)  he  should  want  to  do  every- 
thing possible  to  improve  his  state.  He  is  obligated, 
therefore,  to  seek  out  some  kind  of  health  profes- 
sional, but  just  who  he  will  seek  out  depends  upon  his 
culture,  his  past  experience  or  the  wishes  of  his  fam- 
ily. His  experience  with  the  initial  health  professional 
will  determine  his  future  actions  so  that  he  may  be 
active  (implying  motivation)  or  passive  in  the  man- 
agement of  his  illness.  The  patient  with  a chronic 
disease  may  simply  struggle  for  some  improvement, 
to  maintain  the  status  quo  or  to  slow  the  rate  of 
progression  of  the  illness.  Even  in  this  situation,  how- 
ever the  will  to  get  better  should  remain. 


New  Goals  for  Medicine 

As  a result  of  our  many  hours  of  discussion,  the 
seminar  group  agreed  that  we  need  some  “demedical- 
ization”  of  our  present  system  of  medical  care;  that 
we  need  to  get  it  out  of  the  hospital  and  into  the 
community;  that  we  need  to  make  better  use  of  our 
nurses  and  other  lesser  health  professionals.  We  fur- 
ther agreed  that  the  physician  and  the  nurse  take 
somewhat  different  approaches  to  medical  care  with 
the  physician  concentrating  on  the  “illness,”  while 
the  nurse  has  a broader  view  encompassing  many 
levels  of  both  “sickness”  and  “wellness”.  Finally  we 
agreed  that  the  individual  must  somehow  be  per- 
suaded and  motivated  to  assume  a much  higher  level 
of  responsibility  for  his  own  medical  care,  at  least  in 
its  preventive  aspects.  There  are  constraints  upon  our 
system,  however,  and  one  of  these  is  today’s  family 
structure.  Our  family  unit  is  quite  small,  consisting 
on  the  average  of  father,  mother,  two  children  and  a 
very  loose  relationship  with  parents  and  grand- 
parents. This  is  quite  different  from  that  encountered 
in  most  other  cultures,  which  are  presumably  less 
“advanced”.  Perhaps  we  have  put  all  our  emotional 
eggs  in  one  small  basket  and  are  asking  for  too  much 
emotional,  physical  and  cultural  support  from  a very 
limited  number  of  people.  In  this  type  of  family  set- 
ting it  is  easy  to  understand  how  an  illness  may 
become  emotionally  threatening  and  pose  a very  dif- 
ficult problem  for  the  rest  of  the  family  and  explain 
our  utilization  (or  over-utilization?)  of  the  hospital, 
nursing  home  and  the  mental  institution. 

Attributes  of  a Profession 

Our  occupational  roles  develop  in  the  19th  and 
20th  centuries.  The  boundaries  of  the  professions  are 
fluid  and  indistinct,  but  there  are  some  attributes  and 
characteristics  which  can  help  us  to  more  clearly  de- 
fine them.  Historically  the  clergy  is  the  profession 
from  which  all  other  professions  evolved,  and  most 
professions  are  a secularized  version  of  their  societies' 
religious  traditions.  The  core  of  attributes  of  a profes- 
sion9 may  be  divided  into  those  which  are  primary 
and  those  which  are  secondary.  The  primary  attrib- 
utes are:  1)  a course  of  training  which  entails  the 
learning  of  a body  of  knowledge  consisting  of  both 
facts  and  techniques  as  well  as  theories  and  concepts; 
2)  the  training  and  learning  process  takes  place 
within  a university  setting,  thus  linking  it  to  the  broad 
cultural  traditions  of  our  society  so  as  to  include  our 
concepts  of  religion,  conscience  and  justice;  3)  the 
development  of  skills;  4)  there  is  a fiduciary  dimen- 
sion of  service  which  is  above  self-interest.  There  is  a 
primary  commitment  to  the  welfare  of  the  patient  or 
the  client.  In  a sense  this  commitment  never  ends  and 
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is  not  confined  to  business  hours.  There  is  no  truly 
personal  life  that  is  separate  and  distinct  from  the 
professional  life.  This  is  a kind  of  professional  trust 
which  encompasses  the  concept  of  privileged  commu- 
nication; indeed,  it  is  a double  trust  with  the  patient 
being  obligated  to  confide  this  information  without 
reservation.  The  full  dimension  of  this  service  may 
never  be  accomplished,  but  the  pressures  to  achieve  it 
are  ever-present. 

The  secondary  characteristics  or  attributes  of  a 
profession  may  be  described  as  follows.  1 ) There  is  a 
guild-like  atmosphere  and  the  professional  tends  to 
organize  itself  into  an  association;  this  helps  to  pro- 
vide the  mechanism  for  the  self-regulation  implied  in 
a profession.  The  profession  controls  who  may  enter, 
what  his  training  and  education  will  be,  how  (and  by 
whom)  he  will  be  certified  and  how  licensed.  2)  There 
is  a responsibility  for  life-time  learning.  3)  There  is  a 
codified  system  of  ethics  which  is  written  down  and  is 
available  to  all  persons.  This  may  include  an  oath  to 
abide  by  the  code. 

In  our  culture  the  professions  enjoy  a particularly 
exalted  position.  Many  occupations  want  to  be  con- 
sidered as  a profession  but  rarely  are  they  able  to 
fulfill  these  criteria.  These  criteria  are  continually 
being  reexamined  and  modified,  and  this  may  change 
the  definition  of  our  relationship  to  the  patient  or 
client.  Recently  there  has  developed  a tendency  to  be 
less  paternalistic  and  more  collegial  in  our  attitudes 
towards  our  patients  as  evidenced  by  dress,  by  a new 
emphasis  on  patient  education  and  by  an  overall 
process  of  “demystification”  of  medical  practice. 
Some  of  the  present  problems  of  the  physician  image 
may  be  better  understood  in  the  light  of  these  attrib- 
utes of  a profession.  Perhaps  the  public  believes  that 
the  physician  should  not  prosper  financially,  since  it 
degrades  his  commitment  to  service.  Perhaps,  too, 
our  society  feels  that  the  self-regulatory  function  of  a 
profession  has  gone  too  far  and  has  put  too  much 
“power”  in  its  hands.  We  may  well  find  it  necessary 
to  work  within  the  boundaries  of  these  societal  atti- 
tudes rather  than  attempting  to  change  them. 

Process  of  Socialization 

The  training  of  a health  professional,  as  seen  by  a 
social  scientist,  includes  the  process  of  socialization, 
which  is  defined  as  the  process  through  which  one 
learns  new  attitudes,  behaviour  patterns,  thinking 
processes  and  value  judgements.  Even  the  cognitive 
learning  of  knowledge  and  skills  may  be  influenced 
by  these  sociopsychologic  factors.  The  process  of  so- 
cialization is  lifelong  and  is  continually  modified  by 
experience  with,  and  exposure  to,  different  situations, 
which  results  in  the  unlearning  of  some  old  attitudes 


or  beliefs  and  the  learning  of  new  and  different  ones. 
The  entire  process  may  be  modified  by  the  various 
roles  we  play  and  may  be  anticipatory  of  assuming  a 
new  role  even  before  the  training  process  begins.  This 
process  is  implicit  and  informed  but  is  also  latent, 
with  much  of  it  occurring  below  the  level  of  con- 
sciousness. The  process  is  more  marked  in  small  in- 
timate groups  than  it  is  in  large  impersonal  ones.  The 
more  active  the  social  changes  within  the  group  (or 
within  society  as  a whole),  the  more  active  this  proc- 
ess of  socialization  becomes. 

Just  who  is  the  socializer  and  who  the  socializee  is 
not  always  clear.  The  relationship  of  father-son, 
teacher-student  or  pastor-parishioner)  is  easily  ana- 
lyzed, but  in  many  more  egalitarian  relationships  we 
have  a two-way  street  with  the  attitudes  of  both  par- 
ticipants being  changed.  The  role  of  the  teacher  is 
obvious,  but  the  influence  of  patients,  nurses  and 
fellow  students  is  very  powerful.  The  peer  group  will 
continue  to  exert  its  influence  long  after  the  training 
process  is  complete.  These  learnings  and  unlearnings 
tend  to  become  more  difficult  with  advancing  age, 
either  because  of  cultural  overload  or  a diminishing 
capacity  for  flexibility.  However,  in  periods  of  poten- 
tial upheaval  (menopause,  divorce,  marriage  or  a 
change  in  role)  we  may  find  that  the  sensitivities  are 
heightened  to  such  an  extent  that  the  socialization 
process  quickens.  Finally,  there  is  no  real  agreement 
as  to  whether  this  process  of  socialization  produces  a 
true  change  in  personality  or  whether  it  simply 
changes  the  veneer  of  the  role  playing. 

The  process  of  socialization  of  medical  students 
was  studied  rather  extensively  during  the  1950's.10 
This  was  the  era  during  which  comprehensive  care 
and  the  social  aspects  of  the  “whole  patient”  were 
being  considered  anew.  The  process  for  the  training 
of  medical  students  was  examined  and  found  want- 
ing, and  many  medical  schools  designed  new  pro- 
grams including  social  science  and  psychiatry  in  an 
effort  to  “humanize”  medicine.  These  changes  were 
encouraged  and  financed  by  various  foundations  and 
mechanisms,  for  the  evaluations  of  these  organiza- 
tions were  built  into  the  programs.  The  studies  uti- 
lized many  different  approaches,  including  participa- 
tory observation,  diary-keeping  by  students,  focused 
interviews,  academic  records  and  repeated  survey 
questionaires.  Most  of  the  medical  schools  of  that  era 
had  a “lock-step”  curriculum  which  was  clearly  di- 
vided into  preclinical  and  clinical  years.  You  could 
tell  by  looking  at  a student  just  how  far  along  in  the 
system  he  had  progressed.  The  variations  in  dress  and 
their  modifications  with  progress  through  school  and 
training  were,  and  still  are,  quite  distinctive.  (This 
kind  of  thing  reaches  its  peak  in  certain  priesthoods 
and  the  armed  services.) 
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There  were  some  differences  between  these  studies. 
One  group  of  investigators  contended  the  students 
were  so  preoccupied  with  the  training  aspects  of  the 
medical  school  that  they  were  not  involved  in,  or  at 
least  did  not  notice,  this  process  of  socialization. 
Another  group  felt  quite  differently  and  stressed  the 
concept  of  anticipatory  socialization.  Certain  themes 
kept  coming  out,  however,  and  it  was  apparent  that 
there  somehow  developed  a real  sense  of  account- 
ability despite  the  obvious  lack  of  any  formal  course 
or  even  conscious  planning.  Some  degree  of  a feeling 
of  a real  personal  involvement  with  the  patient  re- 
sulted, a sense  of  really  caring,  despite  the  stressing  of 
an  attitude  of  detached  concern.11  The  striving  for 
objectivity  was  deemphasized  in  the  belief  that  the 
physician  really  should  react  emotionally  to  patient 
encounter,  but  with  the  provision  that  this  “caring” 
should  stop  short  of  encouraging  real  dependency. 

Conclusion 

The  avowed  purpose  of  these  seminars  is  to  de- 
velop an  understanding  of  the  humanities  that  will 
enter  the  mainstream  of  everyday  life  and  to  accom- 
plish this  by  bringing  together  people  in  the  medical 
profession  who  have  the  means  for  bringing  these 
concepts  to  the  attention  of  their  peers.  It  is  to  be 
hoped  this  seminar  has  broadened  the  perspective  of 
the  participants,  thus  enabling  them  to  have  as  broad 
a base  as  is  possible,  so  as  to  come  to  wise  and 
rational  conclusions.  The  knowledge  and  under- 
standing of  these  concepts  does  not  necessarily  enable 
one  to  use  them.  It  is  possible  that,  rather  than  help- 
ing patient  care,  it  will  complicate  and  make  more 


difficult  the  delivery  process.  We  know  that  so  far 
there  is  a deep  interest  within  the  profession  in  these 
programs.  We  know  that  every  member  of  this  group 
had  a truly  meaningful  educational  experience  and 
gave  of  himself  without  reservation  and  to  the  best  of 
his  ability.  Whether  the  avowed  purpose  of  this  semi- 
nar will  be  realized  is  unclear.  The  evaluation  is  just 
beginning. 
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Radiology/Case  Reporti 


Renal  Serendipity  in  Whole 

Scintiscan 


Tapan  K.  Chaudhuri,  MD,  Hampton,  Virginia 


The  finding  of  primary  renal  disease  during  skeletal  screening  for  metastasis 
illustrates  the  need  for  a critical  look  at  all  systems  in  nuclear  medicine  pro- 
cedures. 


WHEN  READING  BONE  SCANS,  one  pays 
close  attention  to  the  skeletal  system.  How- 
ever, as  the  following  case  reports  indicate,  one 
should  keep  one’s  eyes  open  for  other  systems,  too. 
Unexpected  findings  of  primary  renal  disease  were 
made  in  two  patients  undergoing  bone  scan  for  skel- 
etal screening  of  metastatic  disease  from  primary 
carcinoma  of  the  prostate. 

Case  Reports 

Two  patients  with  primary  prostate  cancer  were  referred 
to  nuclear  medicine  for  whole  body  bone  scan  to  rule  out 
metastases.  The  bone  scans  per  se  were  normal.  However, 
an  accidental  finding  was  observed  in  the  kidneys  of  both 
patients.  In  one  patient,  there  was  marked  accumulation  of 
the  isotope  in  the  renal  pelvis  (Fig.  1A).  Later  on,  an  IVP 
(Fig.  IB)  confirmed  the  diagnosis  of  hydropelvis,  which 
was  never  thought  of  prior  to  scanning.  In  the  second 
patient,  unilateral  renal  pelvis  and  ureter  were  beautifully 
delineated  (Fig.  2A)  by  the  isotope,  which  immediately  led 
us  to  think  of  urinary  tract  disease.  An  IVP  was  normal. 
However,  a cystogram  (Fig.  2B)  revealed  ureteral  reflux  on 
the  abnormal  side.  So  what  was  seen  in  the  scan  was  noth- 
ing but  the  reflux  of  the  isotope  from  the  bladder.  In  both 
these  patients,  urinary  tract  disease  was  suspeced  serendipi- 
tously  from  the  scintiscan.  Further  radiological  studies  con- 
firmed the  observation  made  in  the  scan. 

Discussion 

In  whole  body  scans,  one  usually  sees  renal  activity 
of  87mSr  to  be  much  less  than  that  of  99mTc-phosphate 
compounds.  However,  if  renal  activity  of  87mSr  ap- 


pears to  be  more  than  normal,  renal  disease  should  be 
suspected.  Similarly,  99mTc-phosphate  compounds,1 
under  normal  conditions,  portray  only  the  kidney 
parenchyma.  Excretory  systems  are  not  normally  vis- 
ualized. Excessive  accumulation  of  87mSr  in  the  kid- 
ney or  visualization  of  the  excretory  systems  in  phos- 
phate scan  allowed  us  to  suspect  disease  in  the 
urinary  tract.  IVP  and/or  cystogram  as  advised  on 
the  basis  of  scan  finding  diagnosed  asymptomatic 
hydronephrosis  and  ureteral  reflux,  which  were  never 
thought  of  as  workup  in  these  patients,  who  were 
undergoing  bone  scanning  for  screening  of  metas- 
tases from  primary  carcinoma  of  the  prostate. 

Summary 

The  importance  in  nuclear  medicine  procedures  of 
critical  examination  of  all  of  the  data,  beyond  the 
problem  in  question,  is  emphasized.  These  case  re- 
ports exemplify  such  situations.  Renal  pathology  was 
diagnosed  serendipitously  while  performing  skeletal 
screening  in  patients  in  whom  renal  diseases  had  not 
been  thought  of. 
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Fig.  1.  Case  1.  A.  (ypper  left)  Whole  body  scintiscan  (ante- 
rior and  posterior  views  obtained  3 hrs  postinjection  87mSr) 
shows  excessive  accumulation  of  the  radionuclide  in  the 
right  renal  pelvis  area.  B.  (upper  right)  IVP  shows  massive 
hydropelvis.  Fig.  2.  Case  2.  A.  (lower  left)  Scintiphoto  of 
the  lumbar  region  (anterior  view  obtained  3 hrs  following 
injection  of  99mTc-pyrophosphate)  demonstrates  radio- 
activity in  the  left  ureteropelvic  tract.  B.  (lower  right) 
Cystogram  shows  free  left  reflux. 
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VIRGINIA’S  EMERGENCY  DEPARTMENTS 


PSRO 

PSRO 

PSRO 

PSRO 

PSRO 

Region  I 

Region  II 

Region  III 

Region  IV 

Region  V 

(Northwest 

(Northern 

(Southwest 

(Central 

(Eastern 

State  of 

Virginia) 

Virginia) 

Virginia) 

Virginia) 

Virginia) 

Virginia 

Table  1. 

Size  and  Distribution  of  Hospitals  with  Emergency  Departments  (1974) 

1 

1-99  Beds 

6 

1 

19 

4 

2 

32 

100-399 

8 

10 

1 1 

8 

13 

50 

400+ 

1 

1 

3 

3 

4 

12 

Total 

15 

12 

33 

15 

19 

94 

Table  2. 

Emergency  Department  Visits  (1973)* 

Number  of 

Visits  1973 

218 

307 

434 

273 

489 

1,721 

(in  1000’s) 

Population 

1973  (est. 

588 

986 

1124 

880 

1233 

4,81 1 

(in  1000's) 

Visits/1000  Persons 

370.7 

311.4 

386.1 

310.2 

396.6 

357.7 

Table  3.  Emergency 

Department  Visits  by  Level  of  Severity 

**  (1973)* 

No.  of  patients 

217,745 

306,588 

433,800 

273,343 

489,514 

1,720,990 

Nonurgent 

54.8% 

46.6% 

52.9% 

52.3% 

59.0% 

53.7% 

Urgent 

31.9% 

41.9% 

31.4% 

32.7% 

28.0% 

32.6% 

Emergent 

13.3% 

1 1.5% 

15.7% 

15.0% 

13.0% 

13.7% 

Table  4.  Disposition  of  Emergency  Department  Patients  (1973)*** 

Patients  Admitted 

12.8% 

9.7% 

13.1% 

15.8% 

1 1 .2% 

12.3% 

Patients  Not 

Admitted 

87.2% 

90.3% 

86.9% 

84.2% 

88.8% 

87.7% 

* Data  includes  90  hospitals:  four  had  no  available  statistics. 

**  This  index  of  severity,  used  in  previous  studies,  is  recommended  by  the  American  Hospital  Association.  Emergent:  patient  requires 
immediate  attention;  disorder  is  acute  and  life-threatening.  Urgent:  patient  requires  attention  within  few  hours;  there  is  danger  to  the 
patient  if  he  does  not  receive  prompt  care.  Nonurgent:  patient  does  not  require  emergency  resources;  disorder  is  minor  and  nonacute. 
***  Data  includes  87  hospitals;  seven  had  unavailable  or  incomplete  statistics. 


Health  Department  and  the  Virginia  Regional  Medi- 
cal Program  (VRMP)  and  was  conducted  by  VRMP 
in  the  Spring  of  1974.  The  basic  objective  of  this 
survey  was  to  provide  a base  of  descriptive  informa- 
tion regarding  hospital  emergency  department  serv- 
ices, facilities,  and  staffing  in  the  Commonwealth  of 
Virginia.  The  intent  was  to  compile  comparable  in- 
formation which  would  be  useful  for  physicians,  hos- 
pital and  public  officials  and  health  planners  in  their 
efforts  to  understand  and  improve  the  EMS  system  in 
Virginia. 

The  principal  study  population  was  defined  as  the 
94  hospitals  in  Virginia  which  were  providing  emer- 
gency medical  services  to  outpatients  on  an  organized 
basis  as  of  February  1,  1974.  The  questionnaire  used 
for  this  survey  was  a modified  version  of  one  devel- 
oped by  the  US  Department  of  Health,  Education 
and  Welfare.  The  survey  was  conducted  in  April  and 
May  of  1974.  Questionnaires  were  ultimately  com- 
pleted for  each  of  the  94  hospitals  with  active  emer- 
gency departments.  In  addition,  certain  data  were 
obtained  from  all  hospitals  in  Virginia  which  did  not 
have  organized  emergency  care  facilities  at  that  time. 
The  survey  findings  were  published  in  a summary 
report  in  1975. 4 A complete  discussion  of  the  research 


methodology  and  its  limitations  is  provided  in  the 
report.5 

Findings 

Distribution  of  hospital  emergency  departments  by 
region  and  size  of  facility.  The  data  presented  in  Table 
I show  the  number  and  distribution  of  Virginia’s  94 
emergency  departments  as  of  February  1,  1974.  The 
number  of  emergency  departments  ranged  from 
twelve  in  PSRO  Region  II  to  33  in  PSRO  Region  III, 
which  comprises  a very  large  geographical  area  (ap- 
proximately 13,900  square  miles)  in  southwestern 
Virginia.  These  data  show  that  a substantial  propor- 
tion of  Virginia’s  hospitals  with  emergency  depart- 
ments (34%)  are  relatively  small  facilities — fewer  than 
100  beds.  Not  surprisingly,  this  pattern  is  especially 
evident  in  Region  III,  which  is  largely  a rural  area 
with  a widely  dispersed  population  and  many  small 
communities. 

Patient  visits.  A previous  study  of  hospital  emer- 
gency facilities  in  Virginia  determined  that  there  was 
an  estimated  total  of  730,275  visits  to  emergency 
departments  in  Virginia  in  1968.  This  represented  161 
visits  per  thousand  population,  or,  in  other  words, 
one  visit  for  every  six  people  in  Virginia  that  year.6  In 
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contrast,  the  survey  data  presented  in  Table  2 show 
that  there  were  about  1,721,000  visits  to  emergency 
departments  in  1973,  an  increase  of  136%  over  the 
previous  five  years.  These  visits  represented  358  visits 
per  thousand  population,  about  one  visit  for  every 
three  people  in  Virginia.  By  region,  the  ratio  varied 
from  a low  of  310  visits  per  thousand  population  in 
PSRO  Region  IV  to  397  visits  per  thousand  in  PSRO 
Region  V. 

These  data  show  that  the  utilization  of  hospital 
emergency  departments  in  Virginia  has  increased 
sharply  both  in  absolute  numbers  and  on  a per  capita 
basis.  Moreover,  the  1973  figure  of  358  visits  per 
thousand  population  is  well  above  the  national  aver- 
age of  290  visits  per  thousand  population  (1972 
data).7 

Further  analysis  revealed  substantial  variation  in 
the  volume  of  patient  visits  to  Virginia's  emergency 
departments.  Of  the  90  hospitals  that  reported  utili- 
zation data  for  1973,  18  (20%)  had  less  than  5000 
visits  to  their  emergency  departments.  Thirty-seven 
(41.1%)  had  20,000  visits  or  more,  and  20  (22.2%)  had 
over  30,000  visits. 

Severity  of  patients  treated.  The  survey  data  pre- 
sented in  Table  3 suggest  that,  with  regard  to  the 
severity  of  their  conditions,  emergency  department 
patients  in  Virginia  are  quite  similar  to  emergency 
department  patients  across  the  country.8  These  data 
indicate  that  54%  of  all  patients  were  nonurgent, 
while  only  14%  were  classified  as  emergent.  The  re- 
gional variations  were  not  great.  These  data  must  be 
interpreted  cautiously  because  for  the  most  part  they 
represent  informed  estimates  rather  than  accurate 
statistics;  however,  the  figures  are  consistent  with  the 
national  pattern  and  indicate  that  a large  proportion 
of  patients  who  use  Virginia’s  emergency  depart- 
ments are  not  critically  ill  or  injured  but  are  seeking 
primary,  nonurgent  medical  care. 

Disposition  of  patients.  Table  4 presents  informa- 
tion related  to  the  disposition  of  patients  treated  in 
Virginia's  emergency  departments  in  1973.  These 
data  show  that  12%  of  the  patients  were  admitted  to 
the  hospital  after  being  treated  in  the  emergency 
room.  This  represents  a slight  decrease  from  the  1968 
survey,  when  it  was  determined  that  15%  of  the  emer- 
gency department  patients  were  subsequently  admit- 
ted as  inpatients.9  By  region,  the  proportion  of 
patients  admitted  varied  from  a low  of  10%  in  PSRO 
Region  II  (Northern  Virginia)  to  a high  of  16%  in 
PSRO  Region  IV  (Central  Virginia). 

These  findings  are  quite  consistent  with  the  results 
of  similar  studies  in  other  states.  For  example,  a 
statewide  survey  in  Connecticut  found  that  12%  of 
hospital  emergency  departments  were  admitted  as 
inpatients  during  1969  and  1970. 10  In  1970,  this  vol- 


ume constituted  27%  of  all  inpatient  admissions  to 
Connecticut  hospitals  with  emergency  departments. 
These  findings  clearly  show  that  the  hospital  emer- 
gency department  has  significant  impact  on  a hospi- 
tal’s inpatient,  as  well  as  outpatient,  workload. 

Summary 

When  compared  with  the  results  of  a statewide 
study  conducted  in  1968,  these  data  indicate  that  the 
utilization  of  Virginia’s  emergency  departments  has 
increased  substantially  both  in  absolute  numbers  and 
on  a per  capita  basis.  Consistent  with  the  national 
pattern,  the  results  of  this  study  suggest  that  a large 
proportion  of  patients  who  utilize  the  hospital  emer- 
gency department  are  actually  seeking  care  for  non- 
acute conditions.  Thus  the  hospital  emergency  de- 
partment and  its  staff  are  confronted  with  the 
complex  and  often  contradictory  task  of  responding 
appropriately  to  growing  demands  for  primary  medi- 
cal care  while,  concurrently,  trying  to  improve  the 
level  of  care  for  patients  with  acute  illnesses  or  in- 
juries. The  development  of  workable  ways  to  resolve 
this  dilemma  and  still  ensure  that  the  public  has  ready 
access  to  appropriate  medical  care  at  a reasonable 
cost  is  one  of  the  major  challenges  in  the  health 
industry  today. 
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"Bread  and  Butter”  Issues 
Concern  Hospital  Nurses 

Robin  E.  MacStravic,  PhD,  Richmond,  Virginia 


. . it  would  appear  necessary  to  make  changes  in  wage  and  salary  levels, 
hours  and  shift  rotations,  fringe  benefits,  advancement,  continuing  education, 
child  care  and  parking.  . . 


IN  CONJUNCTION  with  a study  of  an  alleged 
nursing  shortage  in  hospitals  in  the  Richmond 
area1,  a survey  by  questionnaire  was  conducted  re- 
cently among  hospital  nurses,  both  RNs  and  LPNs. 
Three  of  the  questions  asked  were  intended  specifi- 
cally to  elicit  comments  about  objectionable  practices 
in  hospitals  and  recommendations  for  change. 
Unemployed  nurses  were  asked  what  would  have  to 
occur  to  persuade  them  to  return  to  work;  part-time 
nurses  were  queried  as  to  inducements  to  working 
full-time;  full-time  nurses  were  asked  to  describe  any 
changes  they  felt  would  make  hospitals  more  attrac- 
tive places  of  work. 

A total  of  1 ,000  questionnaires  was  distributed;  49 1 
were  completed  and  returned,  37  of  these  from  unem- 
ployed nurses,  61  from  part-time  nurses,  and  393 
from  full-time  nurses.  The  comments  in  the  returned 
forms  were  analyzed  as  to  category  of  comment 
rather  than  specific  complaints  or  suggestions.  For 
example,  complaints  about  “low  pay”  and  requests 
for  “higher  pay”  were  classed  simply  as  wage/income 
comments. 

The  comments  generally  were  strongly  related  to 
“bread  and  butter”  issues.  Over  half  (50.3%)  of  the 
respondents,  or  247  of  them,  remarked  on  low 

From  the  Department  of  H ospital  and  Health  Adminis- 
tration, Medical  College  of  Virginia,  MCV  Station,  Rich- 
mond VA  23298. 

Submitted  10-14-75. 


wages — including  20  who  expressed  a desire  for 
greater  wage  differentials  for  evening,  night,  weekend 
and  holiday  work.  The  next  most  common  area  for 
comment  was  working  hours  and  shifts,  which  ac- 
counted for  179  comments,  or  36.5%  of  the  respond- 
ents. Excessive  workload  was  cited  by  141  (28.7%) 
respondents.  Of  these,  38  indicated  that  being  over- 
worked made  it  impossible  to  give  adequate  patient 
care. 

Fringe  benefits  were  cited  by  70  (14.3%),  including 
12  who  specifically  desired  fringe  benefits  for  part- 
time  employees.  A number  of  comments  related  to 
job  satisfaction,  recognition  or  advancement,  includ- 
ing 48  (9.8%)  who  indicated  dissatisfaction  with  nurs- 
ing or  a feeling  that  there  were  better  jobs  available  to 
nurses  elsewhere.  The  lack  of  advancement  was  cited 
by  25  (5.1%),  plus  15  (3.1%)  who  said  they  wanted 
merit  raises  available  for  nurses.  Forty-three  (8.8%) 
nurses  complained  about  lack  of  recognition  by  doc- 
tors, patients  and  administration.  Poor  parking  facil- 
ities were  cited  by  21  (4.3%)  respondents.  The  need 
for  child  care  services  for  working  mothers  was  cited 
by  37  (7.5%),  many  of  whom  commented  on  the  need 
for  high  quality  child  care  or  wanted  it  available  for 
all  shifts. 

Continuing  education  opportunities  were  men- 
tioned by  83  (16.9%)  nurses,  including  28  who  speci- 
fied the  need  for  refresher  courses  for  nurses  whose 
careers  are  interrupted.  Working  conditions  were 
cited  by  43  (8.8%)  respondents,  plus  12  who  corn- 
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plained  of  poor  facilities  or  equipment.  Conflicts  with 
administration  (23  or  4.7%)  and  with  other  nurses  ( 1 8 
or  3.7%)  were  cited  as  well.  Too  much  paper  work  or 
other  nonnursing  duties  was  mentioned  by  32  (6.5%). 

Many  comments  related  to  matters  outside  the 
hospital  itself.  Family  responsibilities,  for  example, 
were  cited  by  43  of  the  61  part-time  nurses  as  the 
reason  for  their  not  working  full-time.  Maternity  and 
child  care  were  given  as  the  reason  for  career  hiatus 
by  37  of  the  73  nurses  who  reported  a career  inter- 
ruption. 

Only  16  (3.3%)  of  all  respondents  indicated  a desire 
for  more  say  in  hospital  or  staffing  decisions,  while  20 
(4.1%)  complained  of  their  lack  of  choice  in  service 
assignments.  Only  5 (1.0%)  suggested  the  need  for  a 
union  to  represent  nurses  in  the  area  (there  are  no 
unionized  nurses  in  the  area  at  this  writing). 

On  the  basis  of  the  responses  made  by  these  nurses, 
it  seems  clear  that  in  Richmond,  at  least,  “bread  and 


butter”  issues  predominate.  To  satisfy  demands  of 
local  nurses,  it  would  appear  necessary  to  make 
changes  in  wage  and  salary  levels,  working  hours, 
shift  rotations,  fringe  benefits,  advancement,  contin- 
uing education,  child  care  and  parking.  Whether  such 
changes  would  really  satisfy  nurses  may  be  ques- 
tioned on  the  grounds  of  personnel  administration 
theory.2  Whether  they  are  possible  is  likely  to  be 
affected  by  the  needs  for  seven-day,  24-hour  oper- 
ation of  hospitals  and  current  pressures  for  cost  con- 
trol. 
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What’s  new  at  Bio-Science 
Baltimore/Washington? 


Always  the  latest 
specialized  diagnostic  tests. 


Chemistry 

Anti-convulsant  group 
Cadmium  in  blood 
Darvon® 

Ferritin  in  serum 

Free  erythrocyte  protoporphyrins 
Pyridoxal  phosphate  (B6) 
Riboflavin  (B2) 

Succinimides  in  serum 
Theophylline  by  HPLC 
Uroporphyrinogen-1  -synthetase 


Endocrinology 

Androstenedione  in  serum 
Calcitonin 
C-peptide 
Estriol  in  serum 
Placental  Estriol  in  urine 
HCG-  (S-  subunit 
Pregnanetriol  in  urine  (GLC) 
Prolactin 

17-OH  Progesterone  in 
serum 

Thyroglobulin  in 
serum 


Immunochemistry 

Anti-extractable  nuclear  antigen 
(Anti-ENA) 

Beta  2-microglobulin 
Fungus  antibody  group 
Gentamicin 

Intrinsic  factor  antibodies 
Tobramycin 
Anti-tissue  antibodies 

For  information  contact: 

Jerry  B.  Gin,  Ph  D.,  Director,  or 
J.  Georges  Nitis,  Ph.D.,  Asst.  Director 

Bio-Science 
Laboratories 

Baltimore/Washington  Branch 
Bio-Science  9110  Red  Branch  Road 
Columbia,  MD  21045 
(301)  997-8900 


Serving  Eastern  Virginia,  a private, 
90-bed  comprehensive  psychiatric 
center  for  the  treatment  of  adults  and 
adolescents. 

Fort  Lane  and  Crawford  Parkway 
Portsmouth,  Virginia  23704 
Phone  (804)  393-0061 


Ronald  I.  Dozoretz,  M.D..  Medical  Director 
Joseph  W.  Barnard,  M.D. 

Joseph  J.  Allen,  M.D. 

E.  Daniel  Kay,  Jr.,  M.D. 

Thomas  K.  Tsao,  M.D. 

B.  William  Freund,  Jr.,  M.D. 

John  G.  Buchanan,  M.D. 

Charles  E.  Parker,  D.O. 


THE  PORTSMOUTH  PSYCHIATRIC  CENTER 


Lenard  J.  Lexier,  M.D. 

Robert  H.  Keiter,  M.D. 

Dennis  M.  Spiers.  M.D. 
Magnus  Lakovics,  M.D. 
Melvin  N.  Bass,  Administrator 


THE  ROANOKE  VALLEY  PSYCHIATRIC  CENTER 


Serving  Western  Virginia,  a private, 
100-bed  comprehensive  psychiatric 
center  for  the  treatment  of  adults  and 
adolescents. 


1902  Braeburn  Drive 
Salem,  Virginia  24153 
Phone  (703)  989-3351 

John  O.  Hurt,  Jr.,  M.D.,  Medical  Director 
Walter  B.  Blair,  M.D. 


J.  Richard  Frazier,  M.D. 

John  S.  DeVerter,  M.D. 

Phillip  M.  Clifton,  M.D. 

Edward  R.  Green,  M.D. 

William  D.  Clarkson,  M.D. 

Barbara  B.  Rosado,  Administrator 


The  Medical  Society  of  Virginia 

CEEDINGS 


Minutes  of  the  Council 


A meeting  of  The  Council  of  the  Medical  Society 
of  Virginia  was  held  in  Richmond  at  the  Hyatt  House 
on  Saturday,  January  15,  1977. 

Members  present'.  Dr.  W.  Leonard  Weyl;  Dr.  Wil- 
liam J.  Hagood,  Jr.;  Dr.  Raymond  S.  Brown;  Dr. 
Charles  E.  Davis;  Dr.  James  B.  Kenley,  Ex-Officio; 
Dr.  Gervas  S.  Taylor,  Jr.;  Dr.  Charles  M.  Caravati, 
Jr.;  Dr.  Gordon  G.  Birdsong;  Dr.  Girard  V.  Thomp- 
son, Sr.;  Dr.  H.  C.  Alexander,  III;  Dr.  George  M. 
Nipe;  Dr.  Harry  C.  -Kuykendall;  Dr.  James  Hal 
Smith  and  Dr.  C.  Barrie  Cook. 

Others  Present:  Dr.  Nicholas  G.  Colletti,  2nd  Vice 
President;  Dr.  Arthur  A.  Kirk,  3rd  Vice  President; 
Dr.  Richard  L.  Fields,  Vice-Speaker;  Dr.  William  S. 
Burton,  Dr.  Frederick  K.  McCune,  Dr.  J.  Latane 
Ware,  Dr.  W.  R.  Watkins,  Dr.  William  E.  Painter, 
Dr.  John  A.  Owen,  Jr.,  Dr.  Robert  V.  Gailliot  and 
Dr.  Gerald  J.  Fisher,  Vice-Councilors;  Dr.  William  S. 
Hotchkiss,  AMA  Delegate;  Dr.  John. A.  Martin,  Dr. 
Carl  E.  Stark  and  Dr.  Percy  Wootton,  Alternate 
AMA  Delegates;  Dr.  James  S.  Kitterman,  President- 
Elect,  Norfolk  Academy  of  Medicine;  Mrs.  William 
N.  Gordge,  President,  the  Auxiliary;  Dr.  James 
Craig,  representing  Dr.  William  R.  Drucker,  Dean, 
University  of  Virginia  School  of  Medicine;  Dr.  Reu- 
ben Young,  representing  Dr.  Jesse  L.  Steinfeld, 
Dean,  Medical  College  of  Virginia;  Mr.  Robert  G. 
Stuart,  Executive  Secretary,  VaMPAC;  and  Mr.  Al- 
len Goolsby,  Society  attorney. 

Approval  of  Minutes. 

The  mintues  of  the  Council  meeting  on  November 
17,  1976,  were  approved  as  distributed. 

Seminars  for  Physicians  and  Medical  Assistants. 

The  Society  continues  to  receive  requests  from  var- 
ious seminar  groups  for  endorsement  of  programs  to 
be  presented  in  Virginia.  Because  of  the  number  of 


such  groups,  there  exists  some  doubt  as  to  whether 
the  Society  should  lend  its  endorsement  to  any  one. 

It  was  the  consensus  that  the  Commission  on  Con- 
tinuing Medical  Education  should  consider  the  vari- 
ous proposals  as  received  and  determine  whether,  in 
its  opinion,  they  should  be  approved  or  rejected.  A 
motion  by  Dr.  Nipe  to  refer  such  requests,  when  appro- 
priate, to  the  Commission  for  its  recommendation  and 
later  consideration  by  Council  was  seconded  and 
adopted. 

Special  Resolution. 

Council  was  reminded  that  Mr.  Miller  had  re- 
signed as  attorney  for  the  Society  after  many  years  of 
loyal  and  dedicated  service.  It  was  agreed  that  his 
many  contributions  to  the  Society  should  be  officially 
recognized  by  an  appropriate  resolution  of  apprecia- 
tion. A motion  by  Dr.  Caravati  directing  that  such  a 
resolution  be  drawn  and  sent  Mr.  Miller  was  seconded 
and  adopted. 

Health  Fair  Tests. 

It  was  recalled  that  the  House  of  Delegates,  during 
its  meeting  in  November,  had  adopted  a resolution 
recommending  legislation  to  provide  immunity  for 
physicians  receiving  unsolicited  test  data  from  health 
fairs  and  other  organizations.  The  resolution  further 
recommended  that  organizations  sponsoring  such 
fairs  be  requested  to  supply  all  results  to  the  patient 
and  inform  him  of  his  responsibility  to  contact  his 
personal  physician. 

Mr.  Goolsby  indicated  that  a great  deal  of  thought 
had  been  given  the  problem  and  stated  that  physi- 
cians should  not  be  placed  in  a position  of  seemingly 
doing  the  public  a disservice.  He  believed  that  a bet- 
ter approach  might  be  to  work  with  the  Department 
of  Health,  requesting  the  Department  to  establish 
criteria  for  approving  the  various  testing  entities. 
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Physicians  would  then  return  tests  from  those  failing 
to  obtain  approval.  He  further  indicated  that  a stand- 
ard letter  would  be  prepared  and  used  in  such  in- 
stances. 

There  followed  considerable  discussion  during 
which  Dr.  Kenley  stated  that  his  department  would 
be  pleased  to  work  with  the  Society  in  establishing 
criteria.  There  were  many,  however,  who  continued 
to  believe  that  physicians  must  have  immunity 
through  specific  legislation. 

A motion  was  then  offered  by  Dr.  Kuykendall 
which  would  reaffirm  the  action  of  the  House  last 
November.  The  motion  would  again  stress  the  impor- 
tance of  making  it  clear  to  all  Virginia  laboratories 
and  organizations  concerned  that  test  results  should 
be  sent  directly  to  patients.  Patients  should  be  made 
aware  of  their  responsibility  to  personally  contact 
their  physicians  for  further  advice  and  guidance.  The 
motion  was  seconded  and  carried. 

Charter  Lip-Date. 

A special  committee,  headed  by  Dr.  Caravati,  has 
been  working  with  Mr.  Goolsby  in  the  development 
of  a proposed  restatement  of  the  articles  of  in- 
corporation. Mr.  Goolsby  called  special  attention  to 
Items  7 and  8 having  to  do  with  proxy  voting  and 
amendment  of  by-laws.  He  explained  that  it  will  be 
necessary  for  the  House  of  Delegates  to  become  the 
Society’s  Board  of  Directors.  Council  will  be  desig- 
nated as  the  Executive  Committee  of  the  Board. 
Council  will,  however,  continue  to  exercise  the  au- 
thority of  the  House  when  that  particular  body  is  not 
in  session. 

During  the  ensuing  discussion  it  was  brought  out 
that  the  quorum  as  established  during  the  general 
session  on  November  4 would  stand. 

Where  voting  by  proxy  is  concerned,  everyone 
agreed  that  all  forms  should  originate  from,  and  be 
distributed  by,  one  source — Society  headquarters. 

Although  it  was  agreed  that  the  Society  should 
move  as  quickly  as  possible  in  its  efforts  to  bring  the 
articles  of  incorporation  into  conformity  with  state 
law,  there  were  many  who  believed  that  members  of 
Council  should  have  additional  time  to  study  the 
proposed  amendments  in  detail.  Consequently,  it  was 
agreed  that  members  of  Council  will  review  the  pro- 
posed restatements  of  the  articles  and  submit  any 
comments  they  might  wish  to  make  to  Dr.  Caravati’s 
committee  by  February  1 at  the  latest.  Council  would 
then  be  in  a position  to  agree  upon  a final  draft 
during  its  meeting  in  early  March. 

Continuing  Medical  Education. 

Council  was  requested  to  assist  the  Commission  on 
Continuing  Medical  Education  in  its  consideration  of 
a request  for  funding  from  the  Eastern  Virginia  Med- 


ical School.  These  funds — in  the  amount  of  $8,000 — 
would  be  obtained  from  the  Society’s  CME  grant  and 
used  for  the  purpose  of  procuring  a continuing  medi- 
cal education  coordinator. 

Dr.  Davis  reviewed  the  history  of  the  grant  and  the 
procedures  which  have  been  followed  in  making 
funds  available  to  the  University  of  Virginia  School 
of  Medicine  and  the  Medical  College  of  Virginia.  Dr. 
Crockett  discussed  the  series  of  events  which  resulted 
in  the  Commission’s  decision  to  bring  the  matter 
before  Council.  He  stated  that  it  was  the  intent  of  the 
Commission  to  grant  the  full  $8,000  requested  by 
Eastern  Virginia. 

There  followed  considerable  discussion  during 
which  it  was  brought  out  that  our  medical  schools  are 
vitally  important  to  the  success  of  the  Society’s  Con- 
tinuing Medical  Education  program.  Some  fear  was 
expressed  that  one  or  more  of  the  schools  might 
become  disenchanted  with  the  overall  program  and 
decide  to  withdraw  its  representation  from  the  Com- 
mission. Council  was  assured  that  the  medical 
schools  had  no  intention  of  dictating  Commission 
policy  and  were  quite  happy  with  being  members  of 
the  overall  team. 

A motion  to  approve  the  Commission’s  recommenda- 
tion that  the  full  $8,000  be  awarded  to  the  Eastern 
Virginia  Medical  School  was  adopted. 

National  Health  Service  Corps. 

Council  was  advised  that  an  organization  known 
as  Accomack  Rural  Health  Systems,  Inc.,  is  becom- 
ing quite  active  on  the  Eastern  shore.  It  is,  among 
other  things,  seeking  to  obtain  physicians  for  that 
area  through  the  National  Health  Service  Corps.  It  is 
also  seeking  to  change  its  name  to  the  Eastern  Shore 
Rural  Health  Systems,  Inc. — a move  in  keeping  with 
its  objective  of  working  with  the  region  as  a whole. 
The  organization  is  a direct  result  of  an  HEW  pro- 
gram entitled  “Rural  Health  Initiative.”  Its  an- 
nounced purpose  is  to  “organize,  initiate  and/or 
coordinate  existing  health  services — including  the 
placement  and  support  of  National  Health  Service 
Corps  physicians  . . .” 

The  Northampton  County  Medical  Society  does 
not  believe  it  can  endorse  the  concept  of  such  an 
organization  until  Council  considers  the  matter  and 
makes  its  thoughts  and  recommendations  known. 
The  Medical  Society  of  Virginia  has,  over  the  past 
several  years,  only  approved  the  use  of  Corps  physi- 
cians when  such  use  has  the  full  support  of  the  com- 
ponent medical  society  concerned. 

Dr.  Burton  stated  that  the  National  Health  Service 
Corps  is  presently  recruiting  in  100  of  our  nation’s 
medical  schools.  At  the  present  time,  approximately 
2600  medical  students  are  benefiting  from  National 
Health  Service  Corps  scholarships.  Of  particular  in- 
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terest  is  the  fact  that  34  of  252  third-  and  fourth-year 
students  at  the  Medical  College  of  Virginia  have  affil- 
iated with  the  Corps.  Some  concern  was  expressed 
over  the  fact  that  hospitals  participating  in  Medicare 
and  Medicaid  must  grant  Corps  physicians  staff 
privileges. 

Following  considerable  discussion  about  the  pro's 
and  con's  of  the  program,  a motion  was  made  by  Dr. 
Hagood  that  The  Medical  Society  of  Virginia  reaff- 
irm its  present  policy  of  withholding  approval  of  the 
use  of  National  Health  Service  Corps  physicians  un- 
less such  use  has  the  support  and  approval  of  the 
component  societies  concerned.  The  motion  was  sec- 
onded and  carried. 

Council  also  agreed  that  the  Society  should  gather 
as  much  “hard  core”  data  as  it  possibly  can  on  the 
needs  of  so-called  problem  areas.  It  should  seek  to 
determine  realistically  just  how  much  and  what  kind 
of  coverage  is  available.  It  was  brought  out  that  there 
are  some  communities  which  have  no  physicians  but, 
even  so,  are  just  a short  drive  away  from  adequate 
hospital  and  medical  care.  It  was  also  agreed  that  the 
Society  should  acquire  up-to-date  information  on  the 
number  of  National  Health  Service  Corps  physicians 
currently  practicing  in  the  state  and  the  areas  they 
cover. 

National  Health  Insurance. 

Dr.  Hotchkiss  reported  on  the  recent  decision  of 
the  AM  A House  of  Delegates  to  sponsor  a national 
health  insurance  bill  during  the  current  session  of 
Congress.  He  reviewed  AMA’s  efforts  in  this  regard, 
beginning  with  the  first  medi-credit  bill  in  1971.  Dr. 
Hotchkiss  pointed  out  that  no  one — AM  A in- 
cluded— desires  any  kind  of  NHI  legislation.  AMA  is 
convinced,  however,  that  it  must  have  a bill  in  hand 
when  it  approaches  members  of  Congress  on  the 
issue.  It  was  mentioned  that  a number  of  national 
organizations  have  requested  AMA  to  sponsor  a na- 
tional health  insurance  bill  for  the  express  purpose  of 
having  a base  on  which  to  work. 

Dr.  Hotchkiss  went  on  to  say  that  the  AMA  House 
of  Delegates  had  voted  approximately  3-1  in  favor  of 
sponsoring  such  legislation.  He  also  called  attention 
to  the  difference  between  national  health  insurance 
and  a national  health  service. 

Dr.  Weyl  stated  that  he  had  a number  of  objections 
to  the  AM  A-sponsored  bill.  First  of  all,  it  contains  a 
compulsory  feature  which  was  not  present  in  the  past. 
The  bill  is  not  innovative  and  is  not  clearly  and 
specifically  based  on  need.  He  expressed  some  mis- 
givings concerning  undue  pressure  on  the  delegates 
and  the  fact  that  the  lengthy  hearings  on  the  subject 
were  apparently  of  no  avail.  Dr.  Weyl  expressed  the 
opinion  that  the  vote  of  the  House  was  not  in  keeping 


with  the  wishes  of  our  membership  and  that  this  in 
itself  is  a matter  of  great  concern. 

Dr.  Hotchkiss  then  stated  that  Report  QQ  of  the 
AMA  Board  of  Trustees  covers  the  subject  quite 
thoroughly  and  requested  that  a copy  be  sent  each 
member  of  Council.  It  was  also  urged  that  copies  of 
the  AM  A-sponsored  bill  be  obtained  and  submitted 
to  the  Legislative  Committee  for  analysis. 

It  was  then  agreed  that  Virginia’s  Delegates  to 
AMA  should  advise  Council  on  those  key  issues  to 
come  before  the  AMA  House  of  Delegates  in  June.  A 
discussion  on  these  issues  should  be  held  in  May  at 
which  time  Council  would  make  its  thoughts  known 
to  the  delegation. 

Directory  of  Physicians. 

The  State  Board  of  Medicine  has  requested  that  the 
Society  consider  the  feasibility  of  publishing  some 
type  of  directory  which  would  be  considered  ethical 
by  the  Judicial  Council  of  AMA.  The  Board  has 
determined  that  it  will  not  appeal  the  recent  court 
decision  limiting  the  Board’s  power  to  prohibit  direc- 
tories listing  the  qualifications  of  physicians,  fees,  etc. 

Considerable  regret  was  expressed  over  the  fact 
that  the  principles  of  medical  ethics  are  being  chal- 
lenged more  and  more  and  seem  fast  to  be  becoming 
legally  unenforceable.  Brought  out,  however,  was  the 
fact  that  no  physician  is  required  to  provide  informa- 
tion requested  by  any  directory. 

Following  a review  of  the  questionnaire  which  was 
used  as  a basis  for  court  action,  a motion  was  offered 
by  Dr.  Hagood  that  the  matter  be  filed.  It  was  seconded 
and  adopted. 

CHAMPUS. 

When  Council  met  on  November  17  it  adopted  a 
motion  requestiong  Blue  Cross-Blue  Shield  to  submit 
a bid  on  the  CHAMPUS  program.  It  recognized  at 
that  time  that  such  bid  would  have  to  include  the 
development  of  profiles.  Since  that  time,  a request 
has  been  received  from  at  least  two  component  so- 
cieties for  Council  to  reconsider  its  action. 

The  Norfolk  Academy  of  Medicine  has  indicated 
that,  in  its  opinion,  physicians  should  not  be  placed 
in  the  position  of  volunteering  information.  Fear  was 
expressed  that  such  action  could  well  lead  to  further 
transgressions  by  government.  Consequently  it  was 
urged  that  other  alternatives  be  explored. 

Dr.  John  Thiemeyer  stated  that  Blue  Cross-Blue 
Shield  has  always  been  completely  opposed  to  pro- 
filing. He  reminded  Council,  however,  that  if  Blue 
Cross-Blue  Shield  did  not  administer  the  program  in 
Virginia,  it  would  be  possible  for  some  lay-controlled 
group  to  take  over  the  administrative  function.  He 
stated  that  Blue  Cross-Blue  Shield  definitely  plans  to 
submit  an  alternative  proposal  which  would  be  less 
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costly.  Hopefully,  the  Department  of  Defense  will 
find  it  attractive. 

Dr.  Thomas  W.  Murrell,  Jr.  expressed  the  hope 
that  the  Society  would  endorse  an  alternative  to  uti- 
lize usual  and  customary  fees,  backed  by  a Society 
review  mechanism  set  up  to  review  those  fees  consid- 
ered out  of  line. 

Council  then  heard  Mr.  Roy  Battista  confirm  that 
loss  of  the  CHAMPUS  program  would  be  quite  sig- 
nificant since  it  could  result  in  an  overall  business  loss 
of  between  25-33%.  It  would  then  be  necessary  for 
subscribers  to  pick  up  an  additional  SI 00,000  of  oper- 
ating costs.  During  the  discussion  which  followed,  it 
became  clear  that  most  members  of  council  were 
opposed  to  the  taking  of  assignments.  It  was  then 
moved  by  Dr.  Cook  that  Council  reaffirm  its  previous 
action  supporting  a bid  by  Blue  Cross-Blue  Shield  in 
connection  with  the  CHAMPUS  program.  The  mo- 
tion also  requested  that  CHAMPUS  be  approached 
with  an  alternative  proposal  based  on  usual,  custom- 
ary and  reasonable  fees,  supported  by  a peer  review 
mechanism  for  cost  control  purposes.  The  motion  was 
seconded  and  adopted. 

Medical  Association  Management  Scholarship. 

AM  A,  in  cooperation  with  the  Northwestern  Uni- 
versity Graduate  School  of  Management,  has  estab- 
lished a two-year  graduate  training  program  in  medi- 
cal association  management.  AMA  is  attempting  to 
raise  $80,000  a year  for  the  next  five  years — one-half 
to  be  pledged  by  state  and  local  medical  associations. 
Consequently,  it  has  invited  The  Medical  Society  of 
Virginia  to  make  an  annual  contribution  of  $7,700 
for  a full  scholarship  or  $4,260  for  a scholarship 
covering  tuition  only. 

A motion  by  Dr.  Brown  directing  that  the  matter  be 
filed  was  seconded  and  adopted. 

Blue  Shield  Resolution. 

The  Board  of  Directors  of  Blue  Shield  of  Virginia, 
during  its  meeting  on  November  16,  1976,  adopted  a 
resolution  requesting  the  Society  to  inform  the  State 
Board  of  Medicine  whenever  a physician  is  expelled 
from  membership  on  grounds  involving  the  propriety 
of  his  practice.  The  resolution  further  requested  that 
the  evidence  upon  which  such  action  was  based  be 
communicated  to  the  Board  in  the  form  of  a com- 
plaint. 

Mr.  Goolsby  commented  on  the  resolution  and 
suggested  that  the  words  “in  the  form  of  a com- 
plaint" be  eliminated.  There  was  some  question, 
however,  as  to  whether- the  Board  would  be  in  a 
position  to  act  should  a formal  complaint  not  be 
filed. 

After  some  discussion,  it  was  moved  by  Dr.  Cook 
that  Council  comply  with  the  Blue  Shield  recommen- 


dation as  contained  in  its  resolution  but  that  the 
words  “in  the  form  of  a complaint"  be  deleted.  The 
motion  was  seconded  and  adopted. 

Dr.  Cook  also  expressed  the  hope  that  an  effort 
will  be  made  to  include  The  Medical  Society  of  Vir- 
ginia and  its  component  societies  in  those  portions  of 
the  risk  management  legislation  which  provide  im- 
munity. 

American  Association  of  Medical  Society  Executives. 

The  American  Associaton  of  Medical  Society  Ex- 
ecutives, with  the  blessings  of  AMA,  is  requesting 
each  state  medical  society  to  make  an  annual  grant  of 
$500  for  the  years  1977,  1978  and  1979.  The  funds 
would  be  used  to  present  programs  designed  for  the 
development  of  greater  administrative  and  manage- 
rial excellence  in  the  executive  staffs  of  state  and 
component  societies. 

It  was  agreed  that  it  would  be  difficult  to  justify 
such  outlay  of  funds  at  this  time  and  a motion  to  file 
was  seconded  and  adopted. 

VaMPAC. 

Dr.  Thompson  reported  that  a political  action  sem- 
inar would  be  presented  in  Williamsburg  on  March  5. 
All  physicians  are  invited  to  attend  and  it  is  hoped 
that  Category  II  credit  will  be  authorized.  The  pro- 
gram is  designed  especially  for  Virginia  physicians 
and  the  cost  will  be  borne  by  the  American  Medical 
Political  Action  Committee. 

Non-Physician  Providers. 

Council  agreed  that  this  matter  should  be  carried 
over  until  the  next  meeting  of  Council.  It  is  concerned 
with  the  encroachment  by  various  non-physician 
groups  and  individuals  in  the  practice  of  medicine. 

Certificate  of  Need. 

Dr.  Weyl  advised  that  he  had  recently  been  con- 
tacted concerning  the  necessity  of  bringing  Virginia's 
Certificate  of  Need  law  into  conformity  with  recently 
issued  federal  regulations.  Unfortunately,  however, 
the  Health  Systems  Agency  in  Northern  Virginia 
wants  to  go  further  than  what  is  required  by  includ- 
ing physician's  offices  in  the  law.  It  also  wishes  to  by- 
pass the  statewide  Health  Planning  Council,  permit- 
ting that  body  to  function  only  when  two  or  more 
HSA's  are  involved  in  a particular  matter.  It  also  has 
indicated  that  it  would  like  the  right  to  appeal  a 
decision  of  the  Council. 

There  followed  some  discussion  concerning  what 
an  acceptable  minimum  would  be  should  physician’s 
offices  ultimately  be  included  in  the  Certificate  of 
Need  law.  It  was  agreed  that  $100,000  was  much  too 
low  and  that  $500,000,  covering  equipment  and/or 
construction,  would  be  more  realistic  and  acceptable. 
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It  was  agreed,  however,  that  no  such  change  in  the 
law  is  desired. 

It  was  then  moved  by  Dr.  Cook  that  the  Society 
oppose  any  change  in  the  Certificate  of  Need  law 
which  would  by-pass  any  level  of  review  and  also 
oppose  any  change  which  goes  beyond  federal  re- 
quirements and  regulations.  The  motion  was  seconded 
and  adopted. 

Legislative  Round-Up. 

Mr.  Goolsby  discussed  the  status  of  the  Society 
legislative  effort  and  expressed  some  concern  over  a 
proposal  to  amend  the  statute  of  limitations  by  mak- 
ing it  two  years  from  time  of  discovery.  It  was 
brought  out  that  this  change  would  affect  all  profes- 
sions and  its  effects  could  be  far  reaching.  Mention 
was  made  of  the  fact  that  some  states  have  statutes 
running  from  time  of  discovery  but  with  a ceiling  of  a 
specific  number  of  years. 

Council  learned  that  the  Society's  main  efforts  this 
year  will  be  to  obtain  enactment  of  a “six-year  plus 
two”  statute  of  limitations  for  minors  and  the  greater 


part  of  the  risk  management  package  developed  by 
joint  committees  representing  the  Society,  Virginia 
Hospital  Association  and  State  Board  of  Medicine. 
The  Society  will,  however,  oppose  that  portion  of  the 
package  which  would  relate  continuing  medical  edu- 
cation to  relicensure. 

Following  a report  on  other  matters  of  interest  to 
be  considered  by  the  General  Assembly,  a motion 
was  made  by  Dr.  Kuykendall  to  oppose  the  proposed 
amendment  changing  Virginia  statute  of  limitations 
to  two  years  from  discovery.  The  motion  was  seconded 
and  carried. 

Meetings  of  Council. 

Dr.  Weyl  announced  that  the  next  two  meetings  of 
Council  will  be  held  in  Richmond  on  March  12  and 
May  14. 

There  being  no  further  business,  the  meeting  was 
adjourned. 

Robert  I.  Howard,  Secretary 

APPROVED: 

W.  Leonard  Weyl,  MD,  President  M 


Up,  Up 
and  Away! 

To  Switzerland,  Italy,  and  the 
French  Riviera!  That’s  the  route  of 
the  next  MSV-INTRAV  travel  ad- 
venture. 

It  will  be  a two-week  tour  of  special 
pleasures,  with  four-day  stops  in  Lau- 
sanne, Switzerland,  by  the  beautiful 
blue  waters  of  Lake  Geneva;  in  Flor- 
ence, Italy,  glory  of  Renaissance  art 
and  architecture;  and  in  Nice, 
France,  lively  capital  of  the  Riviera. 

The  flight  over  will  be  by  jet;  be- 
tween the  three  “ports  of  call”  you 
will  enjoy  the  speed  and  comfort  of 
chartered  European  trains,  their  pic- 
ture-windows providing  unparalleled 
views  of  some  of  Europe’s  loveliest 
landscape. 

Departure  date  is  July  22.  Make 
your  plans  now! 
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Ocular  Syndromes,  by  Walter  J.  Geeraets,  MD. 
655  pp,  Philadelphia:  Lea  & Febriger,  1976,  $45.00. 

It  is  always  a pleasure  to  have  the  opportunity  of 
reviewing  a textbook  in  one's  medical  specialty  and 
especially  so  when  the  author  is  one’s  colleague  in 
that  specialty. 

The  new,  expanded  3rd  Edition  of  Ocular  Syn- 
dromes by  Walter  J.  Geeraets,  MD,  now  contains  436 
syndromes  of  interest  to  ophthalmologists,  neurolo- 
gists, pediatricians,  internists  and  general  prac- 
titioners. It  is  of  particular  interest  to  ophthalmic 
resident  physicians  and  medical  students  since  it  pro- 
vides probably  the  most  current  and  complete  listing 
of  syndromes  involving  the  eye. 

The  alphabetical  listing  of  the  synonyms  and  epo- 
nyms  of  these  syndromes  and  a cross  reference  of 
syndromes  based  on  the  main  ocular  manifestations 
are  additional  advantageous  features  of  this  book. 
Aiso  included  is  a cross  reference  of  these  syndromes 
based  on  etiological  factors,  sex,  ethnic  groups,  age 
prevalence  and  mode  of  heredity.  In  addition,  and  of 
further  value,  is  a bibliography  following  each  syn- 
drome description. 

The  text  further  includes  a glossary,  various  tables 
of  similar  syndromes,  a listing  of  textbooks  and  an 
index  of  clinical  manifestations. 

In  summary,  this  is  an  exceedingly  useful  book 
from  many  points  of  view  and  should  be  included  in 
one's  library.  Further,  it  is  an  extremely  handy  work 
to  be  kept  available  in  a busy  clinic  practice  as  a 
quick  reference  source. 

Roderick  Macdonald,  MD 


Coping  with  Food  Allergy,  by  Claude  A.  Frazier,  MD. 
334  pp,  New  York:  Quadrangle,  The  New  York 
Times  Book  Company,  1974,  $4.95. 

The  author's  purpose  in  this  publication  was  to 
make  food  allergy  comprehensive  and  to  demonstrate 
how  to  avoid  the  unpleasant  consequences  of  being 
allergic  to  foods.  It  will  be  found  helpful  not  only  for 
the  allergic  patient  but  also  for  the  person  or  physi- 
cian working  to  map  out  a feasible  program  of  man- 
agement for  treatment. 

There  are  13  chapters,  the  subject  matter  of  which 
is  summarized  at  the  end  of  some  chapters,  as  well  as 
a supplemental  glossary  of  terms.  Modes  of  pro- 


cedure for  determining  offending  foods,  based  on 
history,  sensitivity  studies,  trial  diet,  food  diaries, 
provocative  testing,  etc.,  are  set  forth  in  detail. 

Foods  are  broken  down  in  botanical  lists  of  family, 
type  of  food  or  related  extracts.  The  combination  of 
foods  and  preparation  are  discussed.  There  is  a chap- 
ter dealing  with  menu  manipulation  which  includes 
milk-free,  wheat-free,  egg-free  and  other  specific 
eliminations  and  discusses  how  menus  may  be 
changed.  Other  chapters  deal  with  certain  foods  such 
as  eggs,  milk,  meats,  cereal  grains,  fruits,  vegetables, 
seafoods,  etc.,  and  food  additives  or  coloring  (or 
fractions  of  these)  and  how  they  may  be  related  to  a 
patient’s  symptomatology  or  manifestation. 

Allergic  manifestations  resulting  from  food  factors 
may  also  be  triggered  by  emotional  stress  or  exposure 
to  other  offending  allergens.  The  author  gives  as  an 
example  hay  fever,  which  not  only  requires  immuni- 
zation with  pollens,  molds,  and  inhalants,  etc.,  but 
also  necessitates  rigid  dietary  management  during  the 
active  pollen  season. 

One  of  the  most  serviceable  features  of  this  pub- 
lication for  the  patient  is  the  section  dealing  with 
recipes.  This  gives  details  of  special  food  preparation 
or  substitute  combinations.  The  appendix  includes 
“Allergens  And  Where  They  Lurk’’,  which  sets  forth 
specific  foods  or  fractions  of  the  foods  and  recom- 
mended allergen-free  products;  manufacturers  of 
food  for  allergy  diets;  and  where  to  obtain  recipes  for 
allergy  diets.  Also  included  is  information  on  the 
allergenic  possibilities  in  alcoholic  beverages  and 
dietary  suggestions  for  migraine.  The  book  is  well 
cross-indexed,  not  only  in  regard  to  specific  food 
allergies  but  drug  manifestations,  menus  and  many 
other  headings. 

J.  Warrick  Thomas,  MD 


Harem  Surgeon,  by  William  M.  Bickers,  MD.  199  pp, 
illustrations.  Richmond,  Whittet  & Shepperson, 
1976. 

Dr.  Bickers'  Arabian  nights  and  days  began  soon 
after  World  War  II  when  he  answered  the  call  of  the 
US  Surgeon  General  for  volunteers  to  staff  in- 
stitutions abroad.  He  was  assigned  to  the  American 
University  in  Beirut,  Lebanon,  and  off  he  went,  on 
leave  of  absence  from  the  faculty  of  the  Medical 
College  of  Virginia.  Lebanon  burst  on  him  as  a “sun- 
lit wonderland”  and  as  for  Beirut,  with  its  pointing 
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minarets  and  arabesque  arches:  “I  fell  in  love  with 
Beirut  at  first  sight  and  have  not  recovered.”  His  new 
friends  in  Beirut  came  to  return  the  admiration  in  full 
measure;  and  in  I960  he  accepted  the  chairmanship 
of  the  department  of  obstetrics  and  gynecology  at  the 
University.  He  was  to  become  known  throughout  the 
Arab  world  as  “the  women's  surgeon  of  Beirut”; 
supervise  the  building  of  a magnificent  University 
Medical  Center;  teach  Western  medical  techniques  to 
Middle  Eastern  colleagues  and  students;  see  and  treat 
an  enormous  range  of  female  disorders,  many  of 
them  never  presented  to  the  American  practitioner; 
visit  splendid  palaces  and  poor  Bedouin  camps  in  re- 
mote areas  of  these  ancient  countries — and  even  have 
the  highly  unusual  experience  of  staying  for  a few 
days  in  a harem  to  watch  over  the  recovery  of  a 
surgically  treated  princess;  know  the  Arabian  as 
friend  and  peer,  learn  his  language  and  mores,  feel  at 
home  in  his  bazaars  and  temples.  He  retired  to  pri- 
vate practice  in  Richmond  in  1975,  where,  every  now 
and  then,  a chartered  jet  flies  in  with  one  of  his 
Arabian  patients,  accompanied  by  (Virginians 
startle)  an  exotic  entourage. 

This  book  is  absorbing  reading  and  is  recom- 
mended for  laymen  as  well  as  professionals. 

A.  G. 


A History  of  Buckingham  County,  by  Eugene  A.  Ma- 
loney. 119  pages,  Waynesboro,  Virginia,  Charles  F. 
McClung,  Inc.,  1976,  $13.95. 

This  very  appealing  hardcover  book,  arriving  in 
the  journal  office  without  fanfare,  beguiled  the  reader 
away  from  the  regular  order  of  work  to  peruse  its 
engrossing  text  and  illustrations.  It  was  commis- 
sioned by  the  Bicentennial  Commission  of  Bucking- 
ham County,  which  counts  among  its  members  Dr. 
Margaret  A.  Pennington.  Dr.  Pennington's  pen  and 
ink  drawings  of  historical  Buckingham  sites  have 
recently  appeared  in  this  journal;  many  of  them  grace 
this  book. 

The  history  of  Buckingham  County  is  thoroughly 
covered  and  referenced,  with  chapters  on  early  settle- 
ment and  religious  life,  the  county’s  role  in  the  Revo- 
lution and  in  the  War  Between  the  States,  and  its 
development  since  those  years  in  education,  politics 
and  industry.  Appended  are  the  names  of  Bucking- 
ham’s Revolutionary  War  soldiers  and  its  Confed- 
erate soldiers  grouped  by  regiment. 

It  is  a book  displaying  commendable  scholarship 
and  an  affection  for  the  region  that  adds  pleasantly 
to  the  easy  style  of  the  author.  Buckingham  County 
residents  should  be  proud  of  this  creative  salute  to 
the  nation's  birthday.  IH 
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ABSTRACTS 

The  papers  here  abstracted  were  presented  at  the 
Virginia  Regional  Meeting  of  the  American  College  of 
Physicians  in  Alexandria  last  month.  Space  did  not 
permit  their  inclusion  in  the  February  issue. 


The  Several  Faces  of  Selective  Hypoaldosteronism. 
Madhu  Sudan,  MD,  William  K.  Stacy,  MD,  Edward 
S.  Bear,  MD,  Halcott  Haden,  MD,  and  William  F. 
Falls,  Jr.,  MD,  Richmond. 

Four  patients  have  been  seen  with  an  apparent  reduction  in 
aldosterone  secretion,  unassociated  with  any  abnormality 
in  glucocorticoid  metabolism.  The  clinical  presentation 
varied  among  the  patients  but  renal  salt  wasting,  hyper- 
kalemia and  a hyperchloremic  metabolic  acidosis  were 
present  either  singly  or  in  combination.  Some  impairment 
of  renal  function  (mean  creatinine  clearance  42  ml/min) 
was  present  in  all  patients.  Common  preceding  clinical  fea- 
tures included  the  administration  of  gentamicin  to  four 
and  a definite  history  of  hypertension  in  three.  Urinary 
aldosterone  excretion  in  each  case  was  below  the  expected 
range  (mean  ± S.  E.,  0.7  ± 0.2  Mg/24  hr)  at  high  (297  ± 49 
mEq/24  hr)  Na+  excretion  and  (2.1  ± 1.0  Mg/24  hr)  at  low 
(61  ±15  mEq/24  hr)  Na+  excretion.  Plasma  renin  activity 
was  below  the  expected  range  in  three  of  the  four  patients 
at  the  time  of  decreased  sodium  excretion  (mean  1.25  ± .33 
ng/ml/hr).  Alterations  in  plasma  renin  activity  in  response 
to  changes  in  sodium  intake  were  sluggish  in  all  patients. 
Three  were  given  9 fludrocortisone  at  some  point  with 
favorable  response.  The  pathogenesis  of  this  disorder  likely 
relates  to  diminished  responsiveness  of  the  renin-angioten- 
sin-aldosterone axis  to  changes  in  the  extracellular  fluid 
volume. 

Allopurinol  Hypersensitivity  Syndrome.  Sandra  W. 
Findsey  and  Eleanor  F.  Evans,  MD,  Richmond. 

While  allopurinol  (Zyloprim®)  was  introduced  into  clinical 
medicine  in  1963,  only  recently  have  there  been  reports  of  a 
characteristic  hypersensitivity  syndrome  associated  with  its 
use.  Two  such  patients  have  been  studied  lately  at  the 
Medical  College  of  Virginia.  The  purpose  of  this  paper  is  to 
describe  this  syndrome,  emphasizing  both  predisposing  fac- 
tors and  clinical  features.  Most  patients  have  had  diuretic 
induced  hyperuricemia  and  pre-existing  hypertension,  and, 
at  least,  mild  azotemia.  Then,  typically,  after  four  weeks  of 
allopurinol  therapy,  a severe  pruritic  desquamative  rash 
develops  associated  with  chills,  fever  and  malaise.  Renal 
function  deteriorates  anbd  most  patients  exhibit  aden- 
opathy, eosinophilia  and  liver  function  abnormalities.  Skin 
biopsy  shows  vasculitis.  Resolution  of  the  syndrome  may 
occur  about  two  weeks  after  allopurinol  is  withdrawn;  how- 
ever, the  course  of  some  patients  has  been  very  prolonged. 
Systemic  corticosteroids  are  beneficial. 
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The  spectacular  Sognefjord,  longest  and  greatest  of  Norway's  fjords.  Courtesy  of  INTRAV. 
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Reflections  on  Socialized  Medicine 
After  a Sabbatical  in  Norway 


MOST  OF  THE  HOSPITALS  in  Norway  and 
Sweden  are  owned  and  run  by  the  national 
government,  cities  and  districts.  The  people  who 
work  in  the  hospitals  are  relatively  well  paid,  have 
four  weeks  of  vacation  (those  in  contact  with  radi- 
ation get  six  weeks)  and  three  months  of  sick  leave  a 
year  with  full  pay,  this  sick  leave  often  abused.  But 
nobody  cares  whether  the  hospitals  are  in  the  red: 
you  merely  ask  the  government  for  a little  more 
money  and  keep  the  patient  in  the  hospital  a few 
more  days,  which  is  easy,  for  the  national  health 
insurance  will  always  pay  and  there  is  no  utilization 
committees.  It  is  also  unusual  to  admit  patients  on 
Sunday’s  to  start  the  diagnostic  evaluation  because 
people  on  call  don’t  like  to  be  disturbed,  despite  the 
fact  that  they  are  paid  100%  extra  for  overtime. 

These  abuses  lead  to  long  waiting  lists  for  hospital 
admissions;  for  certain  categories  it  may  take  as  long 
as  12  months  to  be  admitted.  The  waiting  time  is 
especially  long  during  the  summer,  when  parts  of  the 
departments  are  closed  due  to  vacations  of  personnel. 
The  patients  not  only  wait  to  be  admitted  but  have  to 
wait  for  various  examinations  after  they  have  been 
admitted;  for  example,  ten  days  for  a barium  enema, 
24  days  for  a lymphangiogram  and  seven  days  for  a 
plain  skull  x-ray  in  one  of  the  university  hospitals  in 
Norway. 

Not  only  the  hospitals  have  long  waiting  lists;  so 
do  the  specialists.  In  Sweden,  for  example,  it  usually 
takes  six  months  to  get  an  appointment  with  a spe- 
cialist; if  he  refers  you  to  another  specialist  it  may 
take  another  six  months.  It  is  not  unusual  that  the 


original  disease  may  have  healed  in  the  interim,  but 
the  patient  may  have  another  problem  he  wants  to 
discuss.  He  does  not  want  to  miss  the  appointment 
because  the  health  insurance  will  pay  for  it  and  the 
employer  has  to  give  free  time  off. 

How  about  the  service,  once  it  becomes  available? 
As  a rule,  it  is  good  but  not  always  efficient,  as  the 
following  case  shows.  The  patient  was  scheduled  to 
be  admitted  to  a hospital  in  the  Stockholm  area  by  an 
emergency  ambulance.  However,  he  was  sent  to  the 
wrong  hospital,  where  he  spent  nearly  24  hours  in  the 
emergency  room  waiting  for  further  transportation  to 
the  correct  hospital,  where  he  spent  another  24  hours 
in  the  emergency  room  before  being  transferred  to 
the  ward.  The  poor  wife  had  no  idea  where  her  hus- 
band was  for  more  than  two  days! 

During  weekends,  smaller  hospitals  are  often  not 
sufficiently  staffed.  For  example,  they  may  have  no 
service  for  anesthesia,  and  fatalities  have  occurred 
transferring  patients  from  one  hospital  to  another. 

Why  do  these  things  occur,  the  long  waiting  lists 
and  the  lack  of  service?  I think  mainly  for  one  reason: 
there  is  no  incentive  for  extra  work  because  of  high 
income  taxes  in  both  Norway  and  Sweden  (up  to  90% 
of  overtime  pay  might  go  to  income  taxes).  People 
therefore  are  not  interested  in  working,  especially 
during  weekends  and  holidays.  In  addition,  they  want 
longer  vacations  and  more  time  off,  and  it  is  not 
unusual  for  specialists  in  otolaryngology  and  oph- 
thalmology, for  example,  to  work  only  six  to  eight 
months  a year. 

But  is  socialized  medicine  all  bad?  Not  at  all.  The 
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most  valuable  aspect  of  it  is  the  lack  of  worry  about 
costs  during  illness.  Most  of  my  colleagues  in  Scandi- 
navia do  excellent  work  in  spite  of  the  fact  that  they 
are  steadily  haunted  by  the  government  for  tax  eva- 
sion, etc. 

Let  us  look  at  the  other  side  of  the  coin.  How 
about  the  situation  here  in  America?  I would  first  of 
all  like  to  see  a catastrophic  plan  implemented  so 
every  citizen  can  feel  safe  from  economic  ruin  due  to 
disease  or  injury.  Second,  I hope  the  malpractice 
problem,  which  is  nonexistent  in  Norway,  can  be 


solved  here.  I hope,  though,  that  we  will  not  have  a 
national  health  plan  which  follows  the  trends  in  Brit- 
ain and  the  Scandinavian  countries;  such  a plan  will 
greatly  increase  costs  and  diminish  the  excellence  of 
medicine. 

I hope  we  and  future  generations  in  the  USA  will 
avoid  being  caught  in  the  web  of  government  depend- 
ency from  cradle  to  the  grave.  Let  us  anticipate  the 
changes  of  the  future,  but  let  us  direct  the  changes. 

Hans  O.  Riddervold,  MD, 

Charlottesville,  Virginia. 


The  Art  of  Avoiding  Patient  Complaints 


The  following  suggestions  are  excerpted  from 
"Patient  Complaints  Against  Physicians  in  the 
Richmond  Area  During  1973".  a study  of  com- 
plaints filed  against  members  of  the  Richmond 
Academy  of  Medicine,  written  by  Charles  L.  Cooke, 
MD,  Richmond,  and  published  in  JAMA  236:2643, 
1976. 

1.  Never  guarantee  results  of  therapy,  for  un- 
predictability of  disease  processes  and  human  be- 
havior make  it  impossible  to  do  so.  Even  if  it  were 
possible  to  guarantee  results,  there  would  still  be 
some  people  who  would  be  dissatisfied  with  the 
situation.  Always  discuss  the  prognosis  of  the  dis- 
ease involved,  and  be  certain  to  mention  possible 
complications  of  therapy.  If  these  complications 
are  unusual  or  possibly  severe,  then  written  in- 
structions in  the  form  of  a letter  to  the  patient 
would  be  helpful. 

2.  Set  fees  commensurate  with  the  difficulty  of 
the  problem  involved  and  with  the  amount  of  time 
spent.  Spell  this  out  clearly  beforehand,  and  item- 
ize all  bills  to  show  which  portion  of  the  fee  is  for 
professional  services,  laboratory  studies,  roent- 
genograms, ECGs,  and  other  tests  or  services. 

3.  Be  certain  that  your  answering  service  clearly 
knows  who  is  substituting  for  you  if  you  are  gone. 
This  would  have  eliminated  all  the  complaints  di- 
rected at  pediatricians  during  1973. 

4.  Be  certain  to  return  calls  to  patients 
promptly,  especially  if  the  patient  is  dissatisfied 
with  your  services  or  with  the  results  of  therapy.  It 
is  far  better  that  patients  talk  to  the  physician 
involved  than  that  they  talk  to  neighbors,  mal- 
practice lawyers,  or  the  Mediations  Committee. 


Deal  openly  and  directly  with  the  patient's  specific 
complaint. 

5.  Do  not  hesitate  to  ask  for  a consultation  if 
the  patient  or  family  seems  to  question  your  diag- 
nosis or  therapy.  If  you  are  correct,  the  consulta- 
tion will  only  make  you  look  better;  if  you  are 
wrong,  you  stand  to  learn  something. 

6.  Deal  with  the  patient's  family  with  special 
consideration.  If  members  of  the  family  are  in 
allied  health  professions,  they  are  far  more  likely 
to  precipitate  complaints,  if  dissatisfied,  than  those 
persons  not  in  allied  health  professions. 

7.  Think  twice  before  sending  a bill  to  a collec- 
tion agency,  especially  if  the  patient  has  a reason 
to  be  dissatisfied  with  your  services. 

8.  If  you  encounter  patients  you  cannot  learn  to 
like,  help  them  find  another  physician.1  No  com- 
plaints were  written  by  patients  who  were  satisfied 
with  the  personal  relationship  with  their  physician, 
even  though  the  outcome  of  therapy  may  not  have 
been  satisfactory. 

9.  More  active  use  of  mediations  committees 
would  help  decrease  the  ever-growing  malpractice 
problem. 

10.  Finally,  and  perhaps  most  important,  most 
complaints  of  patients  directed  against  physicians 
could  be  prevented  by  improved  communications, 
common  courtesy,  and  the  willingness  to  listen  on 
the  part  of  both  parties  involved.2,3 

1.  Doctors’  rights,  editorial.  Br  Med  J 2:710-711. 
1975. 

2.  Kriss  J P:  On  white  coats  and  other  matters.  N Engl 
./  Med  292:1024-1025,  1975. 

3.  Baume  P:  The  doctor  in  the  doctor-patient  rela- 
tionship. Med  J A list  2:323-324,  1974. 
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James  E.  Grimes,  MD 

At  the  age  of  49  years.  Dr.  James  E.  Grimes,  Fred- 
ericksburg pediatrician,  died  December  4,  1976,  in 
Fredericksburg.  He  was  a graduate  of  the  University 
of  Virginia  School  of  Medicine  and  a member  of  the 
American  Academy  of  Pediatrics.  He  is  survived  by 
his  wife. 


James  L.  Guillette,  MD 

Dr.  James  L.  Guillette,  Worcester,  Massachusetts, 
died  January  1 1 at  the  age  of  53  years.  An  opthalmol- 
ogist,  Dr.  Guillette  received  his  medical  degree  from 
the  Tufts  University  School  of  Medicine,  Boston.  He 
had  been  a member  of  The  Medical  Society  of  Vir- 
ginia since  1953. 


Julius  J.  Snyder,  MD 

At  the  age  of  65  years.  Dr.  Julius  J.  Snyder,  Nor- 
folk, died  August  30,  1976.  He  was  a graduate  of  the 
Medical  College  of  Virginia,  Richmond,  and  special- 
ized in  anesthesiology. 


Mark  Early  Myers,  MD 

At  the  age  of  67  years,  Dr.  Mark  Early  Myers  of 
Harrisonburg,  Virginia,  died  on  October  5,  1976.  A 
graduate  of  the  University  of  Virginia  Medical 
School,  he  was  a general  surgeon. 

Dr.  Mark  Early  Myers  was  a member  of  the  Rock- 
ingham Memorial  Hospital  staff  from  August,  1954, 
until  his  unexpected  death  from  a heart  attack  while 
practicing  with  the  Rockingham  Male  Chorus,  of 
which  he  was  a member.  He  was  born  in  the  Green- 
mount  community  of  Rockingham  County.  After 
graduation  from  Bridgewater  College,  he  attended 
the  University  of  Virginia,  where  he  received  his  med- 
ical degree;  he  took  his  internship  at  the  University 
Hospital. 

He  was  a member  of  the  American  Medical  Associ- 
ation and  The  Medical  Society  of  Virginia,  a Fellow 
of  the  American  College  of  Surgeons  and  a Diplo- 
mate  of  the  American  Board  of  Surgery. 

His  colleagues  remember  him  as  a very  con- 
scientious and  capable  surgeon  as  well  as  a highly 
respected  and  dependable  friend. 

This  memoir  prepared  by  Noland  M.  Canter,  Jr.,  MD. 
and  C.  Sherill  Armentrout,  MD,  at  the  request  of  the 
Rockingham  County  Medical  Society. 


James  Parrish,  MD 

Dr.  James  Parrish,  Portsmouth,  Virginia,  died 
April  24,  1976.  A graduate  of  the  University  of  Penn- 
sylvania School  of  Medicine,  Philadelphia,  Dr.  Par- 
rish’ speciality  was  obstetrics  and  gynecology.  He  had 
been  a member  of  The  Medical  Society  of  Virginia 
for  43  years. 


James  Alvis  Soyars,  MD 

At  the  age  of  73  years.  Dr.  James  Alvis  Soyars, 
Saltville,  Virginia,  died  December  10,  1976.  He  was  a 
graduate  of  the  Medical  College  of  Virginia,  Rich- 
mond, and  was  a general  practitioner.  His  member- 
ship in  The  Medical  Society  of  Virginia  spanned  45 
years. 


Harold  George  Stacy,  MD 

In  Danville,  Virginia,  where  he  was  a general  prac- 
titioner, Dr.  Harold  George  Stacy  died  on  December 
30,  1976,  at  61  years  of  age. 


M.  Richard  Whitehill,  MD 

Dr.  M.  Richard  Whitehill,  Norfolk,  died  Novem- 
ber 17,  1976,  at  the  age  of  65  years.  His  specialty  was 
internal  medicine.  Dr.  Whitehill  was  graduated  from 
the  Harvard  Medical  School  in  1934  and  served  his 
residency  at  Johns  Hopkins  University.  He  had  been 
a member  of  The  Medical  Society  of  Virginia  for  38 
years. 
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Memoir  of  Thomas  Newman  Davis,  Jr. 
1885-1976 

By  Ernest  G.  Scott,  MD,  and  Samuel  E.  Oglesby,  MD 


Thomas  Newman  Davis,  Jr.,  of  Lynchburg,  Vir- 
ginia, died  at  91  years  on  August  4,  1976.  Born  Janu- 
ary 1 , 1 885,  he  was  educated  in  the  Lynchburg  public 
schools  and  later  the  college  and  medical  school  of 
the  University  of  Virginia,  graduating  in  1911.  He 
had  postgraduate  training  at  Blue  Ridge  Sanatorium 
and  under  Dr.  Richard  Cabot  of  Boston,  a distin- 
guished clinician  and  the  originator  of  the  CPC 
teaching  method.  During  World  War  I he  served  as  a 
captain  in  the  Army  Medical  Corps.  Returning  to 
Lynchburg,  he  specialized  in  diseases  of  the  chest 
with  emphasis  on  pulmonary  tuberculosis  and  was 
the  first  in  the  area  to  employ  pneumothorax  for  its 
treatment.  For  many  years  he  was  the  school  physi- 
cian at  Virginia  Episcopal  School. 

In  1918  he  married  Mary  Lancaster  of  Richmond, 


who  survives  him.  They  have  one  son.  Dr.  Thomas 
N.  Davis,  111,  Jonesboro,  Arkansas. 

Tom  Davis  believed  strongly  in  physical  fitness  and 
knew  its  value  in  strengthening  and  protecting  the 
heart.  During  college  he  won  several  medals  for 
cross-country  running.  He  and  Mary  seldom  missed  a 
day  of  taking  a long  hike,  often  20  to  25  miles.  His 
office  was  on  the  twelfth  floor,  but  he  disdained  the 
elevator  and  walked  those  eleven  flights  twice  daily. 

He  was  a member  of  St.  Paul’s  Episcopal  Church, 
where  his  memorial  services  were  held.  In  the  words 
of  the  officiating  pastor,  he  was  a “gentle,  loving, 
whimsical,  compassionate  and  joyful  human  being”. 
We  shall  miss  him. 

This  memoir  was  prepared  and  published  at  the  request 
of  the  Lynchburg  Academy  of  Medicine. 


Memoir  of  James  Grayson  Campbell 
1930-1976 

By  Robert  O.  Eludgens,  MD,  William  T.  Stuart,  Jr.,  MD,  and  Keith  W.  McNeer,  MD 


The  Richmond  Academy  of  Medicine  and  the  en- 
tire community  of  Richmond  suffered  a great  loss  in 
the  death  of  James  G.  Campbell  on  June  1,  1976.  As 
one  of  the  premier  anaesthesiologists  of  the  city,  the 
loss  of  this  colleague  has  been  felt  by  all  who  knew 
him  and  especially  by  the  four  hospitals  with  which 
he  was  associated  during  his  professional  career:  the 
Medical  College  of  Virginia,  St.  Mary’s,  Chippenham 
and  St.  Luke’s. 

It  was  his  nature  to  know  and  to  cultivate  friends, 
and  there  are  few  in  the  Academy  whose  lives  he  did 
not  touch  in  some  way.  His  was  a complex  and  multi- 
talented personality.  One  was  continually  amazed  at 
the  extent  of  his  knowledge  and  the  diversity  of  his 
expertise.  As  a distinguished  physician,  he  contrib- 
uted his  talents  to  many  medically  associated  projects 
beyond  his  accustomed  professional  duties.  He  was 
keenly  interested  in  the  community  and  worked  in 
many  ways  toward  its  betterment.  As  a talented  musi- 
cian and  antiquarian,  he  strongly  supported  the  vari- 
ous cultural  endeavors  of  our  city. 

His  home  and  his  yard  were  his  major  hobbies. 
Both  reflected  his  superb  taste  and  his  talent  of  mak- 


ing all  things  around  him  welcoming  and  beautiful. 
His  life  was  characterized  by  a devotion  to  people 
and  to  things  of  enduring  beauty  and  value.  To  these 
he  gave  of  himself  with  dignity  and  verve. 

Throughout  the  course  of  his  final  illness,  when  he 
was  well  aware  of  its  probable  outcome,  he  continued 
to  force  himself  to  participate  in  social,  cultural,  and 
church  activities  long  after  it  became  necessary  for 
him  to  forsake  his  professional  obligations.  His  cour- 
age, his  faith,  his  desire  to  continue  to  be  among  his 
family  and  his  friends  was  not  only  inspirational  but 
amazing. 

He  leaves  his  wife.  Dr.  Ruth  Williams  Campbell  (a 
member  of  the  Richmond  Academy),  a son,  John, 
and  a daughter,  Elizabeth,  as  well  as  numerous  mem- 
bers of  his  immediate  family. 

As  Tennyson  wrote,  “God’s  finger  touched  him, 
and  he  slept.”  May  he  rest  peacefully  in  the  sure  and 
certain  knowledge  that  his  was  a job  well  done,  that 
in  his  life  he  benefited  many,  and  that  in  his  final 
illness  he  inspired  all. 

This  memoir  was  prepared  and  published  at  the  request 
of  the  Richmond  Academy  of  Medicine. 
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Memoir  of  Luther  Bradford  Waters,  Jr. 
1914-1976 

By  Francis  R.  Whitehouse,  MD 


Born  in  Charlottesville,  Virginia,  on  June  18,  1914, 
Luther  Bradford  Waters,  Jr.,  died  in  Lynchburg  June 
17,  1976.  He  graduated  from  Hampden  Sydney  Col- 
lege, receiving  a BA  degree,  and  from  the  Medical 
College  of  Virginia,  receiving  the  MD  degree.  He 
received  his  postdoctoral  training  at  Norfolk  General 
Hospital  and  Duke  University  Hospital,  specializing 
in  radiology.  He  was  certified  by  the  American  Board 
of  Radiology  and  was  a member  of  the  American 
Radiological  Society,  as  well  as  numerous  other  med- 
ical societies  on  the  local,  state  and  national  level.  He 
served  as  an  instructor  in  radiology  while  at  Duke 
University.  He  began  practice  in  his  home  town  of 
Lynchburg. in  1950,  being  the  first  formally  trained 
Board  Certified  radiologist  in  Lynchburg.  He  later 
became  a founding  partner  of  Radiology  Consultants 
and  provided  Lynchburg  with  a quality  of  service 
that  was  admired  and  appreciated  by  patients  and 
colleagues  alike. 

In  spite  of  orthopedic  problems,  he  was  able  to 
play  golf  sufficiently  well  to  play  on  the  high  school 
golf  team.  While  in  college  he  won  the  Debate  Medal. 
With  declining  health  over  the  years  due  to  a chronic 


cardiac  problem,  he  channeled  his  activities  into  less 
physically  demanding  interests  such  as  being  presi- 
dent of  the  Bedford  County  Hunt  and  contributed  a 
great  deal  to  horse  shows  and  related  interests.  He 
also  was  the  owner  of  a greenhouse  and  raised  many 
prize-winning  orchids  and  camellias;  he  was  president 
of  the  Blue  Ridge  Orchid  Society  and  a member  of 
the  American  Orchid  Society  and  the  American  Ca- 
mellia Society.  He  was  a Rotarian  and  a member  of 
the  Lynchburg  Power  Squadron.  He  was  a member 
of  the  First  Presbyterian  Church. 

An  editorial  in  the  Lynchburg  News  after  his  death 
said  in  part,  “He  was  good  company.  Professionally 
he  was  a man  of  real  talent,  good  judgment,  and 
helpful  in  purely  advisory  as  well  as  professional 
ways.” 

During  his  years  of  notable  physical  debility  he 
practiced  cheerfully  and  uncomplainingly  until  his 
retirement  in  1974.  His  courage  during  his  life  was 
exemplary  to  a notable  degree. 

Dr.  Waters  is  survived  by  his  wife  and  daughters. 

This  memoir  was  prepared  and  published  at  the  request 
of  the  Lynchburg  Academy  of  Medicine. 


Memoir  of  Julius  J.  Snyder 
1911-1976 


By  Henry  J.  Carter,  MD 


The  medical  staff  of  DePaul  Hospital,  Norfolk, 
Virginia,  records  with  deep  sorrow  the  death  of  its 
member.  Dr.  Julius  J.  Snyder,  on  August  30,  1976. 

Dr.  Snyder  was  born  June  20,  191 1,  in  Norfolk.  He 
attended  Syracuse  University  and  the  College  of  Wil- 
liam and  Mary  was  graduated  from  the  Medical  Col- 
lege of  Virginia  in  1937,  where  he  was  accorded  his 
MD  degree.  He  served  his  internship  in  the  US  Public 
Health  Service  Hospital  and  his  residency  in  anesthe- 
siology at  Fitzsimmons  Army  General  Hospital  in 
Denver,  Colorado. 

Dr.  Snyder  served  in  the  US  Army  Medical  Corps 
from  1938  to  1954  and  was  on  active  duty  in  the 
South  Pacific  theater  during  World  War  II.  He  left 
the  army  in  1954  with  the  rank  of  colonel  to  enter 
private  practice  in  Norfolk.  He  held  active  staff  mem- 


berships at  DePaul  Hospital,  Medical  Center  Hospi- 
tals and  Childrens  Hospital  of  the  Kings  Daughters. 

Dr.  Snyder  was  a member  of  the  Norfolk  County 
Medical  Society,  The  Medical  Society  of  Virginia,  the 
Virginia  Society  of  Anesthesiologists  and  the  Ameri- 
can Society  of  Anesthesiologists.  He  was  a Fellow  of 
the  American  College  of  Anesthesiologists  and  an 
associate  professor  of  anesthesiology  at  Eastern  Vir- 
ginia Medical  School.  He  is  survived  by  his  wife,  a 
daughter,  and  a son. 

Julius  J.  Snyder  will  long  be  remembered  by  those 
who  knew  him  and  those  who  worked  with  him  for 
his  sincerity  and  his  dedication  to  his  profession  and 
to  his  fellow  man. 

This  memoir  was  prepared  and  published  at  the  request 
of  the  Norfolk  Academy  of  Medicine. 
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NEW  MEMBERS 

of  The  Medical  Society  of  Virginia 


A bingdon 

Martin  Francis  Monahan 

A lexandria 

Donald  F.  Bogdan 
John  A.  Bruno,  Jr. 
Cheng-Nan  Chen 
Mark  P.  David 
Medhat  M.  Kamel 
Jay  Katzen 
Ali  Khomani 
Beal  Lowen 
Merrill  F.  Prugh 
Ronnie  R.  Rav 
Alan  R.  Sager 
Richard  B.  Todhunter 
H.  Evangeline  Tomlinson 
Joseph  M.  Congnecker 

Annandale 

Thomas  R.  Crock 
Russell  P.  Seneca 

A rlington 

John  L.  Albrigo 
Amin  V.  Barakat 
Ramesh  M.  Desai 
Robert  M.  Licata 
Odell  McCants 
Willard  J.  Oldmixon 
Andrew  J.  Sheridan 
Alan  Wise 
David  A.  Zohn 

Ashland 

R.  Hayes  Hanley,  Jr. 

Blacksburg 

Lucian  I).  Robinson 

Capron 

Katherine  S.  Loutrel 

Centreville 

Verna  E.  Hanes 

Charlottesville 

Robert  W.  Cantrell 
Michael  I..  C'herwek 
Hilbert  H.  DeLawter 
Allan  E.  Kayne 
Meng  Lai  Lim 


Eh  Chaw  Liu 
Sarnie  S.  Najjar 
Kenneth  R.  Spisso 
Carol  B.  Stelling 
Thomas  E.  Urbaniak 

Chesapeake 

Remigio  L.  Bautista 
William  T.  Naylor 
Thomas  H.  Smith 

Clifton  Forge 

Emmanuel  F.  Castro 

Culpeper 

Linda  H.  Davies 

Danville 

Vicente  T.  Ealgui 
Victor  Oberheu 
David  H.  Zornow 

Dumfries 

William  C.  McCarthy 

Fairfax 

Anthony  Debs 
Dan  Kramer 
Dong  Han  Lee 
Arthur  H.  Mensch 
Robert  B.  Newell,  Jr. 

Falls  Church 

Ebrahini  Navid 
James  H.  Stallings 

Farmville 

Mario  Y.  Dimacali 

Fredericksburg 

C.  Ralph  Beamon 
Rosario  Guanzon  Laserna 

Front  Royal 

Ray  S.  Wood 

Hampton 

Rosa  C.  LJrrutia 
John  A.  Watters,  Jr. 

Harrisonburg 

Paul  C.  Caldwell 

Highland  Springs 

Ernest  A.  Fornaris 


Hopewell 

Patricia  D.  Gonzales 
Alberto  A.  Saroyba 
Shantarion  Talegoankar 

Leesburg 

Thomas  P.  McGorry 
John  J.  McGovern 
Joseph  S.  Skaloff 

Lexington 

John  D.  Harralson 
Vincent  J.  Mazzella 

Lynchburg 

Chester  A.  Bennett 
William  A.  Hobbs,  Jr. 

M anassas 

Alelaida  G.  Guieb 

Martinsville 

Conrad  H.  Daum 
Charles  R.  Loar 

McLean 

Barry  C.  Gorman 
Robert  D.  Warren 
Thomas  N.  Wise 

Midlothian 

John  M.  Mueller 

M echanicsville 

Jethro  H.  Piland,  Jr. 

Nassawadox 

E.  Milton  Kellam 
Donald  T.  Paine 

Newport  News 

Webb  D.  Jones 
Steven  M.  Norfleet 
John  R.  Stephens 
Minnie  A.  Stiff 
Charles  Lindsay  Willmarth 

Norfolk 

Alan  P.  Ganderson 
Eddie  Z.  Guilaran 
Sidney  P.  Heifer 
Gerald  H.  Holman 
Richard  L.  Hurwitz 
Sue  May  Liu 
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John  B.  McCraw 
Robert  E.  Mitchell 
Joseph  T.  Mullen 
Josephine  J.  Templeton 
Joseph  Toland 

Petersburg 

Harry  Alan  Bigley,  Jr. 
Gurunanjappa  S.  Murthy 
Vasudevan  K.  Thoppay 

Portsmouth 

George  E.  Booker 
Ali  A.  Choudhury 
Joseph  David 
Dong  Soo  Kim 
Jose  D.  Leoncio 
Harry  P.  Makin 
Vincent  J.  Pisciotta 
Neihl  J.  Williamson 

Pulaski 

Muscu  M.  Reddy 
Michael  E.  Shahan 

Quantico 

Jeffrey  Dee  Fleigel 
S.  Marc  Krenytzky 

Radford 

John  Watkins  Foster,  Jr. 
Cheo-Ming  Jean 

Rest  on 

Michael  J.  Arons 
Elliott  S.  Dacher 
Lawrence  Kelly 
Rene  F.  Llaneras 
Watson  Day  Reid 
Richard  L.  Stokes 
Guillermo  A.  Tremois 

Rich  lands 

Teodorico  Reyes  Dino 
Ramzy  I.  Nassif 
Sami  I.  Nassif 

Richmond 

John  W.  Ayres 
Charles  A.  Binford 
John  E.  Collier 
Edward  Frank  Collinson 
Richard  R.  Dickerson 
Dirk  S.  Dixon 


Eugene  I.  Emembolu 
Adam  J.  Fiedler 
Ann  Elizabeth  Grady 
Clemens  E.  Hallmann 
Jeffrey  Sheldon  Hanzel 
Austin  B.  Harrelson 
Selcerk  Kaylan 
Leslie  S.  Kreisler 
Cynthia  W.  Merrill 
C.  M.  Kinloch  Nelson 
Cullen  B.  Rivers 
Leslie  S.  Robinson 
John  A.  Russell,  Jr. 
Humbert  G.  Sullivan 
Carolyn  E.  Thomas 
George  Walter  Thomas 
Mary  Ann  Turner 
Stephen  Carpenter  Volk 
James  Allen  Wassum 
Issa  Yaghmai 
Estelle  Irene  Young 

Roanoke 

Andrew  C.  Bockner 
Dallas  P.  Crickenberger 
Ousama  Ghaibeh 
Hugh  J.  Scruggs 
Edward  M.W.  Stuart 
Robert  L.  Vermillion 

Ruckersville 

Ruth  B.  Weeks 

Rust  burg 

Richard  C.  Bell 

Salem 

Nina  G.  Magier 

South  Boston 

Maurice  E.  Bandy 
Ben  L.  Guedes 
Prasit  Thanaporn 

Suffolk 

Douglas  U.  Kells 

Trout  Dale 

Elmer  M.  Cranton 


Vienna 

William  Chester  Brannan 
Morton  L.  Moss 
Michael  A.  Weiss 


Virginia  Beach 

Don  L.  Conaway 
James  E.  Devin 
Edward  Jay  Downs 
Mark  Irving  Gaines 
Robert  A.  Gormley 
Donald  J.  Imbur 
Robert  A.  Nash 
Vianmar  G.  Pascual 
William  S.  Teachey 
Gregory  J.  Worth 

Windsor 

Jeffrey  B.  Petticrew 

Winchester 

Stanley  M.  Sager 

Wytheville 

Felciano  J.  Jusay 

Durham,  North  Carolina 

Lawrence  S.  Peters 

Cincinnati,  Ohio 

John  F.  Ogburn 

Hamden,  Connecticut 

S.  P.  Shelot 

Washington,  D.C. 

David  A.  Block 
Norman  Jay  Cowen 
Gerald  C.  Morris 
Frank  A.  Pettrone 

New  Orleans,  Louisiana 

Michael  P.  Stevens 
Patricia  P.  Stevens 

Bethesda,  Maryland 

Lawrence  J.  Eron 

Potomas,  Maryland 

Dennis  J.  McCabe 

Silver  Spring,  Maryland 

Geonard  F.  Butler 
Lewis  Charles  Lipson 

Temple  Hills,  Maryland 

Rosy  T.  Javate 

Lame  Deer,  Montana 

Robert  S.  Slocum 

New  York,  New  York 

Bat;ry  Theodore  Katzen 
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—the  chance  to  discuss  practice  opportunities  in  60  communities  from  the  coast  to  the  mountains 

— the  opportunity  to  work  with  physician  extenders  if  you  so  desire 

i.  —the  chance  to  join  a group,  partnership,  association  or  to  establish  a new  practice 

—the  opportunity  for  you  and  your  spouse  to  visit  a community  with  the  right  kind  of  life-style  and  medical 
$ practice  organization 

■y  — the  opportunity  to  participate  in  the  North  Carolina  Area  Health  Education  Centers  Program 

>+ 

The  Office  of  Rural  Health  Services  Has  Information  On  60  Communities  For  Your  Consideration 

Please  Send  Me  More  Information  About  North  Carolina 
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Office  of  Rural  Health  Services 
Department  of  Human  Resources 
Box  12200 
Raleigh,  N C 27605 


Name  

Address 

Street 


City  State 

Date  Available 


Zip  Code 


I I Family  Practice 
I | Internal  Medicine' 
□ OB/GYN 
I I Pediatrics 
I I Emergency  Room 


Home  Phone. 


. Work  Phone. 
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Virginia  Medical  Classified  insertions  accepted  at  the  dis- 
cretion of  the  Editor.  Rates:  $10  per  insertion  for  50  words  or 
less,  10<(  per  word  in  excess  of  50.  Classified  display  available 


at  $20  per  50  words.  Copy  due  by  the  fifth  of  the  month  prior 
to  month  of  publication.  Send  to  the  Managing  Editor.  4205 
Dover  Road,  Richmond  VA  23221. 


PHYSICIANS  ASSISTANT  desires  preceptorship  and/or 
possible  employment  with  primary  care  physician.  Effective 
May  1977.  Please  contact  Jim  Klockowski,  Box  582,  Albany 
Medical  College,  Albany,  New  York. 

PHYSICIANS  WANTED,  RICHMOND  ENVIRONS— 
Need  physician  to  work  four  or  five  hours  one  or  two  evenings 
per  week,  prefer  first  year  medical  resident;  also  full-time 
internist  or  generalist  and  a semi-retired  physician.  JCAH 
hospital  nearby.  Salary  first  year  with  bonus,  then  join  corpo- 
ration. Send  CV  to  VM  Box  51,  4205  Dover  Road,  Rich- 
mond VA  23221. 

CONFERENCES  FOR  MEDICAL  PROFESSIONALS— 
A calendar  listing  of  over  500  national/international  meet- 
ings, conferences  and  seminars  in  the  medical  sciences  for 
1977.  All  medical  specialties  included.  Send  $10.  check  or 
money  order  payable  to  Professional  Calendars,  PO  Box 
40083,  Washington  DC  20016. 

HOUSE  PHYSICIANS  WANTED  beginning  July  1977  for 
300  bed  modern  JCAH  hospital.  Virginia  license  required. 
Contact  the  Medical  Director,  Maryview  Hospital,  3636 
High  Street,  Portsmouth  VA  23707. 

MEDICAL  DIRECTOR  Appalachian  Red  Cross  Blood 
Center.  Requirements  include  MD  degree,  experienced  in 
transfusion  therapy,  blood  hanking,  administrative  and  su- 
pervisory experience.  Salary  competitive,  excellent  benefits, 
EOE.  Submit  curriculum  vitae  and  salary  requirements  to 
PO  Box  13382,  Roanoke  VA  24033. 


MEDICINE  IN  RICHMOND  1900-1975 

by  Charles  M.  Caravati,  M.D. 

This  is  a story  of  medicine  in 
Richmond  and  of  its  physicians 
in  the  twentieth  century,  com- 
piled by  Dr.  Caravati  for  the 
Richmond  Academy  of  Medicine. 

Copies  may  be  ordered  from: 
Richmond  Academy  of  Medicine,  Inc. 
1200  East  Clay  Street 
Richmond,  Virginia  23219 

Price,  $8.50. 


OPPORTUNITY  FOR  PHYSICIAN  to  practice  profes- 
sionally satisfying  medicine  in  a comprehensive  occupational 
health  program.  International  manufacturing  company  has  a 
full-time  position  available  in  the  Richmond  area.  No  travel 
requirements.  Internal  medicine  background  preferred  and 
salary  commensurate  with  training  and  experience.  Vacation, 
excellent  working  conditions,  fringe  benefits  and  liability 
insurance  provided.  Virginia  license  required.  No  night  or 
weekend  work.  Send  resume  in  confidence  to  VM  Box  51, 
4205  Dover  Road,  Richmond  VA  23221. 

PUBLIC  HEALTH:  The  Virginia  State  Health  Depart- 
ment has  positions  for  medical  directors  of  child  development 
clinics  in  Winchester  and  Roanoke,  Virginia.  These  positions 
are  classified  as  Public  Health  Clinician  B with  a salary 
range  of  $29,300  to  $36,400.  Applicants  must  have  had  pe- 
diatric training  and  are  required  to  be  licensed  to  practice 
medicine  in  Virginia  at  time  of  employment.  Inquire:  Direc- 
tor of  Bureau  of  Child  Health,  Virginia  State  Department  of 
Health,  Richmond  VA  23219.  Telephone  804  786-7367.  An 
Equal  Opportunity  Employer. 

WANTED  TO  BUY,  medical  examining  room  furniture: 
tables,  cabinets,  treatment  stands  and  stools.  Telephone 
(804)  458-8535. 

ARE  YOU  MOVING?  Please  let  us  know!  Send  your 
address  plus  your  mailing  label  with  ME  number  to 
Virginia  Medical,  4205  Dover  Road,  Richmond  VA  23221. 
Thank  You! 

THE  ALPS,  THE  RIVIERA,  and  Florence,  Italy — that’s 
the  route  of  the  next  MSV  travel  adventure  and  it's  the 
best  package  yet!  Plan  now  to  climb  aboard  the  INTRAV 
jet  on  July  22. 

IE  YOUR  65TH  BIRTHDAY  has  arrived  and  you  are  a 
member  of  The  Medical  Society  of  Virginia,  you  may  want 
to  take  advantage  of  a special  “65  Coverage”  program  now 
offered  by  Blue  Shield/ Blue  Cross.  The  program  differs  from 
other  Medicare  supplemental  contracts  in  that  it  includes 
major  medical  benefits  in  addition  to  Medicare  deductible 
and  coinsurance.  For  brochure  describing  the  program  and 
an  application  form,  call  the  BS/BC  office  in  your  area. 
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WHO’S 

WHO 

IN  \1  RGINIA  MEDICINE 

The  Meritorious  Service  Award 
of  the  American  College  of  Emer- 
gency Physicians  was  presented  to 
James  I).  Mills,  MI),  Alexandria,  at 
the  College's  recent  annual  scientific 
assembly  in  New  Orleans.  Dr.  Mills 
is  chief  of  the  Alexandria  Hospital 
emergency  department,  where  he 
originated  the  Alexandria  Plan  of 
full-time  staffing  and  management,  a 
national  prototype  for  emergency 
departments.  He  is  a past  president 
of  the  Alexandria  Medical  Society. 

JAMA  publishes  in  a recent  issue 
a report  on  drug  addiction  among 
Virginia  physicians  developed  by  the 
Virginia  State  Board  of  Medicine, 
Portsmouth.  The  study  documents 
46  cases  of  addiction  among  doctors 
in  the  25-year  period  1949-1974 
(there  are  an  estimated  8,000-9,000 
physicians  in  Virginia)  and  points  to 
drug  addiction  as  an  occupational 
hazard,  with  chronic  pain,  depres- 
sion and  easy  availability  of  drugs  as 
major  factors  leading  to  addiction. 
The  addictive  agent  found  most  fre- 
quently was  meperidine  hydro- 
chloride (Demerol).  The  board's 
disciplinary  and  therapeutic  plan  for 
addicted  physicians  is  cited  as  effec- 
tive in  successfully  rehabilitating 
and  returning  to  medical  practice 
72%  of  the  46  physicians  reported  in 
the  study. 

The  authors  are  Robert  C.  Green, 
Jr,,  MD,  Winchester,  and  George  J. 
Carroll,  MD,  Suffolk,  president  and 
secretary-treasurer  of  the  board,  and 
William  D.  Buxton,  MD,  Charlottes- 
ville, chairman  of  the  board's  psy- 
chiatric advisory  committee. 

Walter  Mayer,  MD,  Richmond,  is 
the  new  president-elect  of  the  Eye- 
bank  Association  of  America.  Dr. 
Mayer  is  surgical  director  of  one  of 
Virginia's  two  eyebanks,  the  Old 


Dominion  Eye  Bank,  Richmond;  he 
was  elected  to  the  national  office  at  a 
recent  meeting  of  the  Association 
held  in  Las  Vegas  in  conjunction 
with  the  annual  meeting  of  the 
American  Academy  of  Ophthal- 
mology and  Otolaryngology. 

Popular  success  has  brought  a 
fourth  printing  to  a hardcover  book 
by  MCV  member  Keith  W.  Sehnert, 
MD,  Arlington,  and  Grosset  & Dun- 
lap, the  publisher,  is  planning  to 
bring  it  out  in  Finland,  England  and 
Austria,  too.  The  title  is  How  to  Be 
Your  Own  Doctor — Sometimes.  Dr. 
Sehnert  calls  it  “a  Dr.  Spock  for 
adults.” 

In  a review  published  in  the  Medi- 
cal Bulletin  of  Northern  Vir- 
ginia, William  H.  Orsinger,  MD,  Ar- 
lington, says:  “I  read  the  book  on 
vacation  this  summer  and  can  say  I 
would  be  happy  if  all  my  patients 
had  the  knowledge  that  [Dr.  Seh- 
nert] crams  into  a readable  and  en- 
tertaining volume.  Most  physicians 
have  noticed  their  patients  are  so 
much  better  informed  on  medical 
matters  these  days  and  want  to  par- 
ticipate in  their  care,  rather  than  fol- 
low a doctor  blindly  by  rote.  . . . 

“The  chapters  of  Dr.  Sehnert’s 
book  progress  in  an  orderly  fashion 
to  explain  the  major  medical  prob- 
lems. There  are  sensible  recommen- 
dations in  the  fields  of  diet,  exercise 
and  health  habits.  There  is  a full 
section  ...  of  instructions  for  many 
common  medical  ills.  There  are 
clearly  stated  limits  beyond  which 
one  is  advised  to  call  his  doctor. 

“You  may  not  agree  100%  with 
[Dr.  Sehnert’s]  predictions  about 
medicine  for  the  future,  but  I have  a 
feeling  he  is  right.  Read  it  and  see 
what  you  think.” 

Edwin  L.  Kerulig,  MD,  and  Don- 
ald L.  Brummer,  MD,  Richmond,  are 
coauthors  of  an  article  published  re- 
cently in  CHEST.  Their  subject: 
“The  Prognosis  of  Sarcoidosis  in 
Children.”  Their  findings:  Of  28  chil- 
dren with  sarcoidosis,  with  a mean 
followup  of  about  nine  years,  18% 
suffered  severe  damage  from  the  dis- 
ease, two  sustaining  blindness  and 
three  incurring  severe  restrictive  pul- 
monary disease.  Their  study  docu- 
ments no  fatality  thus  far. 


The  Perfect 
Location 
for  Business 
& Pleasure. 

Right  in  the  heart 
of  Downtown 
Richmond  at  5th 
and  Franklin 
Streets.  A lot  of 
our  leading  stores, 
restaurants,  and 
businesses  are 
located  within 
easy  walking 
distance.  The 
Coliseum  and 
Capitol  Square 
are  just  around 
the  corner.  So  the 
next  time  you 
want  reservations 
at  the  perfect 
location  call 
644-4661.  By  the 
way,  we  also  offer 
complimentary 
in-room  movies, 
free  parking  and 
reasonable  rates. 
The John 
Marshall  Hotel 
Richmond, 
Virginia  23219 
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all  its  own. 


Valium  (diazepam)  is  a 
benzodiazepine  with  a 
character  all  its  own. 
Pharmacologically,  it  has  been  described 
as  more  potent  mg-per-mg  than  other 
available  anxiolytic  benzodiazepines. 
Pharmacokinetically,  only  Valium  pro- 
vides active  diazepam  as  well  as  the 
active  metabolites  3-hydroxydiazepam, 
desmethyldiazepam  and  oxazepam. 

But  the  individual  character  of 
Valium  is  even  more  apparent  clinically 
than  pharmacokinetically.  And  far  more 
significant.  That’s  because  of  the  patient 
response  obtained  with  Valium.  A re- 
sponse which  brings  a calmer  frame  of 
mind.  A response  which  has  a pro- 
nounced effect  on  the  somatic  symp- 
toms of  anxiety,  particularly  muscular 
tension.  A response  which  helps  the  pa- 
tient feel  more  like  himself  again  be- 
cause of  the  way  Valium  reduces  the 
overwhelming  symptoms  of  anxiety  and 
psychic  tension. 

Another  important  aspect  of  the 
clinical  character  of  Valium  is  safety. 
Though  drowsiness,  ataxia  and  fatigue 
are  possible,  these  and  more  serious 
side  effects  are  rarely  a problem.  Of 
course,  as  with  all  CNS-acting  drugs, 
patients  taking  Valium  should  be  cau- 
tioned against  driving,  operating 
dangerous  machinery  or  the  simultane- 
ous ingestion  of  alcohol. 

Unquestionably,  many  psychother- 
apeutic agents,  including  other  benzo- 
diazepines, have  antianxiety  effects. 

But  one  fact  remains:  you  get  a certain 
kind  of  patient  response  with  Valium. 

It’s  a response  you  want.  A response 
you  know.  A response  you  trust  as  part 
of  your  overall  management  of  anxiety 
and  psychic  tension. 


ValiumL 

(diazepam)^ 

2-mg,  5-mg,  10mg  scored  tablets 

a prudent  choice  in  psychic 
tension  and  anxiety 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional  fac- 
tors; psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute  agitation, 
tremor,  delirium  tremens  and  hallucinosis  due  to 
acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathol- 
ogy; spasticity  caused  by  upper  motor  neuron  dis- 
orders; athetosis;  stiff-man  syndrome;  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the 
drug  Children  under  6 months  of  age.  Acute  narrow 
angle  glaucoma;  may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appropriate 
therapy 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively 
in  convulsive  disorders,  possibility  of  increase  in  fre- 
quency and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity 
of  seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and  al- 
cohol) have  occurred  following  abrupt  discon- 
tinuance (convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful  surveil- 
lance because  of  their  predisposition  to  habituation 
and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should  al- 
most always  be  avoided  because  of  in- 
creased risk  of  congenital  malformations 
as  suggested  in  several  studies.  Consider 
possibility  of  pregnancy  when  instituting 
therapy;  advise  patients  to  discuss  therapy 
if  they  intend  to  or  do  become  pregnant. 
Precautions:  If  combined  with  other  psycho- 
tropics or  anticonvulsants,  consider  carefully  phar- 
macology of  agents  employed;  drugs  such  as 
phenothiazines,  narcotics,  barbiturates,  MAO  in- 
hibitors and  other  antidepressants  may  potentiate  its 
action.  Usual  precautions  indicated  in  patients  se- 
verely depressed,  or  with  latent  depression,  or  with 
suicidal  tendencies.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and  debilitated 
to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue,  de- 
pression, dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  Incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary  re- 
tention, blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations,  in- 
creased muscle  spasticity,  Insomnia,  rage,  sleep  dis- 
turbances, stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and 
liver  function  tests  advisable  during  long-term 
therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 
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DISABILITY  INCOME  PLAN 

Pays  When  Income  is  Interrupted  Due  to  Accident  or  Sickness 
Conversion  Privilege— Guaranteed  Renewable  to  Age  65 
Pays  OVER  AND  ABOVE  other  Plans 

PROFESSIONAL  OVERHEAD  EXPENSE 

Helps  Pay  Office  Expenses  While  Disabled— up  to  $4,200  Monthly 

$25,000  MAJOR  HOSPITAL  NURSING  PLAN 

Covers  Expenses  Incurred  IN  Hospital  ($100,  $300  or  $500  Deductible) 

EXCESS  MAJOR  MEDICAL  PLAN 

Pays  up  to  $250,000  with  $25,000  Deductible 


HOSPITAL  EXPENSE  PLAN* 

Pays  up  to  $100  Per  Day  While  Hospitalized 
(up  to  $200  Daily  for  Cancer  or  Intensive  Care,  prior  to  Age  65) 


You  can  receive  information  IMMEDIATELY 
by  writing  or  phoning  (COLLECT)  the  Administrator. 

PHONE:  (703)  344-5000 

DAVID  A.  DYER  & ASSOCIATES 

MEDICAL  ARTS  BUILDING*P.  O.  BOX  1631*ROANOKE,  VIRGINIA  24008 


OTHER  GROUP  PLANS  FOR  YOUR  PROTECTION: 
GROUP  LIFE  INSURANCE* 

HIGH  LIMIT  ACCIDENTAL  DEATH  & DISMEMBERMENT* 
DISABILITY  INCOME  FOR  EMPLOYEES 

* These  Plans  Also  Available  to  Employees  of  Members 
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MSV  Membership:  * 

What’s* 
In  It  For  You?  * 

Di 

O YOU  sometimes  ask  yourself  if  your  MSV  | 
membership  is  worthwhile?  This  is  the  first  in  a , 
series  designed  to  answer  that  question,  by  describing  ;! 
the  dividends  your  MSV  investment  yields.  | - 

To  begin  with  the  financial  aspect,  there  is  no  ques-,  (j,t 
tion  but  that  The  Medical  Society  of  Virginia’s  an-, 
nual  dues  of  $105  constitute  one  of  the  real  bargains  j , 
of  the  day.  Compared  with  other  state  societies  over: 
the  country,  that  is  a very  low  figure;  indeed,  only  j 
three  other  societies  have  dues  at  that  level.  The  aver- 
age is  $158.  Wisconsin  and  Wyoming  lead  the  list, 
with  annual  dues  of  $300,  almost  three  times  your,  .... 
MSV  check. 

These  reasonable  dues  are  a boon  readily  recog-j:  , 
nized,  but  there  are  many  membership  benefits  not  so; 
easily  seen.  Of  prime  importance  to  each  member,  for, 
instance,  is  your  Society’s  legislative  program.  Are 
you  aware  of  the  way  in  which  your  Society  works  to 
encourage  or  fight  the  legislation  that  is  falling  more  , 
and  more  on  our  lives  in  general  and  on  medicine  i , 
in  particular? 

The  Medical  Society  of  Virginia  is  the  watchdog  of  ; 
the  profession  where  state  legislation  is  concerned. 
The  General  Assembly  often  looks  to  the  Society  for 
advice  and  guidance  when  considering  a bill  with 
major  medical  implications.  The  number  of  such  bills  j 
increases  each  year.  In  1977,  for  example,  there  were: 
over  40  pieces  of  legislation  directly  involving  medi-  , 
cine  and  another  150  of  related  concern.  What  are 

I A 

all  these  bills  about?  They  deal  with  malpractice,  con-  j 
tinuing  medical  education,  schools  of  optometry,  i ,,s 
voluntary  formulary,  alcohol  and  drug  abuse  treat- 
ment, blood  donations,  autopsies,  handicapped  chii- 
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dren,  medical  consent,  subpoena  of  records-,  “death 
with  dignity,”  advertising — it’s  almost  easier  to  list 
what  they’re  not  about! 

Your  Society  has  a remarkably  active  Legislative 
Committee  whose  members  study  each  piece  of 
legislation  and  make  their  recommendations  known 
to  Council  and  the  House  of  Delegates.  Council  and 
the  House  then  decide  whether  to  support  or  oppose 
a bill.  After  that  the  intensive  staff  work  begins.  First, 
a strong  foundation  must  be  laid — facts  and  figures 
narshalled,  persons  to  testify  approached  and  their 
appearances  planned,  our  lawyer  consulted  and  his 
advice  incorporated.  Then,  from  the  time  the  Gen- 
eral Assembly  convenes  until  the  day  of  adjourn- 
ment, your  Society  representatives  stay  “on  top”  of 
every  session.  They  work  not  only  long  days  but 
nights  and  weekends — and  time  their  “watchdog- 
png”  is  needed.  During  a recent  Assembly  they  at- 
tended 76  committee  and  subcommittee  hearings  and 
arranged  the  presentation  of  testimony  at  54  of  these 
aearings.  Continually  there  is  the  exhausting,  delicate 
vork  of  talking  with  legislators  to  persuade,  placate, 
:xhort.  Lobbying  is  tough  work,  demanding  enorm- 
ous patients  and  know-how.  Your  Society  rep- 
resentatives apply  themselves  with  courage  and  re- 
solution on  your  behalf. 

There  is  no  let-up  in  the  legislative  program  be- 
ween  sessions  of  the  General  Assembly.  The  work 
?oes  forward  in  meetings  held  in  each  of  the  ten  dis- 
ricts.  Legislators,  Society  officers  and  staff,  and 
Committee  members  convene.  Future  needs  are 
studied.  Proposed  legislation  is  prepared. 

A program  of  such  importance  and  magnitude 
:ould  not  be  inexpensive,  but  it  is  worth  every  dol- 
ar.  This  was  proved  in  1976  when  the  General  As- 
sembly enacted  a badly  needed  package  of  malprac- 
: tice  legislation. 

The  legislative  program  is  one  big  reason  why  your 
MSV  membership  is  worthwhile.  There  are  other 
'easons  just  as  valid;  they  will  be  discussed  in  future 
segments  of  this  series.  H 
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Transection  of  the  Gallbladder  as  a 
Sequela  to  Blunt  Abdominal  Trauma 

Roger  R.  Delgado,  MD,  Camp  Pendleton,  California, 
Joseph  T.  Mullen,  MD,  Norfolk,  Virginia,  and 
Frank  E.  Ehrlich,  MD,  Richmond,  Virginia 


The  clinical  findings  of  the  unusual  injury  of  a ruptured  gallbladder  second- 
ary to  blunt  trauma  are  presented,  with  a pathophysiologic  discussion. 


Laceration  of  the  gallbladder  secondary  to  blunt 
abdominal  trauma  is  an  unusual  occurrence,  with 
only  50  cases  reported  in  the  English  literature.  Al- 
though it  is  likely  that  many  cases  have  gone  unre- 
ported, this  remains  an  infrequent  injury  of  which 
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certain  aspects  deserve  periodic  reiteration.  The  diag- 
nosis is  almost  never  made  preoperatively,  and  lap- 
arotomy is  often  delayed.  The  diagnosis  should,  how- 
ever, be  kept  in  mind  because  this  is  a lesion  which  is 
universally  fatal  if  unrecognized  and  untreated;  yet 
with  early  diagnosis  and  prompt  surgical  inter- 
vention, 100%  survival  with  little  or  no  morbidity 
can  be  expected.1'2 

Case  Report 

The  patient,  a 53-year-old  white  male,  entered  Ports- 
mouth Naval  H ospital  on  November  24,  1973.  with  a his- 
tory of  having  been  involved  in  an  automobile  accident 
three  hours  prior  to  admission.  In  the  emergency  room  he 
experienced  a brief  episode  of  hypotension  which  quickly 
responded  to  intravenous  fluid  administration.  Examina- 
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tion  revealed  right  and  left  upper  abdominal  tenderness 
with  generalized  rigidity. 

After  the  initial  brief  episode  of  hypotension,  his  vital 
signs  became  stable.  He  began  to  complain  less  of  abdomi- 
nal pain,  and  repeat  examination  revealed  less  tenderness 
and  rigidity.  Despite  the  marked  improvement  in  his  clini- 
cal picture,  the  aforementioned  drop  in  blood  pressure 
made  us  strongly  suspect  an  occult  abdominal  injury,  and  it 
was  elected  to  perform  peritoneal  lavage.  Under  local  anes- 
thesia the  peritoneum  was  exposed,  and  a peritoneal 
dialysis  catheter  inserted  with  prompt  return  of  bloody  and 
bile  stained  fluid.  His  laboratory  studies  included  a WBC  of 
32,000,  HCT  50,  HGB  16.5,  BUN  10,  NA  137,  K 4.2,  Cl  98 
and  a C02  of  25.  An  1VP,  skull  series  and  films  of  the 
cervical  spine,  chest  and  abdomen  were  all  within  normal 
limits. 

Three  hours  after  admission  exploratory  laparotomy  was 
performed.  The  findings  included  a laceration  of  the  me- 
socolon at  the  midportion  of  the  transverse  colon  without 
active  bleeding  and  a small  laceration  of  the  spleen.  On 
examination  of  the  right  upper  quadrant,  we  found  the 
gallbladder  was  completely  transected  (Figure  1)  trans- 
versely at  about  the  junction  of  the  distal  and  middle  thirds. 
The  proximal  portion  of  the  gallbladder  was  partially 
avulsed  from  its  bed,  and  there  was  a small  laceration  of  the 
liver  in  the  gallbladder  bed  without  active  bleeding.  There 
was  a small  amount  of  bile  in  Morrison’s  pouch.  The 
proximal  gallbladder  was  filled  with  clot  which  had  blocked 
further  leakage  of  bile.  The  mesocolon  was  repaired,  a 
splenectomy  and  cholecstectomy  performed,  and  the  extra- 
hepatic  biliary  ducts  examined  in  their  entirety.  No  further 
injury  was  found.  The  patient's  postoperative  course  was 
uneventful,  and  he  was  discharged  on  the  25th  post- 
operative day. 

Discussion 

A gallbladder  laceration  after  blunt  trauma  is  un- 
usual, and  there  are  only  50  cases  reported  in  the 
literature.2'3-4  Reports  of  these  injuries  appear  spo- 
radically, and  there  are  no  reported  large  series  of 
gallbladder  injuries  secondary  to  blunt  trauma.  This 
injury  occurs  more  commonly  in  children  and  young 
adults,5  which  probably  reflects  the  incidence  of  blunt 
abdominal  trauma  in  these  age  groups.  The  common 
method  of  injury  in  the  case  of  a child  is  a blow  to  the 
abdomen  by  the  bumper  of  a car.6  In  the  adult  the 
usual  mechanism  is  abdominal  trauma  from  the 
steering  wheel  of  an  automobile,  although  this  injury 
has  been  reported  in  assault  victims  as  well.7  In  al- 
most every  reported  case  there  has  been  a delay  in 
diagnosis  and  treatment  due  to  the  initial  benign 
clinical  course.  There  have  been  a few  reports  of  late 
rupture  of  a loculation  of  bile  with  a symptom  free 
interval  between  the  time  of  the  injury  and  the  late 
rupture.8  Prior  to  1898  there  had  been  no  reported 
survivors  with  this  injury.  This  probably  reflects  the 
mode  of  therapy  at  the  time,  which  was  primarily 
nonoperative.  Since  1898  there  has  not  been  a re- 


ported fatality  in  those  patients  treated  surgically.2 
There  have,  of  course,  been  deaths  secondary  to  asso- 
ciated injuries,  but  there  have  been  no  reports  of 
deaths  directly  related  to  the  biliary  injury  if  surgical 
treatment  was  provided. 

DuBakey  and  Jordan5'7  reported  that  injuries  to 
the  gallbladder  were  relatively  frequent,  comprising 
2-3%  of  their  series  of  all  types  of  abdominal  injuries. 
However,  the  majority  of  patients  in  their  series  sus- 
tained penetrating  injuries  with  only  five  cases  of 
blunt  trauma  causing  injury  to  the  gallbladder  in 
their  24-year  study. 

With  penetrating  trauma  the  decision  to  operate  is 
usually  made  early,  and  there  is  not  the  delay  in 
diagnosis  that  occurs  with  blunt  trauma.  The  delay  in 
diagnosis  in  patients  having  sustained  blunt  abdomi- 
nal trauma  is  reported  to  be  from  one  day  to  six 
weeks.6  This  delay  might  be  avoided,  as  in  our  case, 
through  the  use  of  peritoneal  lavage.  The  delay  in 
diagnosis  occurs  because  there  is  a lack  of  the  signs  of 
peritonitis,  since  the  bile  spillage  is  almost  always 
sterile.3,9  The  initial  spillage  of  bile  will  produce  a 
transient  shock-like  episode  due  to  the  chemical  tox- 
icity of  the  bile  salts.2  Cohn,10  in  experimental  studies 
using  the  dog  as  a model,  showed  the  importance  of 
bacterial  factors  in  the  production  of  bile  peritonitis 
and  showed  that  survival  was  significantly  improved 
by  the  administration  of  antibiotics.  Infected  bile  will 
produce  immediate  and  dramatic  signs  of  bile  per- 
itonitis, whereas  sterile  bile  is  relatively  well  tolerated 
for  periods  of  36  hours  to  several  weeks.1112  The 
chemical  toxicity  of  bile  is  due  to  its  content  of  bile 
salts  which  cause  tissue  damage  and  changes  in  per- 
meability that  eventually  lead  to  secondary  infection 
and  the  more  typical  clinical  syndrome.  Dog  bile  is 
far  more  toxic  and  rapidly  fatal  due  to  its  content  of 
the  more  toxic  Taurocholic  acid,  whereas  human  bile 
contains  more  of  the  less  toxic  Glycocholic  acid. 
Even  among  dog  studies,  the  reported  median  lethal 
dose  of  intraperitoneal  bile  varies  from  5 ml/kg  to  40 
ml/kg.  This  wide  variation  in  the  toxicity  of  bile  is 
apparently  related  to  the  concentration  of  bile  salts  in 
the  bile.13 

In  a typical  case  of  a gallbladder  rupture  secondary 
to  blunt  trauma,14  the  patient  exhibits  a period  of 
“shock”  immediately  following  the  injury  and  has 
physical  findings  of  upper  abdominal  pain  and  rigid- 
ity. The  “shock”  and  pain  usually  last  only  a few 
hours  and  are  then  followed  by  a relatively  symptom- 
free  interval.  Jaundice  and  ascites  appear  at  approxi- 
mately the  same  time  and  have  been  noted  as  early  as 
the  first  day.  The  jaundice  is  due  to  absorption  of  the 
bile  pigments  from  the  peritoneum  rather  than  from 
obstruction  of  the  biliary  tree.  At  this  point  the 
course  of  the  disease  becomes  one  of  severe  wasting 
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and  rapid  emaciation.  These  complications  have  been 
attributed  to  the  toxicity  of  bile  and  the  failure  of 
dietary  assimilation  due  to  the  absence  of  bile  in  the 
intestinal  tract.  The  natural  history  of  the  disease 
then  is  one  of  progressive  ascites  and  emaciation 
leading  to  death  in  a few  days  or  weeks. 

The  pathophysiology  of  a ruptured  gallbladder  af- 
ter blunt  trauma  is  said  to  occur  as  a result  of  a force 
delivered  to  the  gallbladder  with  resultant  increased 
intraluminal  pressure  and  rupture.  This  closely  re- 
sembles rupture  of  the  urinary  bladder  with  blunt 
trauma.  The  physiologic  distention  of  the  gallbladder 
following  a meal  has  been  proposed  as  a possible 
predisposing  cause.5  Another  factor  in  the  mecha- 
nism of  injury  has  been  attributed  to  the  relative 
fixation  of  the  gallbladder  with  the  external  force 
leading  to  a shearing  action.  This  latter  mechanism 
would  seem  to  have  been  of  significance  in  our 
patient. 

Injuries  to  the  gallbladder  may  occur  in  three  fash- 
ions: contusion,  avulsion  and  laceration.  Contusion 
of  the  gallbladder  may  occur  rather  frequently  with- 
out ill  effect  and  therefore  go  undiagnosed.  However, 
the  area  of  contusion  may  lead  to  subsequent  necrosis 
and  a late  perforation.  Complete  avulsion  of  an  intact 


gallbladder  from  its  hepatic  bed  is  more  common 
than  a laceration.  This  type  of  injury  may  lead  to  a 
volvulus  of  the  gallbladder  with  subsequent  necrosis 
and  late  perforation.2  Lacerations  of  the  gallbladder 
have  been  reported  to  occur  in  various  locations  on 
the  nonhepatic  surface,  and  they  range  in  size  from  1 
mm  to  several  cm.  A complete  transverse  transection, 
as  in  our  case,  has  not  been  previously  reported. 
Most  commonly,  a 1 to  2 cm  laceration  will  occur  at 
the  fundus  of  the  gallbladder  with  free  egress  of  bile. 
Laceration  is  uncommon  in  the  diseased  gallbladder, 
and  it  has  also  been  proposed  that  the  thick-walled 
pathologic  specimen  is  less  likely  to  perforate. 

Surgical  treatment  for  this  injury  includes  cho- 
lecystectomy, cholecystostomy,  suture  repair  of  the 
laceration,  or  suture  repair  and  cholecystostomy.  The 
most  commonly  recommended  treatment  in  adults  is 
cholecystostomy,  although  some  authors  feel  that  di- 
rect repair  should  be  attempted  if  possible.7  The  in- 
cidence of  stone  formation  and  nonfunctioning  gall- 
bladders after  primary  repair  has  not  been  studied, 
but  this  might  pose  a significant  problem  in  the  adult 
patient.  In  a child,  however,  it  is  felt  that  every  effort 
should  be  made  to  preserve  a damaged  gallbladder 
rather  than  perform  a cholecystectomy.15  During  the 


APRIL  1977 


235 


operation,  every  effort  should  be  made  to  evaluate 
the  entire  extrahepatic  biliary  tract  to  rule  out  a con- 
comitant ductal  injury.  Antiobiotic  therapy  would 
seem  indicated  based  on  experimental  work  on  bile 
peritonitis.10 
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Therapeutics: 

PPNG  Spreads;  Physicians  Alerted 


Further  news  of  the  penicillinase-producing  N 
gonorrhoeae  (PPNG)  reported  in  our  February 
issue: 

Strains  have  now  been  identified  in  1 1 different 
countries,  according  to  the  CDC's  Morbidity  and 
Mortality  Weekly  Report , and  in  16  states  in  this 
country,  including  Virginia.  Spread  of  the  organism 
within  the  civilian  US  population  has  been  demon- 
strated in  several  areas.  The  CDC  recommends 
education  programs,  surveillance  and  case-by-case 
epidemiology  of  PPNG  cases.  All  patients  treated 
for  gonorrhea  should  be  reexamined  and  cultured 
after  treatment.  If  a case  of  gonorrhea  caused  by 
PPNG  is  identified,  intensive  epidemiologic  inves- 
tigation and  cluster  screenings  are  recommended. 

Also  identified  recently  at  the  CDC  was  a post- 
treatment isolate  of  N gonorrhoeae  which  is  resist- 


ant to  spectinomycin  (minimum  inhibitory  concen- 
tration < 2048  /ug/ml),  obtained  from  a patient  in 
Georgia  who  was  seen  in  November  1976.  The 
patient  remained  infected  despite  ampicillin-pro- 
benecid  and  spectinomycin  therapy  before  he  was 
cured  with  tetracycline.  No  additional  resistant 
isolates  were  detected  in  his  sexual  contacts  or  in 
other  clinic  patients.  This  isolate  does  not  produce 
beta-lactamase. 

The  CDC  continues  to  recommend  4.8  million 
units  of  aqueous  procaine  penicillin  IM  plus  1 
gram  of  probenecid  as  the  initial  treatment  of 
choice  for  routine  cases  of  uncomplicated  gono- 
coccal infection.  Spectinomycin  2 grams  intra- 
muscularly is  recommended  primarily  for  patients 
who  are  not  cured  with  other  antibiotics  or  who 
are  likely  to  be  infected  with  beta-lactamase  pro- 
ducing strains. 
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Ob-Gyn/Case  Report 


Pancreatitis  in  Pregnancy 

John  W.  Bolen,  MD,  and  Larry  R.  LeGrand,  MD,  Galax,  Virginia 


A rare  but  serious  complication  of  pregnancy,  acute  pancreatitis,  may  be 
overlooked  unless  the  physician  is  alert  to  the  possibility. 


Acute  pancreatitis  is  a rare  but  serious  compli- 
cation of  pregnancy.  The  combination  of  abdom- 
inal pain  with  nausea  and  vomiting  is  so  common 
during  pregnancy  that  the  diagnosis  of  pancreatitis, 
while  easy  to  make,  may  be  overlooked  unless  the 
physician  is  alert  to  the  possibility. 

Abdominal  pain  with  frequent  radiation  to  the 
back  is  the  most  common  symptom  of  pancreatitis. 
Nausea,  vomiting,  fever,  abdominal  tenderness  and 
shock  may  occur.  These  common  presenting  signs 
and  symptoms  accompanied  by  an  elevated  serum 
amylase  level  suggest  the  diagnosis  of  acute  pan- 
creatitis. Contrary  to  earlier  thought,  a recent  study 
by  Kaiser  indicates  that  serum  amylase  levels  are 
higher  during  pregnancy  than  in  nonpregnant 
women.1  This  fact,  in  addition  to  the  other  disease 
states  that  may  elevate  amylase  levels,  must  be  kept  in 
mind  when  evaluating  the  laboratory  results.  Urinary 
amylase  values  are  helpful  in  following  the  disease, 
and  liver  function  studies,  calcium  and  glucose  levels 
should  be  obtained. 

Treatment  consists  of 

1.  Gastric  suction  to  prevent  ileus  and  decrease 
pancreatic  stimulation. 

2.  Anticholinergic  drugs  such  as  propantheline 
bromide  to  reduce  basal  pancreatic  secretion 
may  be  beneficial. 

3.  Analgesics  should  be  used  in  adequate  doseages 
to  provide  pain  relief,  and  merperidine  hydro- 
chloride is  the  drug  used  most  frequently. 

4.  Adequate  fluid  replacement  monitored  in  severe 
cases  by  a central  venous  line  is  essential. 

Address  correspondence  to  Dr.  Bolen  at  199  Hospital 
Drive,  Galax  VA  24333. 

Submitted  6-14-76. 


5.  Antibiotics  are  not  used  routinely  unless  tem- 
perature elevation  persists  or  with  evidence  of 
acute  cholecystitis; 

6.  Surgical  intervention  is  reserved  for  medical 
failures  or  severe  cholelithiasis. 

Case  Report 

GJ,  24-year-old  Caucasian,  gravida  II,  para  I,  whose  last 
menstrual  period  was  July  6,  1974,  and  estimated  date  of 
confinement  April  13,  1975,  was  first  seen  on  October  30, 

1974,  at  17  weeks  gestation.  Past  medical  history  was  non- 
contributory and  specihcially  negative  for  liver  disease, 
food  intolerances  or  alcohol  intake.  Physical  findings  were 
normal  and  confirmed  the  history  of  a 17-week  intrauterine 
pregnancy.  All  laboratory  findings  were  normal.  Her  pre- 
vious uncomplicated  pregnancy  had  resulted  in  a 6 lb  2 oz 
live  birth  without  difficulty. 

Her  prenatal  course  was  uncomplicated  until  January  27, 

1975,  when  she  complained  of  pleuritic-type  right  chest 
pain  with  radiation  to  the  back.  Examination  of  the  chest 
and  abdomen  were  negative.  She  had  no  nausea  and  no 
abdominal  tenderness.  She  was  treated  with  analgesics, 
heat  and  bed  rest.  She  returned  on  February  5,  1975,  at  3 1 - 
weeks  gestation  with  continued  pain  in  the  right  upper 
quadrant  with  radiation  to  the  right  subscapular  area  and 
abdominal  tenderness.  She  was  noted  to  be  jaundiced  and 
admitted  to  the  hospital. 

Admission  physical  exam  revealed  an  acutely  ill  woman 
who  was  jaundiced  and  had  generalized  upper  abdominal 
tenderness.  Fetal  heart  tones  were  good  and  the  uterus  was 
compatible  with  a 31 -week  pregnancy.  Vital  signs  were 
stable  and  she  was  afebrile.  Admission  laboratory  work 
included  a hematocrit  of  40%;  WBC  15,700;  normal  elec- 
trolytes, including  a normal  serum  calcium  and  cholesterol. 
Bilirubin  7.4  mgm%  total,  direct  4.6  mgm%.  Serum  amylase 
was  3,200  units.  The  diagnosis  at  this  time  was  obstructive 
jaundice  with  common  duct  stone  and  acute  pancreatitis. 
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Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


In  vitro  overlapping  antibacterial  action  of 
Neosporin®  Ointment  (polymyxin  B-bacitracin-neomycin). 


Neosporin 

Ointment 

(Polymyxin  B- Bacitracin-Neomycin) 

Each  gram  contains:  Aerosporin"  brand  Polymyxin  B 
Sulfate  5,000  units;  zinc  bacitracin  400  units;  neomycin 
sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base); 
special  white  petrolatum  qs;  in  tubes  of  1 oz  and  1/2  oz 
and  1/32  oz  (approx.)  foil  packets. 

WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible.  In  burns 
where  more  than  20  percent  of  the  body  surface  is 


affected,  especially  if  the  patient  has  impaired  renal 
function  or  is  receiving  other  aminoglycoside  anti- 
biotics concurrently,  not  more  than  one  application  a 
day  is  recommended. 

When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses, 
it  should  be  borne  in  mind  that  the  skin  is 
more  liable  to  become  sensitized  to  many  substances, 
including  neomycin.  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling, 
dry  scaling  and  itching;  it  may  be  manifest  simply  as 
failure  to  heal.  During  long-term  use  of  neomycin- 
containing  products,  periodic  examination  for  such 
signs  is  advisable  and  the  patient  should  be  told  to 
discontinue  the  product  if  they  are  observed.  These 
symptoms  regress  quickly  on  withdrawing  the  medica- 
tion. Neomycin-containing  applications  should  be 
avoided  for  that  patient  thereafter. 


PRECAUTIONS:  As  with  other  antibacterial  preparations, 
prolonged  use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms,  including  fungi.  Appropriate  measures 
should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon 
cutaneous  sensitizer.  Articles  in  the  current  literature 
indicate  an  increase  in  the  prevalence  of  persons 
allergic  to  neomycin.  Ototoxicity  and  nephrotoxicity 
have  been  reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Profes- 
sional Services  Dept.  PML. 


Conservative  medical  management  included  intravenous 
fluids,  nasogastric  suction,  meperidine  hydrochloride 
(Demerol)  for  pain  and  propantheline  bromide  (Pro-Ban- 
thine).  Despite  this  management  the  amylase  and  the  biliru- 
bin levels  remained  elevated  with  an  amylase  of  1,415  units 
on  February  6;  2,040  units  on  February  7;  1,140  units  on 
February  8.  Clinically  she  did  not  improve,  and  on  Febru- 
ary 9 laparotomy  was  performed  with  cholecystectomy  and 
common  duct  exploration.  Multiple  small  stones  were  re- 
moved from  the  common  duct  from  above,  but  a stone  was 
impacted  in  the  intramural  portion  of  the  duct  requiring 
transduodenal  stone  removal.  An  operative  chlolangio- 
gram  was  negative. 

She  had  an  uncomplicated  postoperative  course  and 
three  days  later  amylase  was  176  and  bilirubin  3.8  mgm%. 
She  was  discharged  on  the  eighth  postoperative  day.  The 
remainder  of  her  prenatal  course  was  uneventful,  and  on 
April  10,  after  a short  labor,  she  delivered  a 4 pound  1 1 
ounce  female  infant,  small  for  dates  but  normal.  She  had  no 
recurrence  of  symptoms  in  the  postpartum  period. 

Discussion 

Langmade  and  Edmondson  in  1951  found  and  dis- 
cussed 53  cases  of  pancreatitis  in  pregnancy.2  Since 
then  Corlett  and  Mishell.  among  others,  have  added 
to  our  understanding  of  the  disease.3  There  is  still 
controversy  as  to  the  incidence,  etiology,  mortality 
and  the  effect  on  pregnancy  outcome  of  pancreatitis. 
Despite  this,  certain  reasonably  accurate  conclusions 
emerge. 

• Pancreatitis  may  occur  in  any  trimester  of  preg- 
nancy, but  is  more  common  in  the  third  and  may 
recur  postpartum. 

• Parity  has  no  elfect  on  the  incidence  of  the  disease. 

• Cholelithiasis  is  the  single  most  common  etiological 
factor. 

• When  diagnosed  early  and  not  hemorrhagic  in  type, 
the  mortality  rate  should  be  no  higher  during  preg- 
nancy than  the  5%  quoted  for  the  nonpregnant 
patient. 

• Fetal  prognosis  should  be  good  unless  the  mother 
has  serious  complications. 

• Medical  management  is  the  first  choice  of  therapy, 
with  laparotomy  reserved  for  medical  failures  or 
severe  cholelithiasis. 

The  assistance  of  Dr.  Donald  C.  Blose,  Galax,  Virginia, 
general  surgeon,  is  gratefully  acknowledged. 
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Rheumatology/Case  Report 


Ouster  Attack: 

A Rare  Case  of  Gout  and  Pseudogout 

Cloyd  Kent  Titus,  MD,  and  Elam  Toone,  MD,  Richmond,  Virginia 


A patient  presenting  with  acute  crystal  synovitis  involving  five  joints  in  one 
extremity  demonstrates  the  phenomenon  of  cluster  attack. 


For  the  clinician  evaluating  acute  inflammatory 
arthritis  the  number  and  distribution  of  involved 
joints  provide  a useful  key.  Acute  gout  due  to  the 
deposition  of  monosodium  urate  crystals  and  pseu- 
dogout due  to  the  deposition  of  calcium  pyrophos- 
phate dihvdrate  crystals  usually  present  in  the  lower 
extremity  as  an  acute  monoarticular  or  oligoarticular 
synovitis.1'2  Approximately  5%  of  patients  with  crys- 
tal-induced synovitis  have  a subacute  symmetrical 
polyarthritis  mimicking  rheumatoid  arthritis.  Re- 
ports of  large  series  of  cases  of  gout  and  pseudogout 
include  a few  patients  who  experience  so-called  “clus- 
ter” attacks  with  simultaneous  involvement  of  all 
joints  in  one  extremity  and  sparing  those  of  the  oppo- 
site side.3  A patient  was  recently  seen  who  presented 
with  acute  crystal  synovitis  involving  five  joints  in 
one  extremity. 

Case  Report 

An  84-year-old  black  male  with  insulin-dependent  diabe- 
tes mellitus  and  cervical  spondylosis  was  admitted  to 
McGuire  Veterans  Hospital  complaining  of  right  shoulder 
pain  on  January  28,  1976.  Three  days  prior  to  admission  he 
noted  the  gradual  onset  of  increasingly  severe  pain  and 

From  the  Division  of  Immunology  and  Connective  Tis- 
sue Diseases,  Medical  College  of  Virginia,  and  McGuire 
Veterans  Hospital,  Richmond.  For  reprints,  address  Dr. 
Toone,  Box  263,  MCV  Station,  Richmond  VA  23298. 

Submitted  4-27-76. 


swelling  of  his  right  shoulder  extending  over  the  right  cla- 
vicle. The  next  day  he  noted  pain  and  swelling  of  the  right 
elbow  and  wrist.  The  patient  had  been  hospitalized  in  1961 
with  acute  synovitis  of  the  left  knee  of  unknown  etiology 
which  resolved  spontaneously  after  10-14  days.  In  1975  the 
patient  experienced  an  episode  of  pain  in  the  right  shoulder 
treated  by  his  family  doctor  with  intraarticular  adrenocorti- 
costeroid.  There  was  no  history  of  podagra  or  nephroli- 
thiasias. 

Physical  examination  revealed  him  splinting  his  right 
arm  because  of  severe  pain.  The  temperature  was  1006F, 
pulse  100  and  the  blood  pressure  150/80  mm  Hg.  The  range 
of  motion  in  his  right  arm  and  shoulder  was  markedly 
restricted.  Effusions  were  present  in  the  right  glenohumeral 
joint,  elbow  and  wrist.  There  was  marked  tenderness  to 
palpation  of  the  right  acromioclavicular  and  right  ster- 
noclavicular joints.  The  remainder  of  the  musculo-skeletal 
examination  was  negative. 

Arthrocentesis  of  the  right  shoulder  produced  3 ml  of 
turbid,  yellow  fluid.  Two  ml  were  aspirated  from  the  right 
elbow.  Microscopic  examination  of  the  synovial  fluid  from 
the  right  shoulder  with  compensated  polarized  light  re- 
vealed many  intra-  and  extra-cellular  weakly-positive  bi- 
refringent  calcium  pyrophosphate  dihydrate  crystals.  Also 
noted  were  a lesser  number  of  strongly-negative  birefrin- 
gent  monosodium  urate  crystals.  Synovial  fluid  WBC  was 
26,000/mm3  with  96%  polys,  RBC  12,000/mm3,  protein  2.7 
gm/dl  and  glucose  365  mg/dl.  Gram  stain  was  negative  and 
cultures  showed  no  growth.  Synovianalysis  of  the  elbow 
produced  similar  results.  Other  laboratory  data  included 
hemoglobin  12.9  gm/dl,  WBC  8,100/mm3  with  78%  polys, 
blood  sugar  425  mg/dl,  BUN  27  mg/dl,  calcium  10.2 
mg/dl,  phosphorous  2.6  mg/dl  and  uric  acid  5.9  mg/dl. 
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Radiographs  of  the  right  shoulder,  both  wrists  (Fig.  1) 
and  knees  (Fig.  2),  and  the  symphysis  pubis  showed 
chondrocalcinosis  characteristic  of  pseudogout. 

The  patient  had  a dramatic  initial  response  to  phenyl- 
butazone 200  mg  tid  which  was  tapered  over  one  week.  He 
was  discharged  on  prophylactic  colchicine  0.6  mg  bid  but 
has  continued  to  have  intermittent  episodes  of  acute  syno- 
vitis in  both  upper  and  lower  extremities  requiring  intra- 
articular  adrenocorticosteroids  and  short  courses  of 
phenylbutazone. 

Discussion 

Trauma  may  predispose  a particular  joint  to  an 
acute  attack  of  gout  or  pseudogout,  perhaps  by  dis- 
rupting crystal  deposits  in  synovium  or  cartilage,  set- 
ting off  an  inflammatory  reaction  in  the  joint  space.4 
In  the  absence  of  trauma  the  local  factors  which  lead 
to  the  precipitation  of  crystals  in  one  joint  and  the 
sparing  of  another  joint  have  not  been  determined. 
Why  gout  should  favor  the  first  metatarsophalangeal 
joint  (Podagra)  and  why  pseudogout  should  favor 
large  joints  such  as  the  knee  is  unknown. 

Our  patient  demonstrates  the  not  infrequent  co- 
existence of  gout  and  pseudogout  with  monosodium 
urate  and  calcium  pyrophosphate  dihydrate  crystals 
appearing  in  the  same  joint.  Cluster  attacks,  however, 
are  a rare  phenomenon  in  our  experience  and  in  a 
review  of  the  literature.1'2’5  The  mechanism  whereby 
crystal-induced  inflammatory  synovitis  attacks  one 
joint  and  spreads  to  the  neighboring  joints  is  un- 
known. 
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Fig.  1 . Chondrocalcinosis.  Right  wrist  of  patient  with  calci- 
fication of  articular  cartilage  between  ulnar  and  carpal 
bones.  Small  subchondral  cysts  in  the  carpal  bones. 


Fig.  2.  Chondrocalcinosis.  Right  knee  of  patient  with  punc- 
tate and  linear  calcification  of  the  menisci  characteristic  of 
pseudogout.  Mild  degenerative  spurring  is  seen. 
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Radiology/Case  Report 


The  Role  of  Radionuclide  Cisternography 
in  Meningitic  Complications 

Italo  Rinaldi,  MD,  William  O.  Harris,  Jr.,  MD,  James  E.  Kopp,  MD, 
and  P.  M.  Fitzer,  MD,  Newport  News,  Virginia 


Four  classes  of  infants  with  intra-  and  post-meningitic  sequelae  are  reported, 
all  clearly  demonstrated  by  radioisotopic  cerebrospinal  fluid  scanning. 


The  successful  treatment  of  acute  purulent  bac- 
terial meningitis  depends  on  appropriate  antibiotic 
therapy  and  the  prompt  identification  and  treatment 
of  accompanying  subdural  effusion,  empyema  and/or 
hydrocephalus.  As  shown  by  the  following  cases, 
radionuclide  cisternography  has  proven  useful  in  the 
diagnosis  and  management  of  these  meningitic  com- 
plications. 

Case  Reports 

Case  1. 

A three-month-old  girl  with  Hemophilus  influenzae  type 
A meningitis  was  being  treated  with  chloramphenicol  and 
ampicillin.  Because  of  persistent  fever  and  repeated  bilat- 
eral clonic  seizures  in  spite  of  adequate  anticonvulsant  ther- 
apy, bilateral  subdural  taps  were  done.  A few  milliliters  of 
very  thick,  yellow  pus  were  obtained  from  the  right  sub- 
dural space.  From  the  left  side,  several  milliliters  of  clear, 
but  heavily  xanthochromic,  fluid  were  aspirated.  Strep- 
tomycin was  added.  Repeated  subdural  taps  yielded  no 
fluid  from  the  right  space  and  decreasing  amounts  of  yel- 
lowish fluid  from  the  left  side.  In  several  days  the  fever 
subsided.  However,  because  of  recurrent  seizure  activity,  a 
right  retrograde  brachial  arteriogram  was  performed.  Bilat- 
eral subdural  collections,  greater  on  the  right  side,  were 
shown.  Subsequent  craniotomy  revealed  a diffuse  subdural 
empyema,  with  inner  and  outer  membranes,  on  the  right. 
The  membranes  were  stripped  without  difficulty.  A small 
subdural  effusion  was  drained  from  a left  parietal  burr  hole. 
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Postoperatively,  the  infant  did  well  and  was  discharged 
on  anticonvulsants.  Approximately  one  month  later  she 
was  readmitted  with  recurrent  focal  seizures  and  lethargy. 
The  anterior  fontanelle  was  bulging.  Subdural  taps  were 
negative.  A spinal  tap  yielded  clear  and  colorless  spinal 
fluid,  with  no  cellular  elements  and  normal  protein.  Radio- 
nuclide cisternography  ( 1 3 1 1-R  ISA,  50  microcuries) 
showed  only  ventricular  activity  at  15  and  45  minutes.  The 
lateral  ventricles  appeared  enlarged  (Figure  1).  At  9 Vi  hours 
the  lateral  ventricular  activity  was  clearing  and  some  activ- 
ity was  present  in  the  Sylvian  cisterns,  especially  on  the 
right  side.  At  24  hours  there  was  activity  over  the  para- 
sagittal convexities  and  complete  emptying  of  the  lateral 
ventricles.  Delayed  absorption  of  the  radionuclide  was  con- 
firmed by  persistent  parasagittal  activity  at  36  hours  (Fig. 
1).  The  impression  was  communicating  hydrocephalus.  A 
right  ventriculo-peritoneal  shunt  was  performed.  The  in- 
fant improved  rapidly  and  has  remained  free  of  seizures  on 
anticonvulsant  therapy;  however,  she  has  shown  delayed 
psychomotor  development. 

Comment  Radionuclide  cisternography  was  useful  in 
demonstrating  communicating  hydrocephalus  requiring 
shunting.  Impaired  flow  and  absorption  of  CSF  can  appar- 
ently persist  for  weeks  after  the  evacuation  of  the  subdural 
effusions  and  empyemas.  Note  that  negative  subdural  taps 
do  not  necessarily  exclude  the  presence  of  subdural  collec- 
tions. These  may  be  semisolid,  loculated  or  away  from  the 
anterior  fontanelle. 

Case  2. 

A three-month-old  infant  with  left  otitis  media,  treated 
with  ampicillin,  was  admitted  because  of  clonic  movements 
of  the  left  leg,  later  involving  the  whole  left  side  of  the  body. 
Cultures  of  spinal  fluid  yielded  Hemophilus  influenzae  type 
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Fig.  1.  RISA  cisternography,  Case  1:  Anterior  scans  on  top  and  corresponding  right  lateral  scans  below.  At  15  minutes  (left) 
only  cisternal  and  ventricular  activity  is  noted.  At  45  minutes  (left  center)  there  is  more  concentration  of  activity  in  the 
lateral  ventricles,  which  appear  enlarged.  At  9 Vi  hours  (right  center),  lateral  ventricular  activity  is  decreasing,  indicating 
ventricular  emptying.  There  is  now  activity  in  the  right  Sylvian  fissure,  with  very  little  activity  on  the  left  side.  At  36  hours 
(right),  there  is  no  ventricular  activity;  persistent  isotopic  activity  in  both  parasagittal  areas  is  present  indicating  a marked 

delay  in  absorption  of  CSR  at  these  sites. 


A,  sensitive  to  chloramphenicol.  In  spite  of  appropriate 
antibiotic  and  anticonvulsant  therapy,  the  temperature  ele- 
vation and  seizures  persisted.  Examination  on  the  fourth 
day  of  admission  revealed  an  infant  who  alternated  periods 
of  excessive  lethargy  with  periods  of  extreme  irritability. 


The  anterior  fontanelle  was  tense.  Subdural  tap  yielded 
very  thick,  grayish,  purulent  material  from  the  right  sub- 
dural space.  From  the  left  subdural  space,  15  ml  of  clear, 
yellowish  fluid  were  obtained.  Two  days  later,  radionuclide 
cisternography  (131 1-RIS A,  50  microcuries)  at  30  minutes 


Fig.  2.  RISA  cisternography,  Case  2:  Anterior  images  on  top  and  right  lateral  images  on  the  bottom.  At  30  minutes  (lett), 
there  is  definite  ventricular  activity.  There  is  very  little  flow  in  the  left  Sylvian  subarachnoid  spaces  and  no  flow  at  all  on  the 
right  side.  At  12  hours  (right  center),  there  is  decreasing  ventricular  activity;  more  flow  is  noted  over  the  lett  subarachnoid 
spaces  and  some  activity  on  the  right  side  as  well.  At  24  hours  (right),  there  is  no  ventricular  activity.  There  is  flow  over  the 
left  convexity  up  to  the  parasagittal  absorptive  area,  with  still  very  limited  flow  over  the  right  hemisphere. 
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Fig.  3.  RISA  cisternography,  Case  3:  Anterior  scans  on  top 
and  right  lateral  scans  on  the  bottom.  At  25  minutes  (left), 
there  is  normal  activity  in  the  basal  cisterns  and  early  flow 
in  both  Sylvian  fissures.  At  5 hours  (right),  there  is  normal 
flow  over  the  entire  right  hemisphere.  No  ventricular  activ- 
ity is  noted.  There  is  still  no  activity  over  the  left  upper 
parietal  region,  clearly  shown  as  a “cold  area”.  The  Sylvian 
activity  is  not  displaced  downward. 

and  one  hour  revealed  markedly  decreased  activity  over  the 
convexities,  with  almost  no  activity  on  the  right  (Fig.  2). 
Activity  was  present  in  nondilated  lateral  ventricles.  Sub- 
sequent scans  at  1 2 and  24  hours  showed  ventricular  empty- 
ing. There  was  very  little  activity  over  the  right  hemisphere 
with  good  progression  of  the  activity  over  the  left  hemi- 
sphere, up  to  the  parasagittal  region  (Figure  2).  The  im- 
pression was  bilateral  subdural  collections  with  a greater 
block  on  the  right.  Arteriography  was  not  deemed  neces- 
sary. 

Repeated  subdural  taps  yielded  gradually  decreasing 
amounts  of  fluid  from  the  right  side,  but  fairly  large 
amounts  of  clear  xanthochromic  fluid,  ranging  from  ten  to 
twelve  milliliters,  were  obtained  from  the  left  side.  The 
temperature  subsided.  Sixteen  days  after  admission,  bilat- 
eral low  parietal  trephinations  were  carried  out.  On  the 
right  side  there  was  only  a small  amount  of  subdural  fluid, 
with  no  evidence  of  membrane.  The  brain  appeared  quite 
swollen.  The  pia-arachnoid  was  opaque.  Tube  drainage  was 
established  on  the  left  side  and  removed  three  days  later. 
Cultures  of  the  subdural  collections  were  negative.  The 
infant  has  done  well  and  has  shown  normal  development. 

Comment'.  In  this  infant  radionuclude  cisternography 
showed  a marked  CSF  block  on  the  right,  on  the  side  of  the 
thick,  purulent  collection.  Apparently,  thick  purulent  ex- 
udate with  or  without  subdural  membrane  impairs  the  flow 
of  CSF  much  more  significantly  than  even  larger  amounts 
of  xanthochromic  fluid.  In  this  case  there  was  only  very 
transient  ventricular  reflux  in  spite  of  the  much  greater 
impairment  of  CSF  flow  demonstrated  by  the  cisterno- 
gram.  Fairly  rapid  clearing  of  the  ventricular  activity  on 
cisternography  would  seem  to  indicate  that  a shunting  pro- 
cedure is  not  necessary. 


Case  3. 

A two-year-old  boy  with  Hemophilus  influenzae  type  B 
meningitis  was  treated  with  ampicillin  and  chlorampheni- 
col. After  eight  days  the  antibiotic  therapy  was  stopped. 
The  same  day  the  temperature  spiked  to  101.8°.  Chloram- 
phenicol was  restarted,  but  the  fever  persisted.  On  the 
nineteenth  day  of  illness,  radionuclide  cisternography 
( 13 1 1- RISA,  50  microcuries)  at  25  minutes  showed  normal 
basal  cistern  and  early  Sylvian  activity.  At  three  hours,  a 
definite  asymmetry  of  flow  of  the  isotope  over  the  con- 
vexities was  noted,  with  practically  no  activity  over  the  left 
parasagittal  convexity.  No  ventricular  reflux  was  noted.  At 
five  hours  there  was  still  no  activity  over  the  left  upper 
parietal  convexity.  There  was  no  downward  displacement 
of  the  Sylvian  fissure  (Fig.  3).  The  impression  was  of  a 
small  left  parietal  subdural  collection,  confirmed  by  left 
carotid  arteriography  two  days  later.  The  routine  AP  view 
failed  to  disclose  subdural  collection.  A Caldwell  view, 
however,  showed  a definite  avascular  crescent  (Fig.  4). 

Because  of  continued  clinical  improvement  and  the 


Fig.  4.  Left  carotid  arteriogram.  Case  3:  Early  venous 
phase.  AP  view  (above)  showing  no  evidence  of  subdural 
accumulation  of  fluid.  Early  venous  phase.  Caldwell  view 
below  showing  a definite  avascular  area  over  the  upper 
parietal  convexity. 
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rather  small  size  of  the  subdural  collection,  it  was  not 
drained.  Within  a few  days  the  child  was  asymptomatic  and 
has  remained  well. 

Comment'.  In  this  case  radionuclide  cisternography  re- 
vealed a definite  focal  disturbance  of  flow  over  one  para- 
sagittal convexity,  suggesting  a subdural  collection.  Since 
the  midline  and  the  Sylvian  activity  were  not  displaced,  the 
collection  was  thought  to  be  small;  this  was  confirmed  by 
arteriography. 

Case  4. 

An  eleven-month-old  boy  with  Hemophilus  influenzae 
type  B meningitis,  of  seven  days  duration,  was  receiving 
adequate  doses  of  chloramphenicol.  The  temperature  con- 
tinued to  spike  daily.  Neurological  examination  was  unre- 
markable except  for  irritability  and  a tense  fontanelle.  Sub- 
dural taps  yielded  a small  amount  of  clear  but 
xanthochromic  fluid  from  both  sides;  more  fluid  was  ob- 
tained from  the  ieft. 

Three  days  later  radionuclide  cisternography  (300  micro- 
curies,  169  Yb-DTPA)  showed  symmetrical  activity  in  the 
basal  cisterns  at  30  minutes.  There  was  also  reflux  into 
nondilated  lateral  ventricles.  The  ventricular  activity  per- 
sisted. There  was  delayed  flow  over  the  convexities,  espe- 
cially on  the  right  side.  The  asymmetry  was  still  quite 
apparent  at  six  and  24  hours  (Fig.  5).  The  impression  was 
bilateral  subdural  collections.  Two  days  later  a right  retro- 
grade brachial  arteriogram  disclosed  bilateral  subdural  col- 
lections with  a slight  shift  of  the  midline  vessels  to  the  right, 
indicating  that  the  left  collection  was  indeed  larger  as  had 
been  shown  by  the  subdural  taps.  No  changes  suggestive  of 
hydrocephalus  were  noted.  Surgical  drainage  of  the  sub- 
dural effusions  was  carried  out.  The  effusion  on  the  left  was 
larger.  The  child  is  now  well. 

Comment'.  Apparently  radionuclide  cisternography  can- 
not differentiate  a large  from  a small  accumulation  of  sub- 
dural fluid.  Seemingly,  even  a small  effusion  can  indeed 
cause  significant  obliteration  of  the  surface  CSF  pathways, 
as  also  show  by  Case  3. 

Discussion 

Subdural  effusion  is  a frequent  complication  of 
bacterial  meningitis,  occurring  in  up  to  50%  of  cases 
of  Hemophilus  influenzae  type  B meningitis.1  Per- 
manent neurological  sequelae  are  more  common  in 
infants  with  large,  chronic  subdural  effusion  or  em- 
pyema.2 The  diagnosis  is  suspected  clinically  but  de- 
pends primarily  on  the  retrieval  of  purulent  or  heav- 
ily xanthochromic  fluid  by  subdural  tap. 
Occasionally  the  subdural  collection  may  be  locu- 
lated  away  from  the  anterior  fontanelle  or  the  fluid 
too  thick  for  successful  aspiration  (Case  1 and  2). 
Arteriography  is  then  the  most  specific  diagnostic 
procedure  available3  but  is  often  not  without  some 
definite  morbidity,  especially  in  infants. 

Dynamic  and  static  brain  scanning  is  sometimes 
helpful  for  the  detection  of  subdural  collection  in 
infants4,5  but  is  less  accurate  than  in  adults.6  Also,  the 


Fig.  5.  Ytterbium  169-DTPA  cisternography,  Case  4 (AP 
views  on  the  left,  left  laterals  on  the  right).  The  two-hour 
images  (top)  clearly  show  the  slight  but  definite  ventricular 
activity  as  well  as  delay  of  flow  over  both  convexities, 
especially  on  the  right  side.  The  six-hour  images  (bottom) 
again  show  marked  impairment  of  CSF  circulation  over 
both  convexities.  Delay  on  the  right  side  is  still  more 
marked. 

frequent  occurrence  of  bilateral  lesions  may  produce 
falsely  negative  studies.  Scans  must  be  done  before 
the  subdural  taps,  since  the  resulting  scalp  edema 
may  make  scan  interpretation  difficult.  It  should  be 
noted  that  cisternography  may  be  interpreted  even 
after  subdural  taps  or  surgery,  in  contrast  to  dynamic 
and  static  brain  scanning. 

The  present  case  reports  show  clearly  that  subdural 
effusion  or  empyema  may  cause  marked  asymmetry 
or  delayed  flow  on  radionuclide  cisternography.  This 
association  has  not  been  previously  noted  in  the  liter- 
ature. Even  a small  subdural  effusion  may  cause  a 
localized  block,  as  shown  in  Case  3.  The  collection 
characterized  by  the  thick  fibrino-purulent  material 
with  membrane  formation,  as  in  Case  2,  seemed  to 
cause  the  greatest  flow  alteration.  Similar  patterns 
have  been  noted  in  subdural  collections  of  blood.7 
The  delayed  or  arrested  flow  in  the  subarachnoid 
pathways  underlying  subdural  effusions  or  empyema 
in  the  acute  phase  may  be  due  to  pressure  effect, 
inflammation  of  the  pia-arachnoid.  or  cerebral 
edema.  Later,  as  shown  by  Case  1,  the  impeded  flow 
may  represent  scarring  and  adhesions  within  the  sub- 
arachnoid pathways,  as  with  chronic  subdural  hema- 
toma. 

The  present  cases  suggest  that  radionuclide  cis- 
ternography may  be  useful  as  the  initial  procedure 
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when  subdural  effusion  or  empyema  is  clinically  sus- 
pected, but  not  confirmed  by  positive  subdural  tap. 
Although  the  present  series  is  small,  a normal  cis- 
ternogram  would  seem  to  rule  out  even  a small  sub- 
dural effusion  or  empyema.  An  abnormality  on  cis- 
ternography could  then  be  confirmed  by 
angiography.  However,  as  in  Case  2,  a positive  cis- 
ternogram  may  obviate  the  need  for  arteriography. 

Sporadic  reports  of  radionuclide  cisternography  in 
patients  with  meningitis8-10  have  stressed  its  value  in 
documenting  acute  hydrocephalus.  Ventricular  reflux 
is  probably  always  of  pathological  significance.11 
When  marked  stasis  in  dilated  ventricles  is  present  as 
in  Case  1,  shunting  procedures  are  indicated.  Tran- 
sient ventricular  reflux  does  not  seem  to  justify  shunt- 
ing. Cases  2 and  4 showed  transient  ventricular  reflux 
without  radionuclide  or  arteriographic  evidence  of 
hydrocephalus. 


Clara  Polk,  RN,  Pat  Dmoch,  NMT,  and  Paula  Korne- 
gay  are  thanked  for  their  help  with  this  manuscript. 
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Hepatic  Adenoma  and  Oral  Contraceptive 

Therapy 

Robert  Edgar  Mitchell,  Jr.,  MD,  L.  Glenn  Christie,  Jr.,  MD, 
and  Marta  Camilo,  MD,  Richmond,  Virginia 


The  authors  report  the  features  of  a case  linking  oral  contraceptive  ingestion 
with  hepatic  adenoma  and  discuss  a histologic  classification  of  the  lesions. 


THE  LITERATURE  is  now  rife  with  articles1'10 
concerning  the  probable  association  of  oral  con- 
traceptives and  hepatic  cell  adenomas.  The  benign 
hepatomas  found  may  more  correctly  be  identified  as 
hepatic  cell  adenomas.1112  Cases  of  focal  nodular  hy- 
perplasia have  been  reported  in  cases  of  women  tak- 
ing oral  contraceptives.4  In  addition,  cases  of  hepato- 
cellular carcinoma  have  been  linked  to  ingestion  of 
birth  control  pills.6  Initial  cases  were  found  in  fe- 
males, but  now  males  are  being  reported,  thought 
secondary  to  steroid  ingestion  with  resultant  focal 
nodular  hyperplasia,  hepatocellular  carcinoma,  or 
hepatic  cell  adenomas.4  Also,  such  liver  tumor 
changes  may  occur  during  or  immediately  following 
pregnancy. 

Since  peliosis  hepatis  was  seen  in  the  case  reported 
here,  it  should  be  recalled  that  this  is  an  unusual 
condition  consisting  of  blood-filled  cystic  spaces  be- 
tween hepatocytes  without  endothelial  linings,  of  un- 
determined etiology  but  sometimes  seen  in  associa- 
tion with  anabolic  steroid  therapy  and  terminal 

From  the  Henrico  Doctors’  Hospital  and  Diagnostic 
Clinic  and  the  Departments  of  Medicine,  Surgery  and  Pa- 
thology, the  Medical  College  of  Virginia,  Richmond. 
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tuberculosis.  Hence,  the  finding  of  the  peliosis,  in 
association  with  history  of  ingestion  of  oral  con- 
traceptives, leads  to  strong  suspicion  of  the  etiolo- 
gical role  for  oral  contraceptives.  That  there  is  a 
potential  for  fatal  liver  hemorrhage  from  this  lesion 
must  also  be  borne  iri  mind.1 

In  1973,  the  first  association  between  benign  he- 
patic tumors  and  ingestion  of  oral  contraceptives  was 
described.13  Since  there  is  no  accurate  record  of  the 
number  of  benign  hepatic  tumors  in  women  of  child- 
bearing age,  we  cannot  state  with  certainty  there  has 
been  an  actual  increase  in  these  tumors,  even  though 
strongly  suspected  in  those  taking  oral  con- 
traceptives. The  exact  mechanism  through  which  sex 
steroids  cause  hepatic  tumors  is  not  known.  True 
adenomas  of  the  liver  are  rare.  Their  natural  fate  is 
not  known,  even  though  we  do  know  that  some  may 
rupture5  with  fatal  or  near  fatal  results,  or  even  possi- 
bly go  on  to  malignant  degeneration,  especially  in 
older  persons.11 

Liver  cell  adenomas11  are  usually  solitary,  encapsu- 
lated, tan  or  light  brown.  They  usually  involve  the 
right  lobe  of  an  otherwise  normal-appearing  liver,  as 
did  the  case  reported  here.  These  adenomas  vary 
from  single  to  multiple  and  from  less  than  I cm  in 
diameter  to  more  than  20  cm.  Occasionally  the  mul- 
tiple adenomas  may  appear  in  cirrhotic  livers.  There 
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Fig.  5.  Fig.  6. 

Fig.  F Gross:  cut  surface  after  fixation.  Note  coarse  nodularity  with  areas  of  hemorrhage.  Distinct  capsule  on  left  with 
adjacent  normal  liver.  Weight  800  gm;  1 5 X 14  X 6.7  cm  overall.  Fig.  2.  Distinct  fibrous  capsule  between  normal  liver  on  left 
and  liver  cell  type  on  right  (X  100).  Fig.  3.  Liver  cell  adenoma  component  with  areas  containing  blood  lakes  similar  to  those 
found  in  peliosis  hepatis  (X250).  Fig.  4.  Conspicuous  fibrosis  in  the  portal  triad  (X  100).  Fig.  5.  Uniform  cells  with  finely 
granular  cytoplasm  arranged  in  cords.  Vasculated  liver  cells  probably  containing  fat.  No  organization  about  central  veins  or 
portal  triads  ( X 1 60 ).  Fig.  6.  Associated  granulomata  (noncaseating  types)  present  in  both  liver  cell  adenoma  and  adjacent 
extracapsular  liver  parenchyma.  In  the  tumor  the  granulomata  appear  to  be  rather  peripheral  and  within  vacular  septa, 

while  in  the  adjacent  liver  tissue  chiefly  portal  ( X 1 60). 
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have  been  reported,  in  addition,  adenomas  arising 
from  the  intrahepatic  bile  ducts,  as  well  as  mixed 
hepatic  cell  and  bile  duct  adenomas.  In  addition, 
excessive  regeneration  may  resemble  a tumor,  as  the 
compensatory  hyperplasia  ability  of  the  liver11  is 
greater  than  that  of  any  other  part  of  the  body.  This 
often  makes  it  difficult  to  decide  whether  a given 
tumor  is  hyperplastic  or  neoplastic. 

It  should  be  emphasized  that  primary  benign  liver 
tumors  are  rare.11,1  All  physicians  should  be  alerted 
to  the  possiblity  of  hepatic  cell  adenoma  in  the  young 
woman  25  to  45  years  of  age  and  presenting  with 
right  upper  quadrant  mass  and/or  persistent  right 
upper  quadrant  pain,  though  not  gall  bladder  related, 
if  they  are  taking  oral  contraceptives.  The  possibility 
of  massive  intraperiotoneal  hemorrhage  from  sponta- 
neous rupture  of  the  hepatic  cell  adenoma  must  be 
considered.3,514  Angiography  is  most  helpful  in  diag- 
nosing these  lesions,  and  our  present  thinking  is  that 
these  tumors  are  best  resected  as  soon  as  discovered, 
if  possible.  These  hepatic  cell  adenomas  may  now  be 
added  to  other  widely  recognized  problems  asso- 
ciated with  oral  contraceptive  medication,  namely 
increased  incidence  of  venous  thrombosis,  pul- 
monary embolism  and  cerebro-vascular  accident. 
Also,  an  increased  incidence  of  neonatal  jaundice  in 
babies  of  mothers  who  used  oral  contraceptive  pills 
and  fatal  or  near-fatal  thrombosis  of  hepatic  veins 
(Budd-Chiari  syndrome)  have  been  noted.10 

We  report  here  the  clinical  and  histiologic  features 
of  our  case,  as  well  as  discussing  a histologic  classifi- 
cation of  the  lesions. 

Case  Report. 

A 29-year-old  housewife  and  secretary,  gravida  1,  para  1, 
was  seen  for  evaluation  of  diarrhea  of  eight  years'  duration, 
worsening  the  past  1 'A  years.  There  was  no  known  GI  tract 
bleeding,  but  her  multiple  nocturnal  stools  were  tiring  and 
fatiguing.  She  had  been  on  anticholinergic  sedatives  and 
birth  control  tablets  from  her  family  physician  for  most  of 
this  time.  The  birth  control  tablets  (norethynodrel  5 mg, 
mestranol  75  meg)  were  taken  cyclically.  She  was  also  on 
tetracycline  250  mg  daily  X 5 years  (for  acne).  She  was 
three  years  postpartum  when  initially  seen  for  “diarrhea 
workup.”  Physical  exam  revealed  liver  mass  3 cm  below 
RCM  and  moderately  tender  to  palpation.  Spleen  and  kid- 
neys could  not  be  felt  and  remainder  of  her  physical  exam 
was  unremarkable.  Upper  GI  x-rays  showed  a mass  in 
RUQ  displacing  small  bowel  to  the  left.  This  was  thought 
to  be  liver  mass,  but  omental  cyst  or  renal  cyst  had  to  be 
considered.  Past  history  and  systems  review  were  essentially 
unremarkable.  Mother  had  Ca  breast  resected  and  has 
rheumatoid  arthritis  and  multiple  allergies.  Novocaine  may 
have  caused  mild  allergic  reaction  to  patient  in  past.  There 
are  no  other  drug  allergies  known.  Acne  has  persisted  since 
high  school  days  (mild).  Liver  scan  showed  very  small  left 
lobe  of  liver  with  enlarged  right  lobe,  consistent  with  re- 


placement disease  of  approximately  one-half  right  lobe 
liver,  mainly  the  inferior  aspect.  At  surgery  (LGC),  there 
was  a large  encapsulated  tumor  of  the  right  lobe  of  the  liver 
extending  into  the  bed  of  the  gallbladder.  Subtotal  hepatic 
lobectomy  and  cholecystectomy  were  done.  The  tumor 
weight  was  800  gm  and  was  benign  on  frozen  section  (“Vas- 
cular tumor,  type  undetermined”).  Following  surgery, 
patient  did  well,  including  cessation  of  diarrhea,  and  con- 
tinued in  good  health  when  last  seen  on  followup. 

This  case  did  not  develop  intraperitoneal  hemor- 
rhage, shock,  severe  abdominal  pain  or  other  compli- 
cations which  may  arise  from  this  combination  of 
oral  contraceptive  ingestion  with  hepatic  adenoma, 
but  the  presenting  finding  of  mass  in  the  RUQ  of  the 
abdomen  led  to  the  correct  diagnosis.  Hepatic  ang- 
ioarteriography  was  not  done,  but  is  considered  to  be 
a useful  diagnostic  tool3,13,15  in  differentiating  benign 
vs  malignant  neoplasia,  as  well  as  in  helping  plan  the 
surgical  attack.  Percutaneous  liver  biopsy  would  not 
seem  advisable  in  view  of  the  highly  vascular  nature 
of  these  tumors  and  the  likelihood  of  bleeding. 

Since  so  many  women  take  oral  contraceptive  pills 
and  reported  incidences  of  focal  nodular  hyperplasia 
and  hepatic  adenoma  are  so  low,  it  would  seem  to  be 
a rather  rare  finding.7  Certainly,  however,  all  health 
care  providers  should  be  alert  to  the  possibility  of  a 
woman  in  childbearing  age  on  oral  contraceptives 
having  the  potentially  serious  consequence  of  in- 
traperitoneal hemorrhage  from  spontaneous  rupture 
of  the  hepatic  cell  adenoma.  Surgery  can  be  life- 
saving. The  adenomas  should  be  electively  resected 
due  to  their  propensity  to  rupture. 
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TRENDS  COMMENT 


The  National  Cancer  Advisory  Board,  concerned 
with  reports  suggesting  an  association  between  the 
use  of  oral  contraceptive  agents  and  the  development 
of  liver  tumors,  appealed  to  the  Commission  on  Can- 
cer of  the  American  College  of  Surgeons  to  in- 
vestigate the  problem.  A survey,  under  the  leadership 
of  Gerald  P.  Murphy,  MD,  Chairman,  Committee  on 
Patient  Care  and  Research  of  the  Commission,  was 
begun  in  August,  1976.  Hospitals  throughout  the 
United  States  with  cancer  programs  approved  by  the 
American  College  of  Surgeons  were  surveyed.  The 
survey  included  hospitals  in  the  Virginia. 

Preliminary  data  as  of  January  10,  1977,  showed 
420  hospitals  reporting  a total  of  528  primary  liver 
tumors.  These  were  both  benign  and  malignant  tu- 
mors, among  both  sexes,  occurring  in  a six-year  pe- 
riod, 1970-1975.  Of  this  total,  166  tumors  were  re- 
ported in  males;  89.2%  (148)  were  malignant;  10.8% 
(18)  were  benign.  The  remaining  362  tumors  were 
found  in  females.  A different  pattern  was  reported  in 
the  females:  55.0%  (199)  of  the  tumors  were  benign, 
and  45.0%  (163)  were  malignant. 

The  findings  from  this  survey  as  listed  in  Progress 
Report,  January  10,  1977,  are  as  follows: 

1.  Benign  liver  tumors  are  very  rare  in  males. 

2.  A substantial  difference  was  observed  in  the 
proportion  of  benign  and  malignant  tumors 
among  users  of  oral  contraceptives  (74.0%)  as 
compared  to  nonusers  (44.9%).  A greater  pro- 
portion of  benign  tumors  among  oral  con- 
traceptive users  was  consistent  in  all  age  groups. 
These  results  support  the  suggested  association 


between  oral  contraceptive  use  and  benign  liver 
tumors. 

3.  Benign  liver  tumors  were  also  diagnosed  in  non- 
users of  oral  contraceptives.  Among  the  non- 
users, the  frequency  of  benign  tumors  increased 
with  age. 

4.  Hepatic  cell  adenomas  and  focal  nodular  hyper- 
plasias were  observed  more  frequently  among 
oral  contraceptive  users  than  nonusers. 

5.  Intraperitoneal  bleeding  was  a presenting  symp- 
tom in  hepatic  cell  adenoma  in  12%  of  cases. 

6.  The  data  collected  on  type  of  contraceptive  used 
and  duration  of  usage  in  this  survey  do  not  lend 
themselves  to  conclusive  analysis. 

Further  data  in  this  study  is  being  collected  and 
analyzed.  It  is  emphasized  that  clinicians  should  be 
alert  to  liver  pathology  in  young  women  using  oral 
contraceptives  who  have  vague  and  nonspecific  ab- 
dominal symptoms.  Consideration  should  be  given  to 
any  liver  pathology  before  oral  contraceptives  are 
prescribed.  Careful  followup  of  young  women  using 
oral  contraceptives  who  have  a history  of  liver  pa- 
thology is  indicated. 

The  presentation  and  discussion  of  the  case  here 
published  alerts  us  to  a problem.  All  physicians  who 
care  for  young  women  should  be  aware  of  these  find- 
ings. 

J.  Shelton  Horsley  III,  MD, 
Associate  Director, 
MCV/VCU  Cancer  Center. 


A New  Cancer  Trends  Editor 

Dr.  Gerald  Goldstein,  Professor  of  Medicine, 
Division  of  Medical  Oncology,  University  of  Vir- 
ginia, has  joined  the  editorial  staff  of  Cancer 
Trends.  He  is  an  outstanding  clinician,  in- 
vestigator and  teacher  in  the  field  of  medical  on- 
cology. Frank  Rosato  and  I welcome  him  and 
look  forward  to  an  enjoyable  and  productive  asso- 
ciation. 

Dr.  Walter  Lawrence,  Jr.,  served  with  me  as 
coeditor  from  the  beginning  of  Cancer  Trends  in 
October,  1967.  In  his  usual  unselfish  manner  he 
has  stepped  aside  to  allow  editorial  representation 
from  the  three  state  medical  schools.  He  set  a very 
high  standard  for  us  to  follow.  His  wisdom,  schol- 
arship and  thoughtfulness  were  greatly  appreci- 
ated. We  are  indebted  to  him  for  a job  well  done. 

J.  Shelton  Horsley  III,  MD 
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A full  range  of 
treatment... 


As  an  Air  Force  physician,  you  may  practice  your  specialty  in  modern,  well- 
equipped  facilities  with  a complete  support  staff. 

In  addition  to  the  wide  spectrum  of  clinical  experience  you'll  gain,  you  II 
have  administrative  support  to  alleviate  most  of  the  clerical  workload.  The  type 
of  medicine  you  will  practice  is  based  on  the  needs  of  your  patients,  regardless 
of  their  financial  status. 

For  yourself  and  your  family,  Air  Force  medicine  will  provide  reasonable 
working  hours,  excellent  pay,  30  days  of  paid  vacation  each  year,  and  many 

other  benefits.  x , , 

Consider  the  Air  Force  Medical  Corps  - a reasonable  alternative  for  to- 
day's physicians. 

For  complete  information  contact: 

MSgt  Charles  R.  Flutton,  Health  Professions  Recruiting 
6767  Forest  Hill  Ave.,  Suite  300, 

Richmond,  VA  23225,  (804)  782-2127 


Air  Force.  A great  way  of  life 


Plastic  Surgery/Case  Report 


Mkrovascular  Free  Flap  Transfer 

L.  A.  Sharzer,  MD,  C.  E.  Horton,  MD,  J.  E.  Adamson,  MD, 

J.  H.  Carraway,  MD,  and  J.  B.  McCraw,  MD,  Hampton,  Virginia 


Two  major  developments  set  the  stage  for  the  transfer  of  free  skin  flaps  to 
distant  sites  in  a single  procedure.  The  authors  report  their  experience. 


Most  wounds  with  large  areas  of  skin  and/or  soft 
tissue  loss  which  cannot  be  closed  primarily  can  be 
treated  by  simple  skin  grafting.  There  are  situations, 
however,  in  which  simple  skin  grafting  is  in- 
appropriate and  flap  coverage  is  required.  Flap  cov- 
erage implies  the  transfer  of  composite  tissue  of  skin 
and  fat  with  an  intact  blood  supply  from  one  area  to 
another.  In  the  past  it  has  been  necessary  that  the  flap 
come  from  a nearby  area,  that  is,  a local  flap,  or  that 
tissue  be  transferred  from  a distant  site,  a technique 
which  required  multiple  operative  procedures.  The 
ability  to  transfer  composite  flaps  to  distant  sites  in  a 
single  operative  procedure  awaited  two  major  devel- 
opments in  the  field  of  plastic  surgery.  First,  the 
description  of  axial  pattern  flaps,  which  rely  for  their 
circulation  upon  a single  artery  and  vein,  helped  to 
explain  why  some  flaps  (groin,  epigastric,  deltopec- 
toral)  seemed  to  violate  previously  held  concepts  of 
flap  blood  supply.1'2,3  The  parallel  development  of  the 
operating  microscope  and  ultrafine  suture  material 
enabled  the  surgeon  to  anastomose  vessels  on  the 
order  of  one  millimeter  in  diameter  reliably  and  con- 
sistently. The  stage  was  set  for  the  transfer  of  free 
skin  flaps  to  distant  sites  in  a single  operative  pro- 
cedure, and  in  1973  reports  first  began  to  appear  in 

From  the  Department  of  Plastic  Surgery,  Eastern  Vir- 
ginia Medical  School  and  Veterans  Administration  Hospi- 
tal, Hampton  VA  23667. 

Submitted  1-12-76. 


the  world's  literature.4,5  This  report  presents  our  ex- 
perience with  this  procedure. 

Case  Report 

A 54-year-old  black  male  was  burned  about  the  neck  and 
upper  chest.  Initial  treatment  consisted  of  debridement  and 
split  thickness  skin  graft  with  orthoplast  splinting.  The 
patient  discarded  the  splint  and  three  months  postburn  was 
admitted  to  the  Hampton  Veterans  Administration  Hospi- 
tal with  a severe  neck  contracture  (Fig.  I ).  The  burn  scar 
was  released  and  an  1 1 X 20-cm  flap  was  elevated  from  the 
left  groin  and  transferred  to  the  neck  with  anastomosis  of 
superficial  circumflex  iliac  artery  and  vein  to  the  facial 
artery  and  vein  using  the  operating  microscope.  The  donor 
site  was  closed  primarily  (Fig.  2),  the  flap  healed  without 
difficulty  and  the  patient  was  discharged  ten  days  post- 
operatively.  Appearance  at  one  year  was  satisfactory 
(Fig.  3). 

Discussion 

Conventional  treatment  of  this  type  of  burn  scar  is 
release  followed  by  split  thickness  skin  graft  and  pro- 
longed splinting.  The  patient's  unwillingness  to  wear 
a splint  following  release  made  flap  coverage  of  the 
neck  necessary.  The  deltopectoral  flap,  the  most  ap- 
propriate local  flap,  could  not  be  used  because  of  the 
upper  chest  burns.  Migration  of  a tube  pedicle  flap  on 
a wrist  carrier  would  have  been  possible.  This,  how- 
ever, requires  at  least  three  operations  and  a min- 
imum of  6-8  weeks  for  completion  of  the  transfer. 
During  this  time,  the  patient  must  assume  awkward 
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Fig.  1.  Preoperative  appearance  of  patient. 


Fig.  2.  Flap  donor  site  closed  primarily. 


and  uncomfortable  postures  for  a prolonged  period. 
Free  transfer  of  the  groin  flap  is  complete  in  a single 
operation,  usually  with  little  morbidity. 

Eight  other  patients  have  been  treated  by  this  tech- 
nique. Six  patients  with  soft  tissue  defects  of  the 
extremities  are  reported  elsewhere.6  Results  were  felt 
to  be  at  least  as  good  as,  and  in  most  cases  better 
than,  would  have  been  obtained  by  conventional 
methods. 


Fig.  3.  Healed  flap  postoperatively. 


In  general,  this  procedure  is  indicated  in  any 
patient  who  has  an  area  of  skin  and  soft  tissue  loss 
which  requires  flap  coverage  and  in  whom  no  local 
flap  is  available.  As  experience  with  the  technique 
increases,  it  may  even  be  found  to  be  preferable  to 
some  local  flaps.  Thorough  knowledge  of  the  prin- 
ciples of  pedicle  flap  transfer  and  expertise  in  the 
technique  of  microvascular  anastomosis  are  the  sine 
qua  non  for  success  of  the  procedure. 
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Ophthalmalogy/Case  Report 


Atopic  Dermatitis  and  Cataracts 

James  G.  Ferguson,  Jr.,  M D,  and  Charles  Marshall,  MD, 

Richmond,  Virginia 


The  intimate  relationship  between  the  skin  and  the  lens  is  demonstrated  by  a 
case  of  associated  atopic  dermatitis  and  cataracts. 


Because  the  lens  of  the  eye  is  derived  embryolog- 
ically  from  invaginating  surface  ectoderm,  the  inti- 
mate association  of  skin  and  lenticular  disease  is 
not  surprising  to  the  ophthalmologist  and  dermato- 
logist. The  family  physician,  pediatrician,  internist 
and  surgeon  may  not  be  so  well  aware  of  this  associa- 
tion, however,  and  the  purpose  of  this  paper  is  to 
report  a case  and  briefly  review  atopic  dermatitis  and 
cataracts  in  association. 

Case  Report 

J.W.,  a 27-year-old  black  male  presented  to  the  Medical 
College  of  Virginia  Eye  Clinic  on  February  3,  1975,  com- 
plaining of  progressive  decrease  in  visual  acuity  in  both 
eyes  for  two  months  associated  with  an  exacerbation  of  a 
chronic,  recurring,  pruritic  skin  eruption.  He  had  no  other 
ocular  complaints  and  there  was  no  history  of  previous 
ocular  disease,  ocular  trauma  or  irradiation.  He  was  on  no 
medication.  Family  history  was  negative  for  ocular  prob- 
lems and  there  was  no  known  systemic  or  metabolic  dis- 
ease. His  vision  had  been  “good”  in  the  past. 

Past  medical  history  did  reveal  a recurring  “skin  rash” 
since  age  13.  This  skin  problem  was  characterized  by  a 
severe,  pruritic  eruption  of  his  face,  neck,  arms,  hands  and 
chest  occurring  in  early  winter  of  each  year  and  lasting  for 
two  or  three  months.  The  patient  stated  that  the  only  year 
he  had  not  had  an  exacerbation  of  his  skin  eruption  was 
when  serving  in  South  Vietnam  in  1969  and  1970.  Several 
years  prior  to  being  seen  by  us,  the  patient  had  been  eval- 
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uated  by  the  dermatology  service  and  found  to  have  severe 
atopic  dermatits.  He  was  treated  then  with  topical  steroids 
and  antipruritics  and  lost  to  followup.  The  patient  corre- 
lated his  present  visual  problems  with  the  most  severe  ex- 
acerbation of  his  skin  eruption  that  he  had  experienced. 

Ocular  examination  revealed  a visual  acuity  of  count 
fingers  at  one  foot  in  each  eye.  Intraocular  tensions  were  14 
mm  Hg  in  each  eye  by  applanation.  Slit-lamp  examination 
revealed  a normal  conjunctiva,  cornea,  anterior  chamber 
and  iris  in  each  eye.  There  were  dense,  mature,  posterior 
subcapsular  and  cortical  cataracts  in  each  eye.  Pupils  were 
2 mm  in  each  eye  and  reacted  normally.  Fundus  details 
could  not  be  seen  through  the  cataracts. 

General  physical  examination  revealed  the  presence  of 
hyperpigmentation,  lichenification,  scattered  papules  and 
excoriations  over  the  face,  neck,  upper  chest,  antecubital 
fossae  and  dorsum  of  each  hand.  The  remaining  physical 
exam  was  unremarkable.  The  patient  was  seen  in  consulta- 
tion by  the  dermatology  service  and  the  diagnosis  of  atopic 
dermatitis  was  confirmed.  Topical  steroids  and  antiprurit- 
ics were  prescribed.  Skin  biopsy  was  not  done. 

The  patient  was  then  admitted  to  the  ophthalmology 
service  and  scheduled  for  lens  extraction  in  the  right  eye. 
His  skin  eruption  cleared  markedly  on  topical  therapy. 
Preoperative  laboratory  data  revealed  a normal  CBC  and 
dilTerential,  urinalysis,  SMA  6,  SMA  12,  EKG  and  chest  x- 
ray. 

On  February  12,  1975,  the  patient  underwent  in- 
tracapsular  lens  extraction  of  the  right  eye  under  local 
anesthesia  and  akinesia.  Preoperative  intravenous  mannitol 
was  administered.  A fornix-based  conjunctival  flap  was 
used,  alpha-chymotrypsin  zonulysis  employed  and  the  lens 
delivered  with  cryoprobe.  Wound  closure  was  with  eight 
10-0  nylon  sutures.  There  were  no  operative  complications. 
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Postoperatively  the  patient  developed  a marked  iridocy- 
clitis in  the  right  eye  responding  readily  to  topical  and 
systemic  steroids. 

On  February  1 8,  1975,  the  patient  underwent  lens  extrac- 
tion of  the  left  eye.  A similar  operative  technique  was 
employed.  This  procedure  was  complicated  by  the  rupture 
of  lens  capsule  and  spillage  of  a small  amount  of  cortical 
material  into  the  anterior  chamber.  Capsule  forceps  were 
used  to  remove  the  cortical  material.  Eight  10-0  nylon 
sutures  were  used  to  close  the  wound. 

The  patient  had  a benign  postoperative  course  and  was 
discharged  home  on  February  21,  1975,  to  return  in  one 
week  for  followup.  Retinal  examination  was  normal  at  this 
time. 

On  scheduled  followup  on  February  27,  1975,  the  patient 
was  noted  to  have  a small  amount  of  iris  prolapse  from  the 
wound  from  12-2  o’clock  in  the  right  eye.  This  was  success- 
fully repaired  surgically  on  February  27,  1975.  The  next  day 
slight  wound  gaping  was  noted  in  the  left  eye  at  12  o’clock. 
The  anterior  chamber  was  fully  formed.  Treatment  with 
Diamox,  miotics  and  a firm  patch  allowed  the  wound  to 
heal  without  complication.  The  visual  acuity  was  20/25  in 
each  eye  at  the  time  of  discharge  ten  days  later. 

Discussion 

Vidal  in  1886  described  a condition  of  young  per- 
sons suffering  from  attacks  of  pruritis  followed  by 
thickening  of  the  skin  and  lichenification,  with  a ten- 
dency for  the  condition  to  become  worse  during  the 
fall  and  winter,  with  a postive  association  with 
asthma  and  usually  with  a constitutional  background 
of  unstable  nervous  temperature.1  In  1932  Coca  clas- 


sified allergic  diseases  as:  1.  atophy  (hay  fever, 
asthma,  and  eczema);  2.  contact  dermatitis;  3.  serum 
allergy;  4.  drug  allergy.2  Coca  elaborated  the  word 
“atophy”  to  express  an  inherited  altered  reactivity  to 
antigen.  Some  atopic  individuals  have  an  elevated 
immunoglobulin  IgE  level. 

In  infants,  atopic  dermatitis  is  oozing,  weeping  and 
crusty.  In  childhood  and  young  adulthood  it  consists 
of  elevated  papules  and  diffuse,  dry,  scaly,  hard  and 
thickened  lichenified  plaques.  Often  secondary  in- 
fection develops.  The  typical  rash  is  distributed  over 
the  face,  forehead,  neck,  chest,  popliteal  and  antecu- 
bital  fossae  and  hands.  Generalized  involvement  ex- 
ists in  severe  cases.  The  course  is  chronic.  Most 
patients  have  exacerbations  with  intervals  of  months 
or  years  between  them.  There  appears  to  be  definite 
seasonal  aspect  with  the  eruption  made  worse  by  cold 
weather.  As  in  our  case,  a change  of  environment 
may  have  a marked  beneficial  effect  on  the  problem. 
The  disease  may  clear  in  middle  life. 

Duke-Elder  states  that  atopic  dermatitits  is  the 
most  common  cutaneous  disease  associated  with 
cataract.3  Andogsky  first  described  this  association  in 
1914.  Since  then  many  authors  have  reported  this 
association  in  5%  to  10%  of  the  cases.  The  cataracts 
that  develop  are  usually  bilateral  and  are  noted  just 
during  the  second  or  third  decade.  Sacks  felt  that  the 
most  striking  feature  of  the  development  of  atopic 
cataracts  were:  1.  the  long  interval  that  develops  be- 
tween the  first  appearance  of  the  skin  lesion  and  the 


Fig.  1 . Diagrams 
illustrating  intimate 
embryologic  relationship 
of  lens  and  surface 
ectoderm:  a.  beginning 
of  optic  cup  invagination 
during  normal  lens 
vesicle  formation;  b. 
further  stage  in  normal 
lens  formation.  Adapted 
from  A . D.  Pearson’s 
The  Development  of  the 
Eye,  U niversity  of 
Oregon  Medical  School, 
Portland. 
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cataract  (15  years  in  his  American  series);  2.  the  speed 
with  which  the  cataract  matures.4  In  a few  of  Sacks’ 
cases  the  cataracts  matured  in  a few  weeks.  Our 
patient  had  complaints  of  decreased  acuity  for  only 
two  months  prior  to  examination  and  had  his  skin 
condition  for  13  years. 

Two  types  of  cataracts  have  been  described.  The 
most  common  is  a dense  subcapsular  opacity  with 
cortical  spoking  leading  to  complete  opacification. 
This  was  the  type  with  which  our  patient  presented.  A 
less  common  variety  is  a complicated  cataract  begin- 
ning subcapsularly  at  the  posterior  pole  and  sending 
our  strial  to  the  anterior  and  posterior  cortex.  Other 
ocular  complications  described  with  atopic  dermatitis 
are  keratoconjunctivitis,  keratoconus,  uveitis,  per- 
iorbital skin  lesions.  Retinal  detachment  has  been 
reported  in  a few  cases  both  before  and  after  surgical 
extraction  of  the  lens,  and  Coles  and  Larval  report 
retinal  detachment  in  the  absence  of  cataract.5 

The  etiology  of  the  cataracts  had  been  debated  in 
the  literature.  The  roles  of  infection,  avitaminosis, 
endocrine  deficiency  and  autonomic  nervous  system 
dysfunction  have  been  presented  and  largely  dis- 
carded.6 Perhaps  it  is  still  safest  to  say  that  the  associ- 
ation of  cataracts  and  atopic  dermatitis  is  due  to  an 


inherited  abnormality  involving  the  skin  and  the  lens 
with  an  altered  reactivity  to  antigen.7 

The  surgical  treatment  for  the  cataract  is  in- 
tracapsular  extraction  if  at  all  possible.  The  skin  le- 
sions should  be  in  remission  at  the  time  the  surgery  is 
performed.  If  the  extraction  is  done  extracapsularly, 
steroids  are  indicated  to  minimize  what  may  become 
severe  inflammatory  response  to  the  antigenic  lens 
protein,  leading  to  vitreous  opacities  and  even  atopic 
keratitis. 
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Congenital  Heart  Disease  in 
Oculodentodigital  Dysplasia 

Jonathan  A.  Schneider,  MD.  Guy  G.  Shaw,  MD, 
and  David  E.  Van  Reken,  MD,  Portsmouth,  Virginia 


ODD,  a rare  autosomal  dominant  condition,  is  here  reported  with  the  highly 
unusual  presence  of  a congenital  cardiovascular  anomaly. 


Oculodentodigital  dysplasia  (ODD)  is  an  easily 
recognized  autosomal  dominant  condition  first  de- 
scribed by  Lohmann.1  The  main  features  of  the  syn- 
drome consist  of  a thin  nose  with  hypoplastic  alae 
nasi,  narrow  nostrils,  microphthalmos,  enamel  hypo- 
plasia, syndactyly,  camptodactyly  and  phalangeal 
hypoplasia.  The  wide  range  of  associated  defects  ob- 
served makes  the  syndrome  of  interest  to  ophthalmo- 
logists, orthopedic  surgeons,  dentists,  plastic  sur- 
geons and  pediatricians.  It  is  noteworthy  that  to  date 
none  of  the  reported  patients  has  had  a congenital 
cardiovascular  anomaly.  The  purpose  of  this  report  is 
to  record  the  occurrence  of  an  endocardial  cushion 
defect  (an  ostium  primum  atrial  septal  defect  and 
cleft  mitral  valve)  in  an  1 1-year-old  boy  with  ODD. 

Case  Report 

J.S.,  an  11-year-old  white  boy  was  hospitalized  at  the 
Naval  Regional  Medical  Center,  Portsmouth.  Virginia,  in 
September,  1974,  for  cardiac  catheterization.  Five  years 
prior  to  admission  a grade  II/VI  short  systolic  murmur  was 
heard  in  the  second  left  intercostal  space  along  with  a 
1II/VI  midsystolic  murmur  best  heard  at  the  apex  and 
radiating  to  the  left  axilla.  The  second  heart  sound  was 
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widely  split  and  did  not  vary  with  respiration.  An  elec- 
trocardiogram demonstrated  left  axis  deviation  and  left 
ventricular  hypertrophy.  A chest  roentgenogram  showed  a 
normal-sized  heart  but  an  increased  pulmonary  conus. 
During  the  previous  two  years  he  had  experienced  progres- 
sive exercise  intolerance. 

At  birth  he  had  bilateral  syndactyly  of  the  first  and 
second,  and  fourth  and  fifth  toes.  He  had  a cleft  palate  on 
the  right  side,  campodactyly  of  the  fifth  fingers  and  a thin, 
narrow  nose.  By  four  months  of  age,  left  exotropia  and 
severe  bilateral  ptosis  was  evident.  A diagnosis  of  ODD 
was  made. 

Correction  of  the  cleft  palate  and  ptosis  was  accom- 
plished through  several  plastic  surgical  procedures  between 
1 '/2  and  3 years  of  life.  He  experienced  recurrent  bouts  of 
otitis  media.  His  height  and  weight  were  consistently  below 
the  third  percentile.  Speech  therapy  was  provided  between 
the  ages  of  3 and  6 years.  Mental  development  has  been 
normal.  No  other  family  members  have  been  affected. 
Physical  examination  revealed  multiple  features  of  ODD 
(Figs.  1 and  2).  The  significant  physical  findings  included 
corneas  which  measured  10.5  mm  in  diameter,  bilateral 
horizontal  nystagmus,  micrognathia  with  irregular,  yellow- 
brown  teeth  and  syndactyly  of  the  first  and  second  as  well 
as  the  fourth  and  fifth  toes.  The  cardiac  examination  was  as 
described  above.  An  ophthalmologic  consultant  found 
20/80  visual  acuity  in  the  right  eye  and  20/200  in  the  left, 
despite  normal  funduscopic  and  slit  lamp  examinations. 
When  the  patient  was  asked  to  look  in  the  upper  outer 
quadrants,  the  contralateral  eye  did  not  elevate  (the  supe- 
rior oblique  tendon  sheath  syndrome).  An  audiogram  dem- 
onstrated marked  bilateral  conductive  hearing  loss,  espe- 
cially in  the  higher  frequencies.  Radiographs  of  the  hands 
showed  hypoplasia  of  the  middle  and  distal  phalanges  of 
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Fig.  1.  Profile  of  patient.  Note  the  small  nose  with  hypo- 
plastic alae  nasi  and  the  micrognathia.  The  ptosis  had  been 
corrected  surgically. 

the  fifth  fingers.  A cardiac  catheterization  was  done  (GGS), 
demonstrating  an  ostium  primum  atrial  septal  defect  and  a 
cleft  mitral  valve  with  mitral  insufficiency. 

The  patient  was  referred  to  the  National  Naval  Medical 
Center,  Bethesda,  Maryland,  and  had  successful  repair  of 
the  lesion  in  July,  1975.  His  exercise  tolerance  improved 
steadily  during  the  following  eight  months,  and  he  is 
asymptomatic  from  a cardiac  standpoint. 

Discussion 

To  the  authors'  knowledge,  this  case  represents  the 
first  time  a congenital  cardiovascular  anomaly  has 
been  found  in  a patient  with  ODD.  ODD  is  rare. 
Reisner  et  al2  reviewed  the  findings  of  43  cases  re- 
ported up  to  1969.  The  mental  development  of  af- 
fected individuals  is  usually  normal  and  there  is  no 
abnormal  chromosomal  pattern.3 

Although  the  condition  is  rare,  the  diagnosis  is 
readily  made  if  one  is  familiar  with  the  characteristic 
facies,  hands  and  teeth.  Photographs  of  typical 
patients  are  found  in  Smith’s  book,4  and  in  one  jour- 
nal’s recent  “Picture  of  the  Month”  feature.5  There 
are  some  similarities  between  ODD  and  orodigitofa- 
cial dysostosis6  and  the  Hallermann-Streiff  syn- 
drome,7 but  the  conditions  are  not  difficult  to  distin- 
guish. 

The  incidence  of  an  endocardial  cushion  defect 
such  as  found  in  our  patient  is  somewhat  less  than  the 


incidence  of  an  isolated  atrial  septal  defect  (one  per 
1 ,000  general  pediatric  population ).  It  is  possible  that 
the  association  of  this  type  of  endocardial  cushion 
defect  and  ODD  is  entirely  coincidental.  Since  less 
than  50  cases  of  ODD  have  been  reported,  however, 
there  may  be  an  increased  incidence  of  this  type  of 
cardiac  defect  in  these  patients.  This  defect,  like  many 
of  the  other  defects  associated  with  ODD,  is  ame- 
nable to  surgical  correction  and  may  lead  to  an  im- 
proved quality  of  life  for  the  patient.  Therefore,  phy- 
sicians should  look  for  this  lesion  when  evaluating  a 
patient  with  ODD. 
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Fig.  2.  Campodactyly  and  clinodactyly  of  the  fifth  fingers. 
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Medicine  and  the  Legislature 


Key  Actions  by  the 
General  Assembly  1977 

Note : The  bills  here  listed  as  “Passed”  must  have  Governor  Godwin’s  signature  to  become  law.  U nless  other- 
wise stipulated  in  the  listing,  “Passed”  indicates  that  the  bill  passed  both  House  and  Senate.  The  designation 
“Passed*”,  with  asterisk,  signifies  the  bill  was  amended  to  remove  the  Society’s  objections  to  the  bill.  A detailed 
review  of  all  1977  General  Assembly  action  pertaining  to  medicine  will  be  published  soon  in  these  pages. 


Bill 

Sponsor 

Subject 

MSV  Position 

Action 

SB-565 

Michael/Philpott 

Statute  of  limitations 

Opposed 

Passed* 

HB-1558 

Philpott 

Physician  disciplinary  measures 

Supported 

Passed 

SB-783 

Canada 

Reduction  of  statute  of  limitations  for 
minors 

Supported 

Killed 

SB-721 

Brault 

Certificate  of  need 

Supported 

Passed 

HB-1679 

Pendleton 

Health  fair  tests 

Supported 

Passed 

HB-1535 

Allen 

Patient  records 

Supported 

Passed  Senate 

HB-1852 

Hobson 

Medical  students  in  hospitals 

Supported 

Passed 

H B- 1751 

Glasscock 

Voluntary  formulary 

Opposed 

Passed* 

HB-1206 

McMurtrie 

Commission  of  health  regulatory  boards 

Supported 

Passed 

HB-869 

Pendleton 

Use  of  anesthetics  by  podiatrists 

Opposed 

Passed* 

HB-1810 

Philpott 

Reporting  of  malpractice  claims  to 
insurance  commissioner 

No  position 

Passed 

HB-2080 

Washington 

Fifth  pathway 

Opposed 

Passed* 

HB-1914 

Stambaugh 

Limited  licensure  of  foreign  medical 
graduates 

Supported 

Passed 

B-489 

Truban 

Alcohol/drug  abuse  treatment  insurance 
coverage 

Opposed 

Passed* 

HB-757 

Hailey 

Family  planning  information  for 
new  parents 

Opposed 

Passed* 

HB-2042 

Brickly 

“Good  Samaritan”  immunity  for  paid 
emergency  service  personnel 

Supported 

Passed 

HB-1600 

Baliles 

Medical/surgical  consent  under  18  years 

No  position 

Passed 

SB-493 

Townsend 

Virginia  students  in  Virginia  medical  schools 

Opposed 

Killed 

HB-191 

Pendleton 

Mandatory  CME  for  relicensure 

Opposed 

Killed 

HB-1287 

Bagley 

Repeal  of  motorcycle  helmet  law 

Opposed 

Killed 

SB-284 

F.  T.  Gray 

Blood  donation  deductions 

Supported 

Killed 

SB-141/150 

Truban 

Impaired  drivers 

Supported 

Died  in 
committee 
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April 

Child  Abuse  and  Neglect/Psychological  Aspects, 
sponsored  by  the  Department  of  Pediatrics,  Uni- 
versity of  Virginia  School  of  Medicine,  Charlottes- 
ville, April  14.  Office  of  CME,  Charlottesville 
22901. 

Management  of  Common  Endocrine  Problems,  spon- 
sored by  the  Department  of  Medicine,  University 
of  Virginia  School  of  Medicine,  Charlottesville, 
April  15.  Office  of  CME,  Box  368,  Charlottesville 
VA  22901. 

Stoneburner  Lecture  Series,  “Safety  in  Anesthesia,” 
sponsored  by  the  Department  of  CME,  MCV,  and 
Virginia  Society  of  Anesthesiologists,  Richmond, 
April  15-16.  Department  of  CME,  Box  91,  MCV 
Station,  Richmond  VA  23298. 

Seventh  Charles  W.  Thomas  Lecture,  “Juvenile 
Rheumatoid  Arthritis,”  sponsored  by  the  Division 
of  Immunology  and  Connective  Tissue  Diseases, 
MCV,  Richmond,  12  noon,  April  19.  Shaun  Ruddy, 
MD.  Box  263,  MCV  Station,  Richmond  VA 
23298. 

Annual  Meeting  of  the  Virginia  Orthopaedic  Society, 
the  Williamsburg  Lodge  and  Conference  Center. 
April  22-24.  For  information:  Dr.  Charles  L. 
McDowell.  2911  Grove  Avenue,  Richmond  VA 
23220. 

Advanced  Life  Support  Training,  sponsored  by  the 
American  Heart  Association  Virginia  Affiliate  and 
Virginia's  three  medical  schools,  at  the  1776  Inn, 
Williamsburg,  April  22-24,  and  at  the  Hotel  Roa- 
noke, Roanoke,  April  29-30/May  1.  PO  Box  12365, 
Richmond  23241 . 

Swineford  Allergy  Conference,  sponsored  by  Depart- 
ment of  Medicine,  University  of  Virginia  School  of 
Medicine,  Charlottesville,  April  29.  Office  of  CME, 
Box  368,  Charlottesville  VA  22901. 

Annual  Meeting,  Virginia  Society  of  Ophthalmology 
and  Otolaryngology,  New  Cavalier  Hotel,  Virginia 
Beach,  May  4-7. 

May 

Pediatric  and  Adolescent  Endocrinology  and  Metab- 
olism, sponsored  by  the  Department  of  Pediatrics, 
University  of  Virginia  School  of  Medicine,  Char- 


lottesville, May  5-7.  Dr.  Robert  M.  Blizzard,  Box 
201,  Charlottesville  VA  22901. 

Annual  Pediatric  Sutton  Day  Conference,  sponsored 
by  the  Medical  College  of  Virginia,  Fort  Magruder 
Inn,  Williamsburg,  May  6-8.  Nancy  B.  McWil- 
liams, MD,  MCV  Station,  Box  121,  Richmond 
23298. 

Eighth  Annual  Symposium  on  Medicine  and  Reli- 
gion, sponsored  by  the  Naval  Regional  Medical 
Center’s  Pastoral  Care  Service  and  The  Medical 
Society  of  Virginia,  Building  215  of  the  Center, 
Portsmouth,  May  25.  Speaker:  R.  A.  Moody,  Jr., 
MD,  author  of  Life  A fter  Life.  Lieut.  Comdr.  Rob- 
ert R.  Mitchell,  Coordinator. 

June 

Symposium  on  Common  Pediatric  Problems,  spon- 
sored by  George  Washington  University  School  of 
Medicine  and  Children’s  Hospital  National  Medi- 
cal Center,  Washington,  June  8-10.  Mrs.  Susan 
Weiss,  13407  Brackley  Terrace,  Silvery  Spring  MD 
20904. 

Annual  Convention,  Seaboard  Medical  Association  of 
Virginia  and  North  Carolina,  Holiday  Inn,  Nags 
Head  NC,  June  16-19. 

July 

Alps-Riviera  Medical  Seminar,  sponsored  by  The 
Medical  Society  of  Virginia,  departing  Washington 
DC  July  22  for  a comprehensive  program  to  be 
conducted  in  Switzerland,  Italy  and  France;  re- 
turning August  4.  CME  certified  for  Category 
Two  credit.  Leonard  Weyl,  MD,  heads  the  Medical 
Travel  Committee.  For  details:  MSV,  4205  Dover 
Road, Richmond  VA  23221. 


American  Medical  Association 

Annual  Convention,  June  1 8-22,  San  Francisco 
Regional  CME  Meeting,  Sept.  30-Oct.  2,  the 
Homestead,  Hot  Springs,  Virginia 
Clinical  Convention,  Dec.  4-7,  Chicago 
Scientific  Meeting,  Dec.  10-13,  Miami  Beach 
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THERE  AREA 
LOT  OF  PEOPLE 
GETTING  BETWEEN 

YOU AND YOUR 
PATIENT. 


Medicine  today  is  in  the  spotlight,  subjected  to  all 
kinds  of  scrutiny.  Your  control  over  patient  therapy  is 
being  monitored,  judged  and  occasionally  abrogated, 
sometimes  by  unknown  third  parties. 

The  worry  is  that  in  the  wake  of  this  focus,  the  rela- 
tionship between  you  and  your  patient  will  be  weakened, 
without  offsetting  benefits.  Consider  three  examples: 
Drug  Substitution  In  most  states,  pharmacy  laws, 
regulations  or  professional  custom  stipulate  that  your 
non-generic  prescriptions  be  filled  with  the  precise  prod- 
ucts you  prescribe.  But  in  the  last  five  years,  a dozen  or 
more  State  laws  have  been  changed,  permitting  the  phar- 
macist in  most  cases  to  select  a product  of  the  same 
generic  drug  to  fill  any  prescription. 

Ironically,  this  dilution  of  physician  control  has 
taken  place  against  a background  of  growing  evidence 
that  purportedly  equivalent  drug  products  may  be  in- 
equivalent, since  neither  present  drug  standards  nor  their 
enforcement  are  optimal.  In  fact,  the  FDA  itself  says  it 
has  not  enforced  the  same  standards  for  hundreds  of 
“follow-on”  products  that  it  had  applied  to  the  original 
NDA  approvals.  Thus  physician  control  over  patient 
therapy  is  being  eroded  with  a risk  that  patients  may  be 
exposed  to  drugs  of  uncertain  quality. 

The  major  advertised  claim  for  substitution  is  reduced 
prescription  prices  for  consumers.  Yet  no  documentation 
of  any  significant  savings  has  been  produced. 

MAC  Maximum  Allowable  Cost,  MAC  for  short,  is 
a Federal  regulation  designed  to  cut  the  Government’s 
drug  bill  by  setting  price  ceilings  for  drugs  dispensed  to 
Medicare  and  Medicaid  patients.  Unless  the  prescriber 
certifies  on  the  prescription  that  a particular  product  is 
medically  necessary,  the  Government  intends  to  pay  only 
for  the  cost  of  the  lowest-priced,  purported ly-equivalent, 


generally-available  product.  The  effect  of  the  program 
may  be  that  elderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  of  the  program,  since  Government  will 
have  absolute  authority  to  make  its  choices  stick. 

The  drug  lag  The  future  of  drug  and  device  re- 
search depends  upon  a scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  $ 1 billion  of  its  own  funds  and  evaluating 
more  than  1,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  system  disorders,  among 
others.  But  there  is  a major  barrier  to  the  flow  of  new 
drugs  to  your  patients : The  cost  of  the  research  is  more 
than  ten  times  what  it  was,  per  product,  in  1962;  and 
whereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  then,  it  commonly  consumes  two 
years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That’s  why  the  increased  efficiency  of  the  drug  approval 
process  is  vital  to  all  our  futures. 

If  these  issues  concern  you,  we  suggest  rhat  you  make 
your  voice  heard— among  your  colleagues  and  your  repre- 
sentatives in  State  legislatures  and  in  Washington. 

It  could  make  a difference  in  your  practice  tomorrow. 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N. W,  Washington,  D.C.  20005 
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VCME,  Yes!  MCME,  No! 


ONLY  a fool  would  be  against  such  certain  vir- 
tues as  continuing  medical  education,  and.  say, 
motherhood  and  country.  But  the  human  creature 
may  be  spurred  to  excesses  by  the  urge  to  compound 
goodness,  and  such  is  the  case  with  continuing  medi- 
cal education.  At  least,  so  it  seems  to  me.  Not  content 
with  the  self-evident  good  of  offering  medical  educa- 
tion to  all  doctors  in  a bewildering  plethora  of  pre- 
sentations and  content,  some  of  the  leaders  of  our 
profession — and  in  association  now  with  some  of  the 
leaders  of  the  makers  of  our  laws — seem  to  be  deter- 
mined that  every  holder  of  an  MD  degree  who  is 
allowed  membership  in  The  Medical  Society  of  Vir- 
ginia and  is  licensed  by  the  Virginia  State  Board  of 
Medical  Examiners,  regardless  of  what  he  does,  or 
how  well  he  does  it,  or  evidence  of  knowledge  of 
medicine  or  lack  thereof,  shall  participate  in  these 
educational  offerings.  The  level  of  his  CME  success 
shall  be  measured  in  units  of  hours  per  year.  A cer- 
tain number  of  hours  per  a certain  number  of  years 
shall  be  turned  in  for  membership  in  The  Medical 
Society  of  Virginia  and  licensure  by  the  State  Board 
of  Medical  Examiners. 

Thus  CME,  unfortunately,  has  become  embroiled 
in  politics,  both  medical  and  legislative.  Seventeen 
states  including  our  neigh- 
bor, Maryland,  have  stat- 
utes mandating  their  state 
licensing  boards  to  imple- 
ment a CME  requirement 
for  re-registration,  or  giving 
the  state  board  authority 
to  do  so.  A similar  bill, 
passed  by  the  House  Com- 
mittee on  Health,  Welfare 


and  Institutions,  was  killed  on  the  House  floor  at  a 
recent  session  of  the  Virginia  Legislature.  It  will 
surely  return,  nourished  and  strengthened  by  the 
good  intentions  and  worthy  purposes  of  its  support- 
ers. The  federal  government,  not  to  be  outdone,  is 
manifesting  an  interest  in  taking  over  the  licensing 
function  of  state  boards  by  instituting  federal  licen- 
sure, with  relicensure  every  six  years  based  on  evi- 
dence of  satisfactory  participation  in  CME. 

Sixteen  state  medical  societies,  including  our  neigh- 
bor, North  Carolina,  have  adopted  policies  mandat- 
ing continuing  medical  education  as  a condition  for 
membership.  A very  vigorous  support  for  this  ap- 
proach was  evident  at  the  Annual  Meeting  of  The 
Medical  Society  of  Virginia  in  November,  1976.  Al- 
though it  was  not  adopted,  it,  too,  will  return. 

The  education  of  a doctor  has  always  been  a con- 
tinuum, beginning  with  the  decision  to  study  medi- 
cine and  ending  when  knowledge  of  medicine  is  no 
longer  pertinent  for  that  individual.  One  of  the  stated 
purposes  of  medical  schools  has  always  been  to  de- 
velop in  each  student  the  desire  and  the  capacity  for  a 
lifetime  of  study  and  acquisition  of  new  knowledge. 
Members  of  the  profession  have  held  consultations, 
studied  textbooks,  written  and  read  medical  articles, 

attended  courses,  seminars 
and  meetings,  and  used  the 
audio-visual  techniques  of 
their  period  since  time 
began.  There  is  nothing 
basically  new  about  the 
continuing  medical  educa- 
tion of  today — only  more 
of  it,  the  abbreviation  by 
the  use  of  capital  letters. 


“The  education  of  a doctor  has  al- 
ways been  a continuum,  beginning 
with  the  decision  to  study  medicine 
and  ending  when  knowledge  of  medi- 
cine is  no  longer  pertinent  . . 
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The  Case  Against 
Mandatory  CME 

This  discussion  was  published  in  th  e Journal  of  the 
Medical  Association  of  the  State  of  Alabama  45:46, 
1976,  and  is  reprinted  here  by  permission.  The  au- 
thor is  the  Director  of  the  Division  of  CME  at  the 
University  of  Alabama  in  Birmingham  Medical 
School. 

MANY  public  leaders,  medical  and  nonmedical, 
are  calling  for  a massive  effort  in  continuing 
medical  education  in  the  expectation  that  the  quality 
of  patient  care  will  be  proportionately  improved.  As 
a means  to  this  end,  various  threatening  maneuvers 
are  being  made  by  professional  organizations  and 
governmental  bodies  which  now  seem  to  bring  us  to 
the  brink  of  an  era  in  which  continuing  education  will 
be  mandatory  upon  all  who  engage  in  the  health  care 
enterprise.  Many  seem  ready  to  abandon  the  force  of 
traditional  professionalism,  the  fundamental  ethic  of 
quality  performance,  or  trust  in  the  individual  war- 
ranty for  service.  Perhaps  this  is  an  inevitable  devel- 
opment of  our  time,  but  we  owe  it  to  all  concerned  to 
examine  with  utmost  care  the  rationale,  the  objectives 
and  the  methods  of  continuing  medical  education, 
before  we  impose  this  costly  judgment  on  ourselves 
and  our  successors. 

I hasten  to  emphasize  what  I hope  may  be  obvious; 
namely,  that  I have  a personal  and  deep  concern  for 
the  development  of  effective  programs  in  continuing 
medical  education.  I speak  only  to  the  question  of 
compulsory  or  mandatory  CME  in  whatever  form  it 
may  take.  That  which  is  compelled  by  our  own  pro- 
fessional organization  is,  in  my  opinion,  not  sub- 
stantially different  from  that  which  is  mandated  by 
state  or  federal  government.  Practically  every  “good” 
movement  of  our  time  has  begun  as  a voluntary  ideal, 
but  it  has  ended  in  a set  of  regulations  administered 
by  a bureaucracy. 

We  tend  to  forget  that  the  truly  major  determi- 
nants of  health  and  longevity  are  of  non-medical 
origin.  Scarcely  anyone  will  doubt  the  importance  to 
health  of  indoor  plumbing,  insecticides,  practical 
housing  and  agricultural  methods  to  furnish  an  ade- 
quate diet.  At  this  point  in  our  national  history, 
general  education  and  family  income  must  have  a 


higher  priority  for  health  than  any  element  in  what 
we  call  the  health  care  delivery  system. 

If  we  look  within  the  system  itself  for  causes  of 
substandard  care,  we  encounter  first  the  problem  of 
no  care  at  all.  Many  people  who  are  sick  or  in  danger 
of  illness  simply  never  see  a physician.  Potential  pa- 
tients often  lack  access  to  the  system  for  geographic 
or  financial  causes,  or  they  may  just  lack  transporta- 
tion. More  frequently  people  do  not  know  how  to 
enter  or  to  use  the  existing  system. 

Carelessness  or  indifference  can  be  listed  as  a sec- 
ond major  cause  of  substandard  care.  All  health 
workers  share  the  responsibility  for  a substantial 
number  of  patients  who  get  into  the  system  but  who, 
for  some  reason  or  other,  fail  to  be  handled  in  a 
courteous  and  sensitive  manner,  especially  in  the  crit- 
ical initial  phases  of  care.  Human  nature  being  as  it 
is,  we  must  work  constantly  to  avoid  indignities,  de- 
lays, improper  referrals  and  misunderstandings  that 
can  threaten  the  welfare  and  even  the  life  of  patients. 

Communication  problems  loom  large  among  the 
causes  of  substandard  medical  care.  The  nurse  cannot 
read  the  doctor’s  orders;  the  pharmacist  cannot  read 
his  prescription;  a laboratory  report  fails  to  reach  the 
patient's  record  in  time;  the  patient  or  his  relatives 
fail  to  understand  the  treatment  regimen,  so  we  have 
another  case  of  “noncompliance.” 

Still  another  unfortunate  defect  is  a kind  of  med- 
dlesomeness. On  this  point,  the  doctor  is  most  often 
at  fault.  The  practice  of  so  called  “defensive  medi- 
cine” tends  to  generate  many  examples.  The  patient  is 
over-investigated  for  fear  of  missing  something.  The 
use  of  “routine”  or  “battery”  tests  can  also  fall  into 
this  category.  Invasive  procedures  should  be  avoided 
when  noninvasive  methods  will  serve  the  purpose. 
There  should  be  no  such  thing  as  a “teaching  pro- 
cedure.” Good  teaching  is  a demonstration  of  the 
right  thing  to  do,  not  an  unstructured  experiment. 

At  a higher  level  in  the  chain  of  events,  the  quality 
of  medical  practice  can  fall  short  because  of  an  in- 
adequate data  base.  Although  physicians  generally 
know  what  constitutes  a proper  patient  record,  our 
performances  seldom  reflect  this  degree  of  under- 
standing. We  often  fail  to  ask  the  right  questions,  we 


“Practically  every  ‘good’  movement 
of  our  time  has  begun  as  a voluntary 
ideal,  but  it  has  ended  in  a set  of  regu- 
lations administered  by  a bureau- 
cracy,” 
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fail  to  record  some  observations,  we  forget  to  list  a 
test  or  procedure  that  we  ourselves  carry  out.  Not 
infrequently  we  simply  fail  to  listen.  A particularly 
troublesome  defect  in  this  category  is  a failure  to 
record  the  fact  that  certain  instructions  and  advices 
have  been  given  to  the  patient.  This  creates  a fertile 
area  for  malpractice  litigation. 

Sheer  ignorance  is  probably  the  least  common  and 
the  least  important  cause  of  poor  medical  practice. 
All  the  really  consequential  causes  of  substandard 
care,  as  listed  above,  are  seldom,  if  ever,  addressed  in 
programs  of  continuing  medical  education.  Believe 
me,  this  is  not  to  suggest  that  we  should  be  satisfied 
with  the  current  state  of  knowledge  in  any  group  of 
health  care  providers.  Quite  to  the  contrary,  our  right 
to  continue  in  the  practice  of  medicine  must  be  based 
upon  evidence  that  all  physicians  are  carrying  on  an 
adequate  program  of  continuing  education  on  a vol- 
untary basis.  My  plea  is  for  perspective  on  this  topic. 
Continuing  medical  education  in  its  current  concept 
is  not  the  answer,  as  many  would  have  us  believe,  to 
all  the  problems  that  bedevil  the  health  care  field. 

In  formal  programs  of  CME  we  find  certain  mis- 
leading implications  that  are  subtle,  never  overtly 
expressed,  nonetheless  pervasive.  First,  there  is  the 
notion  that  the  knowledge  conveyed  in  courses  is 
somehow  certified  as  correct.  Almost  everyone  who 
teaches  must,  in  some  part  at  least,  cling  to  the  fan- 
tasy that  his  material  is  a close  approximation  to 
eternal  truth.  Perhaps  the  charisma  of  good  teaching 
begins  with  a degree  of  self-delusion.  No  one  can  be 
convincing  until  he  has  convinced  himself.  Alas,  there 
is  a day  of  reckoning.  Biomedical  knowledge  is,  at 
best,  a transient  probability.  When  education  is  man- 
dated by  the  ambient  society,  it  will  be  difficult  to 
avoid  the  implication  that  we  teach  what  is  certainly 
true.  Otherwise,  how  can  we  convince  society  to  en- 
force the  mandate  and  to  defray  the  costs  involved? 

A related  but  somewhat  more  overt  implication  is 
that  certain  groups  and  individuals  know  how  to 
practice  medicine  and  their  methods  should  be  imme- 
diately transferred  to  the  large  body  of  physicians 
who  do  not  know  how  to  practice  medicine.  In  some 
instances,  this  is  interpreted  as  the  “town-gown  dis- 


“For  the  time  being,  CME  remains 
essentially  experimental  and  prag- 
matic both  in  method  and  content. 
This  circumstance  scarcely  justifies  a 
mandatory  approach.” 


“Any  experienced  teacher  knows 
that  as  much  as  90%  of  the  informa- 
tion generated  at  the  podium  is  falling 
soundlessly  between  the  chairs  of  a 
nonparticipating  audience.” 


tinction.”  To  my  knowledge,  there  is  no  body  of 
evidence  to  support  this  idea  in  this  generation,  but 
the  implication  is  certain  to  produce  antagonism  if 
not  downright  hostility  toward  much  of  continuing 
education. 

Do  we  know  how  to  teach  beyond  the  level  of 
graduate  medical  education?  The  categorical  answer 
is  no,  but  by  far  the  brightest  spot  in  this  entire  field  is 
the  fact  that  valid  experimentation  is  going  on,  and 
real  progress  is  being  made.  Unfortunately,  we  have 
thus  far  found  no  way  to  demonstrate  or  measure 
improvements  in  the  practice  of  medicine  as  a result 
of  educational  efforts.  Moreover,  we  have  yet  to  de- 
velop objective  methods  to  determine  educational 
needs  among  physicians  and  other  health  care  work- 
ers. Hopefully,  the  process  of  patient  care  audit,  as  a 
part  of  PSRO,  may  yield  new  and  useful  insights  into 
educational  needs.  For  the  time  being,  however, 
CME  remains  essentially  experimental  and  prag- 
matic both  in  method  and  content.  Again,  this  cir- 
cumstance scarcely  justifies  a mandatory  approach. 

All  too  many  of  those  who  advocate  continuing 
medical  education  on  a mandatory  basis  have  not 
adjusted  their  perspective  to  existing  reality.  They 
visualize  continuing  education  as  a sea  of  expectant 
faces  turned  toward  a podium  form  which  a “topic 
expert”  expounds  the  state  of  his  art.  Any  experi- 
enced teacher  knows  that  this  format,  in  any  one  of 
several  variations,  will  get  you  a large  number  of 
continuing  education  credits,  but  he  also  knows  that 
as  much  as  90%  of  the  information  generated  at  the 
podium  is  falling  soundlessly  between  the  chairs  of  a 
nonparticipating  audience. 

There  are  others  who  think  of  continuing  educa- 
tion in  terms  of  hardware.  They  dote  upon  electri- 
cally operated  motion  picture  screens,  rear  view  pro- 
jectors and  public  address  systems  that  amplify  the 
most  timid  voice  but  do  almost  nothing  for  ideas. 
More  progressive  schools  are  busily  developing  huge 
libraries  and  catalogs  of  “software"  designed  for  the 
painless  conveyance  of  knowledge  and  skills.  Have 
we  seriously  asked  ourselves  to  exactly  what  purpose 
is  all  this  feverish  activity  directed?  Are  we  getting 
any  substantial  part  of  what  we  pay  for?  (Next  page.) 
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The  need  for  continuing  medical  education  is  far 
less  related  to  the  emergence  of  new  scientific  knowl- 
edge or  professional  skills  than  it  is  to  our  failure  to 
change  old  behavior  patterns  that  are  not  suited  to 
the  requirements  of  modern  health  care  delivery.  The 
basic  problem  of  CME,  therefore,  is  not  the  transfer- 
ence of  scientific  concepts  but  the  alteration  of  hu- 
man behavior.  This  is  a challenge  that  few  of  us  have 
consciously  faced  in  the  past.  I am  confident  that 
these  difficult  objectives  can  be  met,  but  they  will 
require  time,  ingenuity,  and  extensive  revision  in  tra- 
ditional methods  of  teaching. 

Under  the  threat  of  mandatory  CME,  we  have 
been  overly  concerned  with  the  process  of  education. 
We  are  urged  to  register,  to  count  the  attendance,  to 
measure  the  contact  hours  and  to  translate  these  into 
standard  units.  We  are  so  busy  keeping  score  that  we 
may  forget  to  play  the  game.  Our  attention  should  be 
less  on  teaching  and  more  on  learning.  We  should  look 
at  the  doughnut  and  not  through  the  hole.  Learning  is  a 
private  and  highly  individualistic  matter  into  which 
teachers  may  seldom  penetrate.  Learning  is  an  inde- 
pendent process  which  is  subject  to  no  external  man- 
date. We  may  say  that  true  learning  begins  with  an 
individual  desire,  and  individual  insight  into  one’s 
own  needs,  and  individual  resolution  followed  by 
self-discipline  and  self-responsibility.  Teachers,  if 
they  are  needed  at  all,  only  supply  a measure  of 
stimulus,  select  the  pages  and  change  the  slides. 

Many  of  us  suspect,  but  do  not  know,  that  the 
behavioral  patterns  of  health  care  are  more  likely  to 
be  influenced  by  reexposure  of  practicing  physicians 
to  the  actual  environment  of  teaching  clinics  and 
hospitals;  essentially  the  environment  of  graduate 
medical  education.  Thus,  we  may  be  about  to  re- 
discover the  wheel,  and  to  suggest  that  physicians 
update  themselves  by  a periodic  return  to  the  pre- 
ceptorship,  the  internship  or  the  residency  experi- 
ence. This  approach,  also,  is  fraught  with  many  prob- 
lems, but  the  problems  can  be  solved  if  or  when  there 
is  reasonable  agreement  to  do  so. 

As  CME  moves  toward  a mandatory  phase  by 
requirement  for  membership  in  professional  organi- 
zations, by  recertification  or  by  relicensure,  at  least 


“The  basic  problem  of  CME  is  not 
the  transference  of  scientific  concepts 
but  the  alteration  of  human  behavior. 
This  is  a challenge  few  of  us  have  con- 
sciously faced.” 


two  associated  problems  emerge.  Eirst,  educational 
programs  must  be  made  available  for  the  entire  con- 
stellation of  health  care  workers,  and,  second,  some 
decision  must  be  made  as  to  who  will  bear  the  burden 
of  the  costs  that  will  be  generated. 

No  one  can  say  at  this  time  just  what  we  may  be 
facing  in  terms  of  total  cost,  but  almost  any  type  of 
program  extended  to  4.5  million  health  care  workers 
is  certain  to  cost  many  millions  of  dollars.  How  is  this 
to  be  paid  and  by  whom?  So  long  as  CME  is  on  a 
voluntary  basis,  interested,  ambitious  workers  will 
assume  a large  part  of  the  expense  themselves  in 
return  for  personal  satisfaction  and  opportunity  for 
advancement.  If  CME  is  universally  mandated,  the 
cost  will  certainly  be  passed  along  to  patients  or  to 
the  taxpayers  through  government  subsidy  and  man- 
agement. 

In  either  case,  we  have  another  substantial  increase 
in  the  cost  of  medical  care.  As  highly  justified  as  this 
may  be,  we  still  must  wonder  what  the  traffic  will 
bear.  Surely  no  one  will  take  a cavalier  attitude  to- 
ward a quantum  jump  in  health  care  cost  that  would 


“.  . . almost  any  type  of  program 
extended  to  4.5  million  health  care 
workers  is  certain  to  cost  many  mil- 
lions of  dollars.  Flow  is  this  to  be  paid 
and  by  whom?” 


be  precipitated  by  a decision  to  mandate  CME  for  all 
workers. 

And  yet,  it  can  be  seriously  argued  that  nothing 
less  than  the  entire  health  care  team  must  be  involved 
if  CM  E is  to  be  truly  effective.  To  say  the  very  least  of 
it,  we  should  hope  to  have  some  answers  to  such 
questions  as  needs  assessment,  teaching  methods  and 
evaluation  before  commiting  ourselves  to  so  costly  an 
undertaking. 

A matter  of  prime  concern  to  those  of  us  who  are 
engaged  in  actual  production  of  CME  programs  is 
the  potential  impact  of  compulsion  on  the  teaching 
and  learning  process.  We  must  worry,  first  of  all,  that 
our  existing  resources  will  simply  be  overwhelmed. 
Thousands  of  reluctant  students  pouring  in  upon  us 
at  this  time  could  dilute  or  even  destroy  our  most 
valiant  efforts.  The  expected  result  would  become  a 
feckless  numbers  game  in  which  substandard  courses 
would  be  contrived  to  fulfill  the  credit  requirements. 
This  turn  of  events  would  certainly  lead  to  cynicism 
among  students  and  would  encourage  all  manner  of 
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“There  are  good  reasons  to  believe 
that  the  concept  of  lifetime  learning 
will  best  survive  and  progress  in  the 
congenial  atmosphere  of  volun- 
teerism.” 


evasive  techniques  to  get  the  required  credits  at  min- 
imal effort. 

A not  inconsiderable  hazard  will  be  the  entrance  of 
purely  commercial  interests  to  satisfy  the  market  for 
continuing  education  units  when  the  capacity  of  tra- 
ditional, academic  and  professional  associations  has 
been  exceeded.  The  large  number  and  wide  diversity 
of  programs  to  create  the  demanded  volume  of 
educational  units  is  certain  to  put  an  insuperable 
burden  on  accrediting  agencies  as  well.  This,  too,  will 
be  a factor  of  cost  to  be  somehow  absorbed  by  a 
system  already  in  financial  distress. 

Health  care  workers  are  responsible  adults  who 
deserve  to  be  respected  as  such.  For  the  most  part, 
they  have  deliberately  selected  the  health  field,  and 
they  want  to  do  their  jobs  well.  If  learning  experi- 
ences are  forced  upon  these  people  under  threats  to 
their  dignity  or  even  to  their  employment,  the  out- 
come is  not  likely  to  be  an  improvement  in  the  quality 
of  their  performance.  Our  chief  objective  is  to  bring 
about  a favorable  change  in  behavior.  Such  a change 
must  be  totally  accepted  by  the  individual.  Appropri- 
ate behavior  must  be  willed  and  made  an  integral  part 
of  each  worker’s  life.  This  type  of  goal  is  rarely  fos- 
tered by  compulsion. 

It  is  now  quite  generally  accepted  that  the  right  to 
practice  medicine  entails  a moral  commitment  to  a 
lifetime  of  learning.  To  fulfill  this  commitment, 
American  medicine  has  been  rapidly  developing  a 
vast  network  of  programs  for  continuing  medical 
education.  The  CME  effort  is  still  in  a developmental 
and  experimental  phase.  Although  a great  deal  of 
progress  has  been  made,  many  major  problems  are 
yet  to  be  solved.  How  can  the  practicing  physician 
take  sufficient  time  for  CME  without  seriously  dis- 
rupting his  service  functions?  How  do  we  identify  the 
faults  of  medical  practice  that  are  correctable  by 
educational  methods?  How  shall  we  pay  the  cost  of 
CME  extended  to  all  members  of  the  health  care 
team? 

These  and  other  questions  are  being  defined  and 
partial  solutions  are  beginning  to  emerge.  Progress 
on  a voluntary  basis  has  been  achieved  in  an  orderly 
manner  without  overwhelming  our  capacity  to  create 


legitimate  learning  experiences,  and,  for  the  most 
part  of  least,  without  encouraging  the  development  of 
substandard  or  spurious  programs  merely  to  satisfy 
arbitrary  requirements. 

If  we  are  to  retain  the  flexibility  to  experiment  and 
to  adapt  both  new  methods  and  old  ones  to  the 
solution  of  real  problems,  some  of  us  are  convinced 
that  we  must  avoid  all  further  moves  toward  man- 
dated CME.  There  are  good  reasons  to  believe  that 
the  concept  of  lifetime  learning  will  best  survive  and 
progress  in  the  congenial  atmosphere  of  volun- 
teerism. 

Benjamin  B.  Wells,  MD 

Birmingham,  Alabama  H) 


Author’s  Query 

For  a biography  of  Dr.  Alton  Ochsner  of  the  Och- 
sner  Clinic,  New  Orleans,  opinions,  evaluations,  an- 
ecdotes, reminicences,  photos  are  needed.  Photoswill 
be  carefully  handled  and  returned.  All  material  grate- 
fully received  by  Ira  Harkey,  PhD,  401  Metairie 
Road,  Apt.  706,  Metairie  LA  70005. 
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Memoir  of  William  F.  Collins 
1886-1976 

By  David  C.  Lucas,  M D 

At  89  years  of  age.  Dr.  William  F.  Collins,  a Roa- 
noke, Virginia,  general  practitioner,  died  September 
26,  1976,  in  a Roanoke  hospital.  After  59  years  of 
practice.  Dr.  Collins  retired  in  1973. 

A native  of  Petersburg,  Virginia,  Dr.  Collins  was 
educated  at  New  York  University.  After  two  years  of 
practice  in  California  he  moved  to  Roanoke  to  estab- 
lish his  long  years  of  medical  service.  He  was  an 
active  practitioner  at  the  Shenandoah  Hospital. 

Dr.  Collins  was  always  responsive  to  the  needs  of 
his  patients  and  can  be  characterized  by  the  ex- 
pression, “a  truly  devoted  family  practitioner.” 

He  was  a charter  member  of  Our  Lady  of  Nazareth 
Catholic  Church,  physician  to  the  St.  Vincent's 
Home,  and  a member  of  the  Elks. 

This  memoir  was  prepared  and  published  at  the  request 
of  the  Roanoke  Academy  of  Medicine. 

Memoir  of  James  R.  Ramser 
1934-1976 

By  I.  E.  Hess,  MD 

This  is  a tribute  to  a very  special  surgeon,  James  R. 
Ramser,  MD,  who  suffered  a fatal  heart  attack  on 
July  24,  1976. 

Dr.  Ramser  came  to  Harrisonburg  nine  years  ago 
and  established  an  orthopedic  practice.  He  was  born 
in  Shadyside,  Ohio,  and  graduated  from  Ohio  State 
University.  Dick  played  linebacker  and  guard  on  the 
1955  “Rose  Bowl”  Ohio  State  football  team.  He 
graduated  from  Jefferson  Medical  College  and  com- 
pleted his  internship  and  residency  at  Henry  Ford 
Hospital  in  Detroit.  After  two  years  in  the  air  force, 
he  chose  to  live  in  the  Shenandoah  Valley,  and  in 
doing  so  he  built  an  enviable  record  of  accom- 
plishments in  his  unselfish  dedication  to  his  profes- 
sion and  the  community. 

He  was  a former  trustee  of  Sunnyside  Retirement 
Village,  a deacon  and  an  elder  in  the  First  Presby- 
terian Church,  member  and  former  director  of  the 
Harrisonburg  Rotary  Club,  a member  of  the  Harri- 
sonburg School  Board  and  a member  of  the  Rock- 


ingham Memorial  Hospital  Board  of  Trustees  as  well 
as  a past  president  of  the  medical  staff. 

Dr.  Ramser  was  a man  of  deep  faith  and  one  who 
lived  and  died  in  the  belief  that  man’s  talents  should 
be  shared  with  his  fellow  man.  He  will  be  greatly 
missed  by  all  his  medical  associates,  many  friends  and 
patients,  and  his  young  family. 

This  memoir  prepared  and  published  at  the  request  of 
the  Rockingham  County  Medical  Society. 

Memoir  of  J.  Davis  Middlemas 
1921-1976 

The  trustees  of  Gordonsville  Community  Hospital 
here  record  their  great  sorrow  at  the  untimely  death 
of  Dr.  J.  Davis  Middlemas. 

Dr.  Middlemas  first  established  his  practice  of 
medicine  in  Orange  in  1947,  and  over  the  span  of 
some  30  years  played  a vital  role  in  health  care  in  the 
area.  From  time  to  time  he  was  the  physician  for 
Woodberry  Forest  School,  a resident  physician  at  the 
U niversity  of  Virginia  Hospital,  and  on  medical  duty 
with  the  United  States  Navy  during  the  Korean  con- 
flict: but  his  greatest  service  was  to  those  in  the  Or- 
ange County  area  who  relied  on  him  for  sound  medi- 
cal advice  and  for  guidance  in  many  instances 
transcending  the  field  of  medicine. 

Dr.  Middlemas  came  to  the  assistance  of  the  Gor- 
donsville Community  Hospital  following  the  death  of 
Dr.  Hulbert  C.  McCoy,  when  the  patient  load  which 
fell  upon  the  shoulders  of  the  surviving  partner.  Dr. 
J.  Garnett  Bruce,  was  more  than  any  one  man  could 
bear.  Dr.  Middlemas  filled  a breach  at  that  time 
which  resulted  literally  in  the  continuation  of  the 
hospital,  and  we  will  be  eternally  grateful  to  him  for 
his  unselfish  help  and  guidance  at  that  time.  There- 
after he  continued  an  active  role  in  the  affairs  of  the 
hospital,  maintaining  an  office  there  as  well  as  in 
Orange,  where  he  had  his  principal  office. 

A man  of  great  understanding,  patience  and  good 
humor,  Dr.  Middlemas  found  time  to  pursue  his  love 
of  sports,  particularly  hunting,  fishing  and  golf.  He 
was,  in  all  respects,  a man's  man,  and  at  the  same 
time  a devoted  husband  and  father.  At  the  early  age 
of  55,  after  a long  illness  borne  by  him  with  great 
magnanimity,  he  has  been  taken  from  us.  We,  and  his 
host  of  friends  and  former  patients,  shall  miss  him, 
but  we  know  that  our  community  has  been  well 
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served  by  his  long  and  skillful  practice  of  medicine 
amongst  us. 

This  memoir  published  at  the  request  of  the  Orange 
County  Medical  Society. 

Memoir  of  Harold  George  Stacy 
1915-1976 

By  Edwin  J.  H arvie,  Jr.,  M D 

The  Danville-Pittsylvania  Academy  of  Medicine 
lost  an  esteemed  member  in  the  death  of  Dr.  Harold 
G.  Stacy  on  December  30,  1976. 

Dr.  Stacy  came  to  Danville  in  1973  following  a 
distinguished  military  career  which  he  began  during 
World  War  11  as  a surgeon  with  the  1 1th  Armoured 
Division  in  Europe.  Other  varied  assignments  in- 
cluded service  in  Panama  with  the  Corps  of  Engi- 
neers, which  carrying  out  a survey  for  a proposed  sea 
level  canal.  From  1968  to  1970  he  served  as  senior 
surgeon  for  all  United  States  armed  forces  in  Korea. 
His  final  active  duty  assignment  was  a three-year  tour 
as  Chief  of  Operations  for  the  Army  Surgeon  Gen- 
eral's office  in  Washington. 

He  had  suffered  a severe  myocardial  infarction 
while  in  Panama,  but  instead  of  accepting  a well- 
earned  retirement  at  the  end  of  his  army  career,  he 
characteristically  chose  to  continue  to  give  of  himself, 
this  time  in  the  field  of  public  health,  to  which  he 
brought  a background  of  extensive  experience  and 
expertise. 

In  Danville  he  quickly  established  himself  as  a 
physician  of  uncommon  ability.  An  incisive  mind  and 
a gift  for  efficient  organization  contributed  to  his 
excellent  administrative  ability.  This  was  exemplified 
by  his  planning  and  management  of  the  recent  swine 
flu  immunization  program  for  the  city  and  county, 
which  was  a work  of  art.  Perhaps  his  major  accom- 
plishment in  Danville,  however,  was  realized  just  be- 
fore his  death  when  funds  were  approved  for  the  new 
city  health  department  building,  a critically  impor- 
tant project  on  which  he  had  long  worked  with  great 
energy  and  resourcefulness. 

One  of  his  most  obvious  attributes  was  the  enthusi- 
asm which  went  into  every  project  with  which  he 
became  involved,  whether  large  or  small.  He  had  an 
active  interest  in  the  community  and  enjoyed  a wide 
circle  of  friends.  He  was  a prominent  layman  in  the 
Methodist  church  and  taught  a young  adult  class.  He 
possessed  those  qualities  which  made  him  a credit  to 
his  profession,  and  no  better  words  could  be  said  of 
him  than  that  he  was  a good  man  and  a good  doctor. 

Prepared  and  published  at  the  request  of  the  Danville- 
Pittsylvania  Academy  of  Medicine. 
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Retirement  Plans 
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The  Medical  Society 
of  Virginia 
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for  information 
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RICHMOND  MEDICAL  PARK 

A New  Dimension  in  Medical  O ffices 


☆ Key  West-End  location  (Bremo  Road  — one  block  west 
of  Libbie).  Easily  accessible  to  Broad  St.  and  Monument 
Avenue  (Major  East-West  arteries),  and  Libbie  Avenue 
(A  major  North-South  artery)  and  Interstates  64  and  95. 
Easy  access  to  area  hospitals. 

☆ Convenient  to  public  transportation. 

☆ Opportunity  for  physician  to  design  interior  office  space 
to  meet  requirements  of  his  practice. 

☆ Utilities,  janitorial  and  maintenance  service  provided. 

☆ Campus-like  setting. 

☆ Underground  utilities. 


James 


River 


NC. 


REALTORS 


500  off-street  parking  spaces  provide 
ample  parking  for  patients  and  employees. 
The  wood  and  glass  buildings  provide 
natural  light  and  beautiful  landscaped  vistas. 

Designed  for  patient  convenience-covered 
walkways  at  entrances-Patients'  need  to 
negotiate  stairs  has  been  eliminated. 


f FOR  ADDITIONAL  INFORMATION  AND  INSPECTION  4 


Please  call — Jeff  Cooke  or  Ted  Austin,  Jr. 

288-8351 

MODEL  OFFICE  . . . 288-8329  Bremo  Road , just  West  of  Libbie 


Classic  cuisine,  with  touches 
only  we  can  give. 

Our  beef,  four  kinds  of  duckling 
with  special  sauces,  and  leg-of-lamb 
are  all  treated  to  the  world’s  best 
cooking  method:  The  Rotisserie. 

Our  garden  fresh  salad,  accented 
with  Hugo’s^  house  dressing  and 
chilled  forks  is  locally  famous. 

Our  Intermezzo  is  a surprise. 

Our  Theatrical  Coffees  are 


grounds  for  delight. 

Our  whole  roast  baby  piglet  is  a 
one-in-a-lifetime  feast? 

And  our  Fantasy  of  Fruit  Flam- 
be  always  gets  a warm  reception. 

Hugo’s  Rotisserie.  It’s  every- 
thing you  expect  a fine  restaurant 
to  be. 

And  a touch  more. 
Reservations.  285-8666.^^ 
RICHMOND  HYATT  HOUSE  MJ 

1-64  at  Brookfield  (Broad  Street  Road  Exit). 


*For  parties  of  8 or  more.  Reservations  must  be  made  five  days  in  advance. 


VI RGI NIAM  EDICAL  CLASSI FI  ED 


Virginia  Medical  Classified  insertions  accepted  at  the  dis- 
cretion of  the  Editor.  Rales:  $10  per  insertion  for  50  words  or 
less.  I0(  per  word  in  excess  of  50.  Classified  display  available 


COULD  A SEMINAR  IN  REAL  ESTATE 
INVESTMENTS  HELP  YOU? 

Our  seminar  content  includes  investment  analysis, 
tax  shelter,  types  of  investments  (risks  vs.  rewards), 
financing,  leverage,  internal  rate  of  return  (true  yield 
analysis).  For  information  call  Distributive  Education 
Dept.,  Richmond  Public  Schools,  780-4714,  or  write 
301  N.  Ninth  St.,  Richmond  VA  23219.  Seminar 
begins  May  10,  1977. 


SOUTHWEST  VIRGINIA— Appalachia— General  psy- 
chiatrist wanted.  Psychiatric  consultation,  evaluation  and 
treatment.  Good  colleges,  good  schools,  good  hospitals  and 
team.  Virginia  license,  AMA-American  Medical  Associa- 
tion, APA-American  Psychiatric  Association.  Send  vitae  and 
for  info,  write:  Pierce  D.  Nelson,  MD,  Mental  Health 
Clinic,  Inc.,  Wise  Medical  Clinic  Building,  Box  920,  Wise 
VA  24293. 

PHYSICIANS  WANTED,  RICHMOND  ENVIRONS— 
Need  physician  to  work  four  or  five  hours  one  or  two  evenings 
per  week,  prefer  first  year  medical  resident;  also  full-time 
internist  or  generalist  and  a semi-retired  physician.  JCAH 
hospital  nearby.  Salary  first  year  with  bonus,  then  join  corpo- 
ration. Send  CV  to  VM  Box  51,  4205  Dover  Road,  Rich- 
mond VA  23221. 

CONFERENCES  FOR  MEDICAL  PROFESSIONALS— 
A calendar  listing  of  over  500  national/international  meet- 
ings, conferences  and  seminars  in  the  medical  sciences  for 
1977.  All  medical  specialties  included.  Send  $10.  check  or 
money  order  payable  to  Professional  Calendars,  PO  Box 
40083,  Washington  DC  20016. 

PHYSICIAN  AVAILABLE  for  immediate  ER/family 
practice  position  within  60  miles  of  Washington  DC.  33  y/o, 
Georgetown  Medical  School.  Salary  negotiable.  Call  215 
DE  8-6934  or  215  639-1991. 

ARLINGTON,  VIRGINIA— Medical  offices  centrally 
located  near  excellent  hospitals  Washington  suburb.  4,000 
sq.  ft.  Functional  suite  ideal  group  or  expense  sharing.  4 
consultation  rooms,  10  examining.  X-ray,  lab,  reception 
room,  business  office.  Can  be  subdivided  three  individual 
practices.  Ample  parking/storage.  Under  $5/sq.  ft.  Available 
7-1-77.  Raymond  L.  Schwartz,  MD,  3231  Juniper  Lane, 
Falls  Church  VA  22044,  703  534-3716. 


at  $20  per  50  words.  Copy  due  by  the  fifth  of  the  month  prior 
to  month  of  publication.  Send  to  the  Managing  Editor.  4205 
Dover  Road,  Richmond  VA  23221. 


POSITION  WANTED— Duke  University  physician’s  asso- 
ciate desires  employment  and/or  preceptorship  in  rural  or 
semi-rural  community.  Occupational  objective  to  acquire  a 
challenging  position  performing  holistic  approach  to  patient 
care.  References  available  from  physicians  familiar  with 
qualifications.  Please  reply  to:  Norman  Finnance,  #20-B, 
311  S.  LaSalle  St.,  Durham  NC  27705,  919  383-4785. 

GENERAL  SLiRGEON  to  share  volunteer  duty  with  me 
for  one  to  three  weeks  at  Schweitzer  Hospital,  Haiti,  best 
hospital  in  the  country,  this  August  1977.  Personal  inquiries 
invited.  Martin  Donelson,  Jr.,  MD,  1035  Main  Street, 
Danville  VA  24541,  804  792-4211. 

OFFICE  SPACE  in  Annandale,  Virginia — 1200  square  feet 
medical  office  space,  previously  occupied,  available  im- 
mediately. Private  building  easily  accessible  from  main 
thoroughfare.  Call  703  256-5870. 


Do  you  Really  MrsM 
The  lax  Advantoges 
oi  Keogh  aod  ill 
Denrooieot  Plaas? 

If  you  don’t  have  a pension  plan,  you  probably  know  that 
personal  retirement  plans  can  qualify  you  for  deductions— up 
to  $1,500  of  taxable  income  for  an  IRA  and  $7,500  for  a 
Keogh  Plan  if  you  are  self-employed. 

But  which  plan  is  best  for  you. . . and  why? 

Bank  employees  seldom  have  the  training  or  the  time 
to  answer  your  questions. 

As  a professional  underwriter,  I do.  It's  my  business 
to  sit  down  with  you  and  work  out  the  details. 

And  I have  the  added  advantage  of  plans  approved 
by  Former  Congressman  Keogh,  who  wrote  the  original 
Keogh  tax  bill.  He  is  Home  Life’s  retirement  plan  consultant. 

Thomas  R.  Clary 

Home  Life  Insurance  of  New  York 
Suite  804,  700  East  Main  St.,  Richmond  Va.,  23219 
(804)  643-3591 
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“MEDICAL  VIRGINIA”? 

Garb  her  in  academic  gown 
And  noise  it  round  the  town 
Good  Doctor  Bates1 
Prevaricates — 

Virginia  is  a noun. 

A Roman  maid,  a virgin  Grace 
(Equally  fair  of  face): 

It  won't  defame 
Her  glorious  name — 

Put  her  in  second  place! 

F.  J.  Spencer,  MD 
Richmond,  Virginia 
1.  Bates  HR:  Letter  to  the  Editor.  Va 
Med  103:91  1,  1976 

Va  Med  Around  the  World 

I thought  you  might  like  to  know 
of  the  wide  exposure  our  journal 
gets.  After  a recent  article  published 
in  the  March,  1976,  issue1  I received 
requests  for  reprints  not  only  from 
the  USA,  diffusely,  but  from  Mon- 
treal. Canada;  Tokyo,  Japan;  Char- 
leroi, Belgium;  Heidelberg,  Ger- 
many and  London,  England. 

Gayle  G.  Arnold,  MD 
Richmond,  Virginia 
1 . Arnold  GG:  Problems  of  the  cerebral 
palsy  child  and  his  family.  Va  Med 
103:225,  1976 

The  Journal : “Excellent  Job” 

You  may  be  interested  to  know 
that  prior  to  inserting  the  Fellow- 
ship Hall  advertisement  in  your 
journal  a year  ago,  our  referrals 
from  the  state  of  Virginia  were  few. 


However,  during  1976,  Virginia  was 
No.  I in  referrals,  topped  only  by 
our  homestate  of  North  Carolina. 

We  appreciate  very  much  the  ex- 
cellent job  that  Virginia  Medical 
has  done  for  Fellowship  Hall. 

James  D.  Carraway 
Executive  Director,  Fellowship  Hall 
Greensboro,  North  Carolina 

A “Bracketing”  Protested 

I should  like  to  challenge  Dr. 
Barnart's  statement  1 that  weeding 
out  incompetent  practitioners  is  a 
defensive  measure  in  respect  to  mal- 
practice litigation.  I thought  that  it 
was  well  known  that  the  problems  of 
malpractice  litigation  are  quite  com- 
plicated and  no  single  factor  oper- 
ates in  isolation. 

I think  that  bracketing  malprac- 
tice and  incompetent  practitioners 
together  in  the  same  paragraph  is 
slipshod  reporting;  the  latter  is  all 
too  prevalent  in  the  news  media  to- 
day, and  I am  surprised  that  such 
reporting  appeared  in  such  a high- 
class  journal.  Today,  exaggeration 
becomes  misrepresentation  of  the 
truth,  especially  when  repeated  out 
of  context. 

“And  the  most  exaggerated  and 
monstrous  tales  obtained  the  most 
universal  credence.” 

W.  N.  Coombes,  ERCS&C 
Clifton  Forge,  Virginia 

1.  Bernart  WF:  CME;  the  goal,  im- 
proved patient  care.  Va  Med  103:894, 

1976 

2.  Dumas  A:  Georges.  Random  House, 

New  York,  1975,  p 8 

Of  Drugs  and  Sales  Tax 

Since  1972  legislation,  any  medi- 
cines and  drugs  listed  under  Sched- 
ules I through  VI  of  Article  6.1  of 
Title  54  of  the  Virginia  Code  have 
been  purchased  sales  tax  exempt  by 
licensed  physicians. 

The  Department  of  Taxation  did 
not  devise  exemption  certificates  in 
1972  for  these  purchases  because  we 
did  not  feel  they  would  be  necessary. 
However,  due  to  a recent  court  case 


ruling  that  a profit  hospital  cannot 
purchase  tax  exempt  bulk  quantity 
drugs  for  later  administration  to 
hospital  patients  on  written  pre- 
scription of  licensed  physicians,  it 
seems  that  drug  salesmen  have  be- 
gun to  ask  for  exemption  certificates 
from  physicians,  which  is  causing 
problems. 

We  therefore  intend  to  revise  our 
exemption  certificate  to  include  the 
legislated  area  of  exemption.  These 
certificates  are  available  to  persons 
writing  or  telephoning  us.  Drug 
salesmen  should  be  advised  by  phy- 
sicians that  the  tax  does  not  apply; 
this  may  be  confirmed  by  contacting 
us. 

Frank  W.  Lewis,  Director 
Sales  and  Use  Tax  Division 
Virginia  Department  of  Taxation 
Richmond,  Virginia 

For  Hypothyroidism  Screening 

It  is  time  we  began  to  screen  in 
Virginia  for  hypothyroidism  in  the 
newborn — on  a routine  basis,  just  as 
we  do  for  PKU.  The  incidence  of 
congenital  hypothyroidism  is  1/ 
7,000,  compared  to  1/14,000  for 
phenylketonuria.  Screening  can  be 
done  at  age  3 days  on  a filter  paper 
blood  spot;  in  positive  tests,  this 
should  be  followed  by  a TSH  meas- 
urement. The  cost  of  the  T4  screen- 
ing runs  from  25-50<£  a test,  whereas 
the  cost  for  an  institutionalized  child 
is  about  $8,000. 

Hypothyroidism  is  a major  cause 
of  mental  retardation  that  can  be 
prevented  if  treatment  is  started 
early  enough.  Pennsylvania,  Ken- 
tucky and  California  are  undertak- 
ing screening  for  hypothyroidism, 
and  there  are  two  multi-state  re- 
gional screening  programs.  A pro- 
gram in  Quebec  screens  for  galacto- 
semia and  tryosinemia  as  well  as 
hypothyroidism.  At  the  present  we 
would  perform  a great  service  by 
screening  for  hypothroidism  as  a be- 
ginning. 

Robert  H.  Anderson,  MD 

A l exandria , V irginia 
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A pharmacokinetic 
character  all  its  own 


oxazepam 


o 

desmethyldiazepam 

Valium  (diazepam)  is  a 
benzodiazepine  with  a distinctive 
pharmacokinetic  profile 

The  pharmacokinetic  profile  of 
Valium  is  one  of  the  characteristics 
that  sets  it  apart  from  other  ben- 
zodiazepines. Consider,  in  particular, 
the  metabolic  pathway  of  Valium. 

The  three  major  metabolites  of 
Valium  exhibit  significant  pharmaco- 
logic activity — and  so,  of  course, 
does  the  parent  substance — diazepam 
itself.  All  combine  to  produce  the 
characteristic  clinical  response  seen 
with  Valium.  The  response  you  have 
come  to  know,  to  want  and  to  trust. 

Pharmacokinetic  studies  also 
demonstrate  that  Valium  has  a pat- 
tern of  absorption,  distribution, 
metabolism  and  elimination  that  is 
reliable  and  consistent.  And,  al- 
though the  pharmacokinetics  of  a 
drug  cannot,  at  present,  be  specifi- 
cally related  to  its  clinical  effects,  it  is 
clearly  a factor  that  distinguishes  one 
product  from  another  by  provid- 
ing important  insights  into  how  each 
moves  through  the  patients  body. 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional 
factors;  psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms  or 
agitation;  symptomatic  relief  of  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal;  adjunctively  in  skeletal  muscle  spasm  due 
to  reflex  spasm  to  local 
pathology;  spasticity  caused 
by  upper  motor  neuron 
disorders;  athetosis; 
stiff- man  syndrome; 
convulsive  disorders  (not 
for  sole  therapy). 

Contraindicated: 
Known  hypersensitivity  to 
the  drug.  Children  under  6 
months  of  age.  Acute 
narrow  angle  glaucoma; 
may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  muscle  cramps, 
vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their 
predisposition  to  habituation  and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers 
during  first  trimester  should  almost  always  be 
avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become 
pregnant. 

Precautions:  If  combined  with  other  psychotropics 
or  anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other 
antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 


Valium 

(diazepam)  ^ 

2-mg,5-mg,  10 -mg  scored  tablets 

a prudent  choice  in  psychic 
tension  and  anxiety 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


THE  MEDICAL  SOCIETY  OF  VIRGINIA  SPONSORED 

INSURANCE  PLANS 

FOR  MEMBERS  AND  THEIR  DEPENDENTS 


DISABILITY  INCOME  PLAN 

Pays  When  Income  is  Interrupted  Due  to  Accident  or  Sickness 
Conversion  Privilege— Guaranteed  Renewable  to  Age  65 
Pays  OVER  AND  ABOVE  other  Plans 

PROFESSIONAL  OVERHEAD  EXPENSE 

Helps  Pay  Office  Expenses  While  Disabled— up  to  $4,200  Monthly 

$25,000  MAJOR  HOSPITAL  NURSING  PLAN 

Covers  Expenses  Incurred  IN  Hospital  ($100,  $300  or  $500  Deductible) 


EXCESS  MAJOR  MEDICAL  PLAN 

Pays  up  to  $250,000  with  $25,000  Deductible 


HOSPITAL  EXPENSE  PLAN* 

Pays  up  to  $100  Per  Day  While  Hospitalized 
(up  to  $200  Daily  for  Cancer  or  Intensive  Care,  prior  to  Age  65) 


You  can  receive  information  IMMEDIATELY 
by  writing  or  phoning  (COLLECT)  the  Administrator. 

PHONE:  (703)  344-5000 

DAVID  A.  DYER  & ASSOCIATES 

MEDICAL  ARTS  BUILDING*P.  O.  BOX  1631*ROANOKE,  VIRGINIA  24008 


OTHER  GROUP  PLANS  FOR  YOUR  PROTECTION: 
GROUP  LIFE  INSURANCE* 

HIGH  LIMIT  ACCIDENTAL  DEATH  & DISMEMBERMENT* 
DISABILITY  INCOME  FOR  EMPLOYEES 

* These  Plans  Also  Available  to  Employees  ot  Members 


CHRISTIAN  MANOR 
PSYCHIATRIC  INSTITUTE 


Private,  modern  50-bed  facility  for  the  treatment  and  care  of  the  chronically  ill 
patient  requiring  long-term  psychiatric  care.  The  cost  is  much  lower  than  regular 
hospitalization.  Psychotherapy,  and  psychotropic,  occupational,  and  recreational 

therapies. 


John  S.  Kellington,  Administrator 
Route  1,  Box  486,  Waynesboro,  Virginia  22980 
703  942-0505 


Give  Yourself  a 
Keogh-Approved 
Pai 


Plan  Now  to  Get 
1977  Tax  Savings 


If  you're  self-employed,  you  can  put  up  to 
$7,500  into  an  insured  Keogh  Plan — and  cut  your  taxable 
income  each  year. 

You  are  guaranteed  high  tax-deferred  earn- 
ings . . . income  for  life  ...  a disability  option.  Only  an  in- 
sured retirement  plan  can'  give  you  these  guarantees. 

Former  Congressman  Keogh  who  wrote  the 
Keogh  bill  is  Home  Life's  retirement  plan  consultant. 

Who  should  know  more  about  Keogh  Plans 

than  Keogh ? 


Thomas  R.  Clary 

Home  Life  Insurance  of  New  York 
Suite  804,  700  East  Main  St.,  Richmond  Va.,  23219 
(804)  643-359! 


For  the  Discriminating 
Eye  Physician 

Depend  on  the  Services  of  a 
Guild  Optician 


IN  LYNCHBURG,  VA. 

A.  G.  JEFFERSON 

INC. 

Downtown  Office  Midtown  Office 

Allied  Arts  Buildings  2010  Tate  Springs  Road 

REGISTERED  OPTICIANS 

WE  DO  NOT  PRESCRIBE  GLASSES — 

WE  MAKE  THEM 


Irradiation  and  Thyroid  Cancer : 
Evaluating,  Treating  the  Patient  at  Risk 


Melvin  J.  Fratkin,  MD,  and  Alton  R.  Sharpe,  MD, 

Richmond,  Virginia 

1 : : ^ 

Reports  in  the  media  of  thyroid  carcinoma  as  a late  sequela  of  childhood 
irradiation  have  raised  widespread  alarm.  The  authors  review  the  medical 
aspects,  discuss  unresolved  issues,  and  offer  guidelines  for  identifying  and 
treating  the  patient  at  risk. 


EVIDENCE  supporting  a relationship  between 
head  and  neck  irradiation  during  childhood  and 
the  subsequent  occurrence  of  thyroid  cancer  has  been 
accumulating  since  19501.  Favus  et  al2  reported  in 
1976  that  9%  of  such  an  irradiated  group  had  thyroid 
cancer.  The  significance  of  their  findings  and  the 
magnitude  of  the  problem  is  appreciated  when  one 
realizes  that  it  has  been  estimated  that  over  one  mil- 
lion persons  in  the  United  States  have  received  irra- 
diation to  the  head  and  neck  area  during  childhood 
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for  benign  disorders.  Public  awareness  of  this  prob- 
lem began  in  1976,  following  reports  in  lay  period- 
icals and  newspapers,  and  reached  a peak  after  na- 
tional television  reports. 

The  question  arises  of  how  to  approach,  evaluate 
and  treat  these  many  persons  who  are  unknowingly 
at  risk.  Information  programs  have  been  widespread 
and  successful  in  alerting  the  public;  however,  the 
news  media  is  often  crisis  oriented,  and  public  inter- 
est dwindles  as  newsmen  move  to  other  areas  of 
interest.  Although  it  would  be  ideal  and  desirable  to 
recall  all  persons  at  risk,  such  a program  has  been 
inadequate,  even  when  possible.  In  the  Chicago  study 
by  Favus  et  al,  only  20%  of  their  at-risk  population 
became  available  for  evaluation.  The  percentage  of 
persons  responding  to  questionnaire-recall  programs 
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has  been  greater,  but  in  one  study  33%  of  the  treated 
group  denied  having  had  irradiation  and  23%  of  the 
control  group  believed  that  they  had  had  radiation 
therapy3.  Although  these  public  health  programs  will 
not  reach  the  entire  population  at  risk,  informing  the 
public  should  continue  and  recall  programs  should  be 
initiated  if  logistically  and  financially  possible. 

In  seeing  patients  referred  for  evaluation  for  thy- 
roid cancer  because  of  prior  radiation  exposure,  we 
have  been  impressed  that  so  many  physicians  are  not 
aware  of  the  problem.  It  is  the  purpose  here,  there- 
fore, to  review  the  background  of  this  health  prob- 
lem, discuss  the  unanswered  questions  raised  by  the 
studies  and  offer  recommendations  for  appropriate 
evaluation.  It  is  hoped  that  with  continued  surveil- 
lance by  informed  physicians — primary  care  as  well 
as  specialty  physicians — persons  at  risk  will  be  identi- 
fied, reassured  and  offered  appropriate  treatment 
when  indicated. 

Background 

External  irradiation  for  benign  disorders  was  be- 
lieved to  be  medically  appropriate  therapy  in  the 
1930's  to  1 950’s.  Large  numbers  of  infants  and  chil- 
dren received  ionizing  radiation  for  prophylaxis  of 
upper  respiratory  conditions;  for  enlargement  and/or 
disease  of  the  thymus,  tonsils  and  adenoids;  and  for  a 
host  of  benign  skin  disorders.  Duffy  and  Fitzgerald 
noted  that  nine  of  28  children  with  thyroid  cancer 
had  received  prior  irradiation  to  the  head  and  neck 
area  and  suggested  a casual  relationship1.  Since  1950 
many  papers2-13  have  alluded  to  the  relationship  be- 
tween irradiation  and  thyroid  cancer.  The  types  of 
irradiation  have  included  X-rays,  atomic  bomb  radi- 
ation and  radioactive  fallout.  In  addition,  animal 
studies  have  shown  a causal  relationship  between 
irradiation  and  thyroid  cancer1415.  As  these  reports 
appeared,  head  and  neck  irradiation  for  benign  con- 
ditions was  generally  discontinued. 

The  earlier  reports  suggested  an  average  interval 
between  irradiation  and  thyroid  cancer  of  about  eight 
years.  However,  as  this  irradiated  population  has 
grown  older,  it  has  become  apparent  that  the  in- 
creased risk  for  developing  thyroid  cancer  has  per- 
sisted into  adult  life2-8-9. 

The  actual  risk  for  developing  thyroid  cancer  fol- 
lowing irradiation  has  been  difficult  to  determine. 
Modan  et  al7  found  that  children  irradiated  for  tinea 
capitis  had  an  estimated  absorbed  thyroid  dose  of  6.5 
rads.  The  frequency  of  thyroid  cancer  in  the  treat- 
ment group  was  1.1/1000  as  compared  to  0.2/1000 
for  the  control  group.  In  an  autopsy  study,  the 
atomic  bomb  radiation  exposure  population  in  Japan 
(50  rads  or  more)  had  a relative  risk  of  1 .41  times  the 


no-radiation  group.  This  represents  an  attributable 
risk  of  6.7%,  indicating  that  6.7%  of  those  exposed  to 
50  rads  or  more  have  shown  thyroid  cancer  because 
of  that  exposure16.  Hempelmann  et  al9  have  suggested 
that  the  incidence  of  thyroid  cancer  is  dose-related. 
From  multifactor  analysis  they  estimated  the  in- 
cidence to  be  2.5  cases/year/million  people  exposed 
to  one  rad.  The  most  alarming  data  was  presented  in 
the  Chicago  study  which  showed  that  the  prevalence 
of  nodular  thyroid  disease  as  determined  by  palpa- 
tion and  isotopic  imaging  was  27.2%  in  their  irra- 
diated population2.  One-third  of  those  subjects  with 
nodular  disease  had  thyroid  carcinoma  at  surgery, 
giving  an  overall  prevalence  of  9%. 

These  excellent  studies  have  identified  the  problem 
but  at  the  same  time  have  raised  many  difficult  ques- 
tions. 

Discussion 

Who  is  at  risk ? The  data  relating  the  occurrence  of 
thyroid  cancer  with  radiation  exposure  during  in- 
fancy and  childhood  is  undeniable.  The  relationship 
is  supported  by  retrospective  and  prospective  sur- 
veys, by  clinical  and  post  mortem  studies,  and  by 
animal  experimentation.  As  a public  health  problem, 
anyone  who  has  had  therapeutic  irradiation  to  the 
head,  neck  or  chest  should  be  considered  at  risk.  For 
each  individual  the  question  of  risk  is  more  difficult 
to  define.  Two  studies  have  demonstrated  a dose 
response  curve  for  tonsillar  and  thymic  irradiation. 
Over  a rad  dose  range  of  180-1200  rads,  the  risk  has 
been  calculated  to  be  2.5  to  4.5  cancers  per  million 
subjects  per  rad  per  year2,9.  The  majority  of  patients, 
however,  may  not  know  their  exposure  dose  and  the 
absorbed  thyroid  doses  may  be  quite  variable.  In 
addition,  the  calculated  risk  rate  cannot  be  arbitrarily 
extrapolated  to  the  lower  exposures.  In  the  atomic 
bomb  exposure  group  who  received  an  estimated  1 -49 
rads,  the  relative  risk  for  thyroid  cancer  was  1.05  as 
compared  to  the  control  group16.  While  Modan  et  al7 
have  reported  a five-fold  increased  risk  with  as  little 
as  a 6.5  rad  absorbed  thyroid  dose,  Albert  and  Oma- 
ran3  noted  no  increased  risk  for  thyroid  cancer 
among  children  treated  similarly  for  tinea  capitis. 

Many  children  had  radium  treatments  to  the  ade- 
noids and  eustachian  tubes.  Thyroid  absorbed  dose  is 
about  one  rad,  and  thyroid  abnormalities  have  not 
been  found  in  this  group17.  Another  subgroup  of 
exposed  youngsters  are  adolescents  who  have  re- 
ceived irradiation  for  acne.  Dr.  Philip  Walton,  radi- 
ation physicist  at  the  Medical  College  of  Virginia,  has 
estimated  the  maximum  absorbed  thyroid  dose  to  be 
10  rads  with  a treatment  program  of  750  rads,  low 
keV  X-rays  and  thyroid  shielding.  Dolphin18,  using 
the  data  of  others,  concludes  that  postpuberty  irra- 
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diation  carries  a risk  that  is  one-third  that  of  individ- 
uals receiving  irradiation  prior  to  puberty. 

The  available  data  places  tonsillar  and  thymic  irra- 
diated subjects  at  risk,  and  the  risk  appears  to  be 
dose-related.  Similarly  anyone  who  had  received 
comparable  exposure  for  any  reason  will  carry  the 
same  risk.  Subgroups  of  persons  treated  for  tinea 
capitis  and  acne  or  with  radium  applications  to  the 
oropharynx  appear  not  to  be  at  significant  risk.  Mis- 
cellaneous groups  of  irradiated  children  and  infants 
have  not  been  fully  evaluated.  Their  risk  will  depend 
on  the  total  dose,  fields,  shielding,  etc. 

What  is  the  significance  of  occult  thyroid  carcinoma ? 
Thyroid  cancer  associated  with  irradiation  has  been 
of  the  differentiated  histologic  type,  papillary  and 
follicular  adenocarcinoma,  and  carries  the  usual  high 
probability  of  surgical  cure  when  the  disease  is  con- 
fined to  the  neck.  In  the  Chicago  series,  where  the 
prevalence  of  thyroid  cancer  was  9%,  all  the  primary 
malignancies  were  papillary  and/or  follicular.  The 
majority  of  these  tumors  (82%)  were  occult  or  less 
than  15  mm;  in  one-half  the  cases  the  clinically  de- 
tectable nodule  was  benign  and  the  carcinoma  was 

For  related  editorial,  see  page  351. 

found  elsewhere  in  the  gland,  including  the  con- 
tralateral lobe. 

The  significance  of  occult  thyroid  carcinoma  has 
been  debated  for  years.  In  Japan  occult  thyroid  ma- 
lignancy averages  17.9%  in  autopsy  studies16.  The 
prevalence  in  American  autopsy  series  range  from  0.8 
to  5.7%19'23.  The  overall  prevalence  of  occult  thyroid 
cancer  in  the  Chicago  study  was  7.3%.  Although 
some  autopsy  series  approach  this  percentage,  only 
Oertel  and  Klinck23  have  reported  thyroid  pathologic 
finding  in  a comparable  young  age  group.  They 
found  one  carcinoma  in  137  glands  from  18-  to  39- 
year-olds  who  had  died  suddenly.  Hence  it  appears 
that  irradiation  is  associated  with  a true  increased 
incidence  of  occult  thyroid  cancer.  A disturbing  unre- 
solved issue  remains;  what  is  the  prevalence  of  occult 
thyroid  cancer  in  clinically  normal  glands?  If  clini- 
cally nodular  disease  in  irradiated  subjects  is  not  a 
marker  for  occult  thyroid  cancer,  a similar  prevalence 
may  exist  for  those  without  detectable  disease. 

The  natural  history  of  occult  thyroid  cancer  pre- 
sents another  problem.  In  the  Japanese  series16  the 
prevalence,  size  and  histology  was  similar  for  all  age 
groups  studied,  suggesting  no  progression  to  overt 
carcinoma.  In  addition,  in  only  one  of  518  cases  was 
the  malignancy  the  cause  of  death.  Woolner  et  al25 
followed  140  cases  of  occult  papillary  adenocarci- 
noma over  a 30  year  period.  All  patients  had  nodal 
involvement  associated  with  their  primary  tumor;  58 


presented  with  nodal  metastases  and  82  had  in- 
cidental nodal  involvement  noted  at  thyroid  surgery 
for  other  conditions.  In  none  of  these  patients  has 
local  or  distant  metastases  developed  and  none  have 
died  from  thyroid  cancer.  These  studies  suggest  that 
occult  thyroid  cancer  may  be  analogous  to  micro- 
scopic prostatic  carcinoma.  In  any  individual,  how- 
ever, which  apparently  benign  tumor  will  progress  to 
overt  carcinoma  cannot  be  predicted.  Similarly,  it 
must  be  appreciated  that  the  excellent  surgical  results 
for  differentiated  thyroid  carcinoma  drops  precipi- 
tously to  about  25%  five-year  survival  when  distant 
metastases  are  present26-27.  As  can  be  seen,  the  avail- 
able medical  data  provide  some  qualifications  regard- 
ing the  significance  of  occult  thyroid  carcinoma,  but 
do  not  answer  all  our  questions. 

Should  subjects  with  radiation  exposure  receive 
TSH  suppressive  doses  of  thyroid  hormone?  One  the- 
ory of  oncogenesis  hypothesizes  that  cellular  damage 
plus  stimulation  can  result  in  neoplasia.  Animal  stud- 
ies in  which  thyroid  neoplasms  are  experimentally 
induced  with  radiation  support  this  concept.  Cellular 
hypertrophy,  nuclear  changes,  and  benign  and  malig- 
nant thyroid  tumors  occur  following  irradiation  of 
thyroid  glands  in  rats.  Removal  or  suppression  of 
TSH  markedly  alters  these  irradiation  responses.  Hy- 
pophysectomy  or  thyroid  hormone  administration 
prevents  cellular  hypertrophy  and  reduces  nuclear 
alterations14.  Other  investigators  have  prevented  radi- 
ation-associated benign  and  malignant  neoplasms  by 
thyroid  hormone  or  hypophysectomy15-28.  Studies  of 
this  nature  have  led  to  the  widespread  use  of  thyroid 
hormone  therapy  after  thyroidectomy  for  thyroid 
cancer.  Young  et  al29,  in  a retrospective  study  of  576 
patients  with  differentiated  thyroid  carcinoma, 
showed  that  surgery  alone  was  associated  with  a 32% 
local  recurrence  rate.  Those  that  received  thyroid 
hormone  postoperatively  had  a recurrence  rate  of 
only  11%.  These  data  suggest  that  to  some  extent 
thyroid  hormone  therapy  will  inhibit  further  progres- 
sion or  growth  of  microscopic  thyroid  carcinoma. 
Although  thyroid  suppression  of  clinically  “normal” 
irradiated  subjects  has  been  advocated8,  its  efficacy  in 
preventing  thyroid  tumor  formation  many  years  after 
radiation  exposure  is  unknown2. 

General  Considerations 

An  individual  with  a history  of  childhood  irradia- 
tion other  than  for  diagnostic  reasons  to  the  head, 
neck  or  chest  must  be  considered  at  risk.  Whenever 
possible  specific  information  regarding  the  particu- 
lars of  radiation  exposure  should  be  obtained  to  de- 
termine the  relative  risk  and  to  exclude  from  the  risk 
group  any  misinformed  patient.  Since  the  majority  of 
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radiation-related  thyroid  tumors  will  be  asymptom- 
atic, a meticulous  neck  examination  is  mandatory. 
Unfortunately,  diligent  palpation  of  the  thyroid  will 
not  exclude  all  clinically  detectable  nodules.  In  1056 
subjects  examined  by  Favus  et  al,  palpable  nodular 
thyroid  disease  was  found  in  16.5%  and  nonpalpable 
lesions  were  detected  by  thyroid  imaging  in  an  addi- 
tional 1 0.7%2.  The  incidence  of  malignancy  within  the 
thyroid  gland  was  similar  in  each  group  with  detected 
nodules. 

Thyroid  imaging  using  a gamma  camera  with  a 
pinhole  collimator  provides  superior  resolution  as 
compared  to  rectilinear  scanning30.  Oblique  views, 
possible  only  with  a camera  for  technical  reasons, 
may  show  a nonfunctioning  nodule  that  is  undetec- 
table on  the  routine  anterior  view.  Camera  scinti- 
graphy using  99mTc  pertechnetate  is  capable  of  detect- 
ing 50%  of  5-7  mm  nodules,  80%  of  8-10  mm  nodules, 
and  90-100%  of  nodules  larger  than  10  mm31.  Nod- 
ules lying  within  the  isthmus  of  the  gland  are  more 
readily  detected  by  palpation  because  of  the  thinness 
of  thyroid  tissue  in  this  area.  If  radioiodine  imaging  is 
perferred  because  of  the  occasional  occurrence  of  a 
“functioning”  99mTc  nodule  that  is  nonfunctioning 
with  iodine,  scintigraphy  with  123I  is  a suitable  sub- 
stitute. In  addition  to  the  technical  advantages  of 
99mTc  and  123I,  both  give  approximately  100  times  less 
the  radiation  exposure  to  the  thyroid  gland  than  131I. 

Once  a nodule  has  been  detected  by  palpation 
and/or  isotope  imaging  and  found  to  be  non- 
functioning (functioning  thyroid  nodules  rarely,  if 
ever,  are  malignant),  the  probability  of  malignancy 
must  be  considered.  Most  series  show  that  10-15%  of 
nonfunctioning  nodules  are  malignant.  Additional 
noninvasive  tests  are  needed  to  separate  the  benign 
from  malignant  nonfunctioning  nodules.  Sono- 
graphy, by  differentiating  benign  cystic  lesions  from 
solid  nodules,  has  been  useful  in  selective  cases  but 
must  await  further  confirmatory  studies.  Van  Herle 
and  Uller32  suggested  that  serum  thyroglobulin  may 
be  a useful  biochemical  marker  of  malignancy.  They 
found  elevated  levels  in  their  patients  with  thyroid 
carcinoma.  Schneider  et  al33  in  their  evaluation  of  904 
subjects  with  a history  of  childhood  irradiation  deter- 
mined that  thyroglobulin  levels  were  significantly 
higher  in  nodular  disease  as  compared  to  normals. 
However,  there  was  no  difference  in  the  values  from 
individuals  with  benign  and  malignant  lesions.  They 
also  noted  no  difference  in  thyroxine,  triiodothyro- 
nine, TSH  or  antithyroglobulin  antibody  determina- 
tions among  the  normal,  benign  and  malignant 
groups  of  subjects. 

It  is  apparent  that  once  nodular  disease  is  detected, 
it  is  difficult  and  usually  impossible  to  distinguish 
malignancy  definitely  from  benignity.  Because  of  this 


inability  to  noninvasively  define  the  pathologic  na- 
ture of  a thyroid  nodule,  recommended  therapy 
ranges  from  near  to  total  thyroidectomy  in  radiation- 
related  nodular  thyroid  disease810  to  a more  con- 
servative approach  of  thyroid  hormone  therapy  and 
observation  in  selected  patients  with  palpable  or 
scan-detected  nodules34  36.  Realizing  that  recommen- 
dations can  serve  only  as  guidelines;  that  each  case  in 
question  must  be  an  individual  one;  and  that  there  is 
no  unanimity  of  opinion,  we  offer  the  following  sug- 
gestions for  the  evaluation  of  individuals  exposed  to 
ionizing  radiation  during  infancy,  childhood  or  ado- 
lescence. 


Guidelines 

1.  Confirm  the  history  of  radiation  exposure  and 
obtain  documentation  of  radiation  dose  whenever 
possible.  When  confirmation  is  unobtainable,  con- 
sider any  individual  at  risk  who  believes  he  had 
exposure. 

2.  Examination  should  include  a meticulous  neck  ex- 
amination, thyroid  scan  (preferable  scintigraphy 
with  99mTc  or  123I  using  a gamma  camera  and 
pinhole  collimation ),  serum  thyroxine  and  TSH, 
and  chest  X-ray  if  a nonfunctioning  nodule  is  de- 
tected. 

3.  If  examination  and  studies  are  normal,  patients 
should  be  examined  annually  and  thyroid  imaging 
repeated  only  if  nodularity  subsequently  develops. 

4.  If  examination  and  thyroid  imaging  are  normal 
but  hypothyroidism  or  an  elevated  TSH  is  found, 
thyroid  hormone  should  be  administered.  Annual 
observation  should  continue. 

5.  If  the  patient  has  no  palpable  nodule  and  thyroid 
imaging  shows  a nonuniform  area  of  uptake,  full 
suppressive  dosage  of  thyroid  hormone  should  be 
given.  The  patient  should  be  followed  at  six-month 
intervals.  If  a nodule  becomes  palpable,  surgery 
should  be  performed.  However,  if  the  scan  detects 
a discrete,  well-defined,  nonfunctioning  area,  sur- 
gery should  be  performed  even  if  a nodule  cannot 
be  felt. 

6.  If  examination  reveals  a nodule  that  is  not  detect- 
able with  thyroid  imaging,  thyroid  hormone 
should  be  given.  If  there  is  no  significant  regres- 
sion in  the  size  of  the  nodule  in  six  to  12  months, 
surgery  should  be  performed. 

7.  If  both  examination  and  imaging  reveal  a nodule 
that  is  nonfunctioning,  surgery  should  be  per- 
formed. 

8.  Patients  with  nontoxic  diffuse  glandular  enlarge- 
ment or  functioning  suppressible  nodules  should 
receive  thyroid  hormone  therapy.  An  autono- 
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mously  functioning  nodule  may  be  treated  suc- 
cessfully with  radioiodine  or  surgery. 
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Nuclear  Medicine/Case  Report 


Splenic  Pseudocyst:  Further  Scan  Sign 

Observations 

Tapan  K.  Chaudhuri,  MD,  Hampton,  Virginia 


The  pathognomonic  sign  in  the  scintiscan  of  splenic  pseudocyst  is  discussed. 
The  characteristic  “binary  sign”  is  observed  in  one  view  only. 


The  radioisotope  scan  of  spleen  has  been  proven  to 
be  of  definite  clinical  value  for  the  diagnosis  of  space- 
occupying  lesions.1,2  The  focal  defect  is,  in  general, 
the  finding  in  spleen  scan  of  tumor,  cyst  or  infarct. 
However,  Pearson  et  al3  characterized  the  diagnostic 
scan  sign  ("binary  sign”)  of  splenic  pseudocyst.  The 
purpose  of  this  communication  is  to  support  the  pre- 
viously described  scan  finding  in  splenic  pseudocyst 
as  well  as  to  provide  additional  information  regard- 
ing this  binary  sign. 

Case  Report 

The  patient,  an  1 1-year-old  girl,  was  well  until  she  spiked 
a fever  up  to  103°  and  started  having  vague  left  upper 
abdominal  pain.  There  was  history  of  trauma  to  her  abdo- 
men a year  previously.  Laboratory  data  were  unremar- 
kable. Physical  examination  of  the  abdomen  revealed  a 
large  left  upper  quadrant  mass.  A chest  x-ray  showed  eleva- 
tion of  left  hemidiaphragm.  The  radiographic  examination 
of  the  abdomen  demonstrated  a ground  glass  appearance  of 
the  entire  left  upper  quadrant  and  a large  mass  arising  in 
the  left  upper  quadrant  pushing  the  stomach  anteriorly  and 
to  the  right.  Pyelogram  revealed  normal  function  bilaterally 
with  left  kidney  being  pushed  downwards  and  medially.  A 
99mTc-sulfur  colloid  scan  (Fig.  I)  demonstrated  normal 
liver  and  abnormal  spleen,  characterized  by  two  areas  of 
functioning  splenic  tissue  separated  by  a large  cold  area,  the 
so-called  "binary  spleen."  This  sign  was  noticed  only  in  the 
anterior  view,  but  not  in  left  lateral  or  posterior  views  (Fig. 
2)  of  the  scan.  The  patient  was  explored  and  found  to  have 
a pseudocyst  of  the  spleen,  which  was  excised.  The  post- 
operative course  was  uneventful. 

From  the  Department  of  Nuclear  Medicine,  Eastern  Vir- 
ginia Medical  School  and  Veterans  Administration  Center, 
Hampton  VA  23667. 
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Fig.  1.  Liver  and  spleen  scan  (anterior  view)  with  99mTc- 
sulfur  colloid.  The  liver  is  normal.  In  the  splenic  area,  there 
are  two  distinct  areas  of  uptake  with  an  intervening  cold 
area  (binary  spleen). 


Fig.  2.  Liver  and  spleen  scan  (posterior  view)  with  the  same 
radiopharmaceutical.  Note  the  absence  of  binary  spleen 
sign  in  this  view.  Left  lateral  view  also  did  not  show  sign. 
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Discussion 

Splenic  pseudocyst, 4,5  not  uncommon  in  children, 
is  diagnosed  from  the  history,  clinical  examination 
and  radiographic  procedure.  Radioisotope  spleen 
scan  provides  another  diagnostic  tool  for  this  disease. 
Two  areas  of  radioactivity  widely  separated  by  a cold 
area  in  spleen  scan  has  been  designated  as  binary 
spleen.  Our  finding  was  in  accord  with  that  of  Pear- 
son et  al.  However,  these  authors  did  not  mention 
whether  or  not  the  same  sign  was  observed  in  other 
views.  Although  this  sign  may  also  be  seen  in  cases  of 
bilobed  spleen  or  accessory  spleen,  presence  of  binary 
spleen  in  spleen  scan  of  a child  with  large  left  upper 
quadrant  mass  should  first  raise  the  possibility  of 
splenic  pseudocyst.  While  splenic  pseudocysts  give 
rise  to  binary  spleen  sign  in  scintiscan,  true  splenic 
cysts  fail  to  produce  this  sign.  The  reason  for  this 
observation  is  that  in  splenic  pseudocyst,  there  are 
two  areas  of  functioning  splenic  tissue  above  and 
below  a large  cyst  located  in  the  middle  of  the  spleen. 
Thus  a binary  spleen  sign  in  anterior  spleen  scintiscan 
is  almost  always  pathognomonic  of  splenic 
pseudocyst.  However,  this  sign  is  not  observed  in 
other  views.  The  mechanism  of  this  variation  is  illus- 
trated in  Fig.  3.  It  is  important  to  note  that  presence 
or  absence  of  binary  spleen  sign  depends  on  the  exact 
anatomical  location  of  the  cyst  in  the  spleen  and  the 
way  it  is  looked  at.  Fig.  3 illustrates  the  probable 


different  positions  of  the  cyst  in  the  splenic  pulp 
viewed  from  the  visceral  surface.  If  the  cyst  lies  ante- 
riorly (Fig.  3A,  upper  row),  the  binary  spleen  sign 
would  be  visualized  only  in  the  anterior  scan  (Fig  3A, 
lower  row)  because  of  the  absence  of  normal  splenic 
tissue  in  the  middle  of  the  spleen  anterior  to  the  cyst. 
If  the  cyst  is  located  posteriorly  (Fig.  3B,  upper  row), 
the  sign  would  be  seen  in  the  posterior  view  only  (Fig. 
3B,  lower  row)  and  not  in  the  anterior  because  of 
healthy  splenic  tissue  intervening  between  the  cyst 
and  capsule  of  the  spleen.  In  Fig.  3C,  the  cyst  is 
depicted  in  the  middle  of  the  spleen,  and  the  sign 
would  not  be  observed  in  either  view  because  of  the 
presence  of  healthy  splenic  tissue  both  anterior  and 
posterior  to  the  cyst. 
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Diagrammatic  representation  of  (upper  row)  possible  anatomical  locations  of  splenic  pseudocysts  viewed  front  medial  or 
visceral  surface  and  (lower  row)  the  corresponding  scintiscan  findings  of  anterior  and  posterior  views.  I he  shaded  areas 
indicate  (upper  row)  normal  splenic  tissue  and  (lower  row)  radioactivity. 
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iNeurosurgery 


Intracranial  Aneurysms:  An  Experience  in 

Treatment 

Ward  W.  Stevens,  MD,  Roanoke,  Virginia 


The  author  documents  a series  of  intracranial  aneurysms  treated  by  surgery, 
and  reports  a high  percentage  of  good  results. 


F ALL  PATIENTS  admitted  to  the  Roanoke 
Neurological  Center  with  a diagnosis  of 
subarachnoid  hemorrhage,  51%  were  found  to 
have  an  aneurysm.  The  other  etiological  factors  in- 
clude hypertensive  disease,  15%;  arteriovenous  mal- 
formation, 6%;  miscellaneous  causes  such  as  tumor, 
6%;  and  in  22%,  no  cause  was  found.  However, 
it  is  felt  that  the  majority  of  these  last  patients  most 
likely  had  an  aneurysm  which  did  not  fill  on  the 
studies  performed  or  a complete  study  had  not  been 
done  at  the  time  of  admission. 

In  respect  to  sex  distribution  of  intracranial 
aneurysms,  there  is  a slight  predominance  in  females 
as  compared  to  males.  The  age  of  the  patients  vary 
from  one  extreme  of  life  to  the  other  with  a peak 
being  in  the  50  to  54  year-old  age  group. 

The  actual  site  of  an  intracranial  aneurysm  is  quite 
important  in  determining  the  potential  treatment  that 
may  be  utilized  to  prevent  another  subarachnoid 
hemorrhage.  Forty-one  percent  of  aneurysms  occur 
on  the  internal  carotid  artery,  with  25%  arising  at  the 
point  where  the  posterior  communicating  artery  orig- 
inates. It  is  also  of  interest  that  this  type  of  aneurysm 
is  seen  almost  twice  as  often  in  females  as  males. 
Thirty-three  percent  of  aneurysms  occur  on  the  ante- 
rior communicating  artery;  and  in  this  group,  there  is 
a predominance  on  the  male  side.  Twenty  percent  of 
aneurysms  occur  on  the  middle  cerebral  artery  with 
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the  remaining  6%  occurring  in  the  posterior  circula- 
tion. The  vast  majority  of  the  posterior  circulation 
aneurysms  occur  on  the  basilar  artery,  usually  at  its 
bifurcation.  Also  an  important  fact  is  that  15  percent 
of  patients  will  have  multiple  aneurysms. 

When  considering  all  patients  with  aneurysms,  the 
mortality  rate  from  the  first  subarachnoid  hemor- 
rhage is  15%.  Forty-two  percent  of  patients  will  die 
within  the  first  three  weeks  due  to  a recurrent  hemor- 
rhage. To  break  this  down  a little  further,  it  has  also 
been  found  that  40%  of  this  group  die  within  the  first 
week.  There  has  also  been  a study  in  Finland  of  the 
epidemiology  of  patients  with  subarachnoid  hemor- 
rhage which  showed  that  95%  of  patients  with  known 
aneurysms  die  within  ten  years  of  the  first  sub- 
arachnoid hemorrhage.  Therefore,  the  importance  of 
preventing  a recurrent  hemorrhage,  if  the  patient  is 
able  to  survive  the  initial  insult,  is  obvious. 

In  the  past  few  years,  criteria  have  been  formulated 
to  better  define  the  patient  who  is  a good  surgical 
candidate.  A usable  classification  of  the  neurological 
status  of  patients  with  subarachnoid  hemorrhage  has 
become  quite  widely  used;  it  is  called  the  Botterell 
Classification,  which  categorizes  patients  in  these 
groups:  Grade  I.  those  patients  who  are  conscious 
with  or  without  signs  of  blood  in  the  subarachnoid 
space;  Grade  2,  those  patients  who  are  drowsy  with- 
out significant  neurological  deficit;  Grade  3,  those 
patients  who  are  without  significant  neurological 
deficit  but  probably  have  an  intracerebral  clot;  Grade 
4,  those  patients  with  major  neurological  deficit 
whose  clinical  status  is  deteriorating  because  of  large 
intracerebral  clots,  or  older  patients  with  less  severe 
neurological  deficit  but  preexisting  degenerative  ce- 
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Table  1.  Results  of  Intracranial  Surgery  According  to  Location  of  Aneurysm. 


No.  of 

M ortality 

Site 

cases 

Good  Poor 

Favorable  Risk  Patients. 

Operative 

Late 

mortality 

IC-PC 

21 

20 

1 

1 

0 

5 % 

MC 

2 

1 

1 

0 

1 

50  % 

AC 

2 

2 

0 

0 

0 

0 % 

A.  Com. 

6 

5 

1 

0 

0 

0 % 

Basilar 

1 

1 

0 

0 

0 

0 % 

Total 

32 

29 

3 

1 

1 

4.6% 

Poor  Risk  Patients. 

IC-PC 

3 

1 

2 

0 

0 

0% 

MC 

6 

1 

5 

2 

0 

33% 

AC 

1 

0 

1 

i 

0 

100% 

A.  Com. 

1 

0 

1 

0 

1 

100% 

Basilar 

0 

0 

0 

0 

0 

0% 

Total 

1 1 

2 

9 

3 

1 

36% 

rebrovascular  disease. 

It  is  now  well  documented  that  aneurysm  surgery 
should  be  primarily  preventive  surgery,  and  attention 
should  be  placed  on  the  Class  I and  Class  2 patients. 
In  passing,  it  should  be  mentioned  that  occasionally  a 
Class  3 or  Class  4 patient  with  a large  intrecerebral 
hematoma  may  benefit  from  clot  removal.  In  respect 
to  deciding  which  Class  1 and  Class  2 patients  should 
be  operated  upon,  the  site  of  the  aneurysm  and  the 
presence  or  absence  of  vasospasm  are  very  important 
factors  as  to  whether  operative  treatment  should  be 
recommended. 

Since  1968,  the  total  number  of  operative  cases 
treated  by  our  group  has  numbered  58  cases.  To 
present  these  results,  the  cases  have  been  separated 
into  categories.  We  have  treated  15  patients  by  caro- 
tid ligation,  1 I of  which  were  in  a favorable  risk 
group.  Our  good  results  have  been  73%.  Four  poor 
risk  patients  were  treated  in  this  manner  with  a 50% 
good  result.  From  these  figures,  it  is  safe  to  say  that 
carotid  ligation  continues  to  be  an  effective  form  of 
treatment  for  certain  intracranial  aneurysms. 

In  regard  to  patients  treated  by  an  intracranial 
approach,  we  have  operated  upon  32  patients  with  a 
90.5%  good  result  (Table  1 ).  We  feel  that  it  should  be 
emphasized  that  the  patients  who  have  aneurysms, 
particularly  on  the  internal  carotid  posterior  commu- 
nicating area,  have  done  exceptionally  well  with  the 
one  poor  result  out  of  2 1 cases  being  an  unusual  case; 


this  particular  patient  had  bilateral  posterior  commu- 
nicating artery  aneurysms  as  u'ell  as  a meningioma  of 
the  clivus  complicating  the  operative  approach.  The 
remainder  of  these  patients  have  done  quite  well  pri- 
marily because  of  proper  case  selection  and  operative 
approach.  In  the  1 1 poor  risk  patients,  the  poor  re- 
sults had  a range  of  83%  with  only  an  18%  favorable 
outcome  of  treatment.  This  further  emphasizes  the 
point  that  intracranial  surgery  for  ruptured 
aneurysms  should  be  considered  on  elective  pro- 
cedure for  the  patient  who  has  survived  hemorrhage 
and  reached  a favorable  neurological  status.  The  vast 
majority  of  these  patients  were  felt  to  have  clots  or 
other  factors  in  regard  to  the  decision  to  operate  in  an 
attempt  to  save  life. 

In  conclusion,  if  we  place  together  the  43  patients 
in  the  favorable  risk  group  irregardless  of  the  form  of 
treatment,  we  have  an  88  percentage  of  good  results 
(Table  2).  We  feel  that  this  is  a very  acceptable  series 
when  compared  with  other  series  reported  in  the 
neurosurgical  literature.  In  closing,  I would  be  remiss 
not  to  mention  that  the  opening  of  the  neurosurgical 
intensive  care  unit  at  Roanoke  Memorial  Hospital 
has  greatly  facilitated  treatment  of  serious  neurosur- 
gical problems  in  Southwestern  Virginia. 
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Table  2.  Results  of  Treatment  According  to  Location  of  Aneurysm. 


No.  of 

M ortality 

Percen 

tage  ol 

Site 

cases 

Good 

Poor 

Operative 

Late 

mortality 

IC-PC 

28 

27 

1 

1 

0 

3. 

5%: 

MC 

3 

2 

1 

0 

1 

33 

% 

AC 

2 

2 

0 

0 

0 

0 

% 

A.  Com. 

9 

6 

0 

2 

1 

33 

% 

Basilar 

1 

1 

0 

0 

0 

0 

% 

T otal 

43 

38 

2 

3 

2 

1 1 

% 
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Sleep  Disturbance  in  Hyperkinetic 

Children 

Alvin  E.  Conner,  MD,  Manassas,  Virginia 


Six  hyperkinetic  patients  with  sleep  disturbances  are  presented.  Their  respon- 
ses to  nighttime  dextroamphetamine  and  methylphenidate  are  discussed. 


PHYSICIAN  involvement  in  the  management  of 
hyperactive  children  has  been  directed  toward 
modifying  their  behavior  during  the  waking  hours. 
Various  drugs  are  used;  methylphenidate  and  dex- 
troamphetamine are  the  principle  ones.  Little  atten- 
tion has  been  given  to  the  sleep  disturbance  found  in 
some  of  these  children,  although  this  can  be  the  most 
destructive  facet  of  the  child's  behavior  as  he  relates 
to  the  family. 

In  1957,  Laufer  and  DenhoIT1  discussed  sleep  dis- 
turbances briefly,  suggesting  that  bedtime  dose  of 
dextroamphetamine  was  beneficial.  Kinsbourne  in 
19732  stated  that  dextroamphetamine  or  methyl- 
phenidate at  supper  made  bedtime  easier  in  some 
children.  Haig3  states  that  methylphenidate  does  not 
always  produce  insomnia  when  given  close  to  bed- 
time. When  given  at  bedtime,  Comly4  reported  that 
imipramine  eliminated  night  terrors  and  produced 
normal  sleep. 

Small6  and  Feinberg,6  through  slightly  different 
methodology,  concluded  that  hyperactivity  did  not 
result  from  a disordered  arousal  mechanism  in  the 
waking  hours  and  that  the  administration  of  dex- 
troamphetamine or  methylphenidate  during  the  day- 
time did  not  produce  the  rebound  REM  effect  at 
night.  Anders,7  in  a review  of  sleep  disorders  in  chil- 
dren and  infants,  did  not  mention  the  particular 
problem  of  sleep  disturbance  in  hyperactive  children. 

Many  papers  concerning  the  management  of 
hyperactivity  do  not  state  the  dose  schedule;  those 
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that  do  generally  give  the  last  dose  no  later  than  4 
pm.  Some  suggest  noon  as  the  more  appropriate 
time.  In  1975,  the  Council  on  Child  Health8  of  the 
American  Academy  of  Pediatrics  suggested  limiting 
methylphenidate  and  dextroamphetamine  to  the 
morning  and  afternoon  hours  in  order  not  to  produce 
insomnia.  This  paper  presents  six  hyperactive  chil- 
dren who  have  sleep  disturbances.  Their  reaction  to 
methylphenidate  and  dextroamphetamine  is  dis- 
cussed. 

Cases 

The  diagnosis  of  hyperactivity  is  considered  firm  if 
parents  and  teacher  agree  that  when  on  medication: 
1)  the  attention  span  is  lengthened;  2)  activity  be- 
comes more  purposeful  and  sustained  toward  goals; 
3)  interpersonal  relationships  are  improved.  The 
diagnosis  is  rejected  if  1)  parents  and  teacher  see  no 
difference  on  or  off  medication;  2)  medication  excites 
the  patient;  3)  the  parents  consistently  forget  to  give 
medication.  This  last  point  is  based  on  the  assump- 
tion that  a parent  will  see  enough  improvement  on 
medication  to  give  it  regularly. 

The  patients  documented  in  Table  1 were  tested 
through  private  or  school  sources  or  by  the  Arlington 
Diagnostic  and  Evaluation  Clinic.  These  tests,  in- 
cluding neurological,  are  considered  adjunctive  to  the 
diagnosis  of  hyperactivity;  a good  response  to  one  of 
the  stimulant  drugs  is  required  for  a firm  diagnosis. 

Sleep  disturbances  severe  enough  to  warrant  night- 
time medication  involve  either:  I)  delayed  onset  of 
sleep;  2)  frequent  awakenings;  or  3)  awakening  and 
marauding  through  the  house.  In  this  last  instance. 
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the  patient  engages  in  destructive  activities  such  as 
overturning  trash  cans,  pulling  books  out  of  book 
cases,  emptying  the  refrigerator  or  removing  the  baby 
from  his  crib. 

Since  the  insomniac  effects  of  methylphenidate  and 
dextroamphetamine  are  well  known  and  constant, 
placebo  substitution  was  not  used. 

Discussion 

Inherent  in  the  use  of  stimulants  at  night  is  the 
therapeutic  concept  that  hyperactive  children  should 
be  medicated  when  needed  and  in  such  amounts  as  to 
produce  an  optimal  existence.  The  day  activities  of 
these  children  strain  family  dynamics;  continuation 
into  the  night  may  completely  disrupt  them. 

Not  all  hyperactive  shildren  have  disturbances  of 
sleep;  those  who  do  vary  in  severity  and  in  the  effect 
on  the  family.  R.K.,  A.M.  and  J.C.  are  marauders 
and  disrupt  the  entire  household,  their  activities  pos- 
ing a danger  to  themselves.  B.M.  cannot  go  to  sleep 
until  the  early  hours  but  usually  sleeps  well  and  con- 
tinuously after  that.  P.W.  and  P.G.  have  trouble  go- 
ing to  sleep;  in  addition,  they  awaken  3-6  times  dur- 
ing the  night  but  do  not  maraud. 

The  response  of  the  patients  to  nighttime  medica- 
tion varies.  R.K.  and  P.G.  do  not  respond  to  either 
dextroamphetamine  or  methylphenidate.  They  are 
the  most  severely  damaged  with  the  lowest  IQ's.  B.M. 
and  P.W.  sleep  well  when  methylphenidate  is  given 
on  a prn  basis.  They  have  no  gross  organic  damage, 
their  IQ’s  are  normal,  but  they  have  perceptual  defi- 
cits. Dexroamphetamine  keeps  them  awake.  A.M. 
and  J.C.  have  normal  IQ's,  no  neurologic  deficits, 
and  apparently  have  no  learning  disabilities  (A.M.  is 
in  the  third  grade  and  makes  A’s  and  B's).  These  two 


are  the  most  hyperactive  and  respond  to  both  methly- 
phenidate  and  to  dextroamphetamine. 

The  “insomnia"  supposedly  produced  by  stimulant 
medications  may,  in  some  instances,  be  untreated 
hyperactivity.  Several  patients,  not  included  here, 
were  virtually  unmanageable  during  evening  hours. 
The  mothers  blamed  this  activity  on  the  day  medica- 
tion. A dose  of  methylphenidate  at  6 pm  quieted  these 
patients. 

Why  do  dextroamphetamine  and/or  methly- 
phenidate  help  these  hyperactive  children  sleep?  The 
hypothesis  is  suggested  that  the  same  mechanism 
works  at  night  as  in  the  daytime:  an  increase  in  atten- 
tion span  by  providing  a “stimulus  shield”.  It  is  rea- 
sonable to  think  that  the  same  stimuli  bombardment 
that  distracts  these  children  in  their  waking  hours  will 
also  distract  them  at  night,  thus  preventing  normal 
sleep.  Or,  if  awakened,  this  bombardment  will  carry 
them  through  the  house  in  the  same  way  as  it  does  in 
the  classroom. 

Why  are  some  children  not  helped?  Perhaps  the 
bombardment  stimuli  is  not  the  major  factor  in  their 
hyperkinetic  syndrome.  R.K.  and  P.G.,  who  receive 
no  night  benefit  from  the  two  drugs,  have  the  worst 
profiles.  R.K.  sleeps  very  well  when  given  chlor- 
promazine.  These  two  have  also  shown  the  least  in- 
provement  academically  on  daytime  methylphenidate 
and  pemoline. 

A.M.  reinforces  this  hypthesis.  Termed  the  “worst 
hyperactive  child  I have  ever  seen"  by  an  experienced 
professional,  she  requires  from  80-100  mgm  of 
methlyphenidate  in  divided  doses  during  the  day 
when  environmental  stimulation  is  high.  She  sleeps 
well  at  night  on  dextroamphetamine  spansule  15 
mgm  when  stimulation  is  minimal.  Because  they  are 


Table  I.  Patients  With  Sleep  Problems. 


Patient 

Age 

Sex 

10 

Sleep 

Problem 

Drug 

Day  Dosage 
Total 

Last  Dose 

Night  Drug 

R.K. 

7 

M 

70 

Marauder 

M1 

80  mgm 

6 pm 

C2 

P.G. 

9 

F 

92 

Frequent 

awakening 

P3 

56  mgm 

8 am 

none 

B.M. 

8 

M 

104 

Delayed 

bedtime: 

frequent 

awakening 

M 

80  mgm 

7 pm 

M 

prn 

P.W. 

7 

M 

100 

Frequent 

awakening 

M 

80  mgm 

6 pm 

M 

prn 

J.C. 

4 

F 

99 

Marauder 

M 

60  mgm 

5 pm 

D< 

10  mgm 
Spansule 
7:30  pm 

A.M. 

8 

F 

120 

Marauder 

M 

80  mgm 

5 pm 

D 

1 5 mgm 
Spansule 
7:30  pm 

‘M — methylphenidate  2C — chlorpromazine  = p — pemoline  4D — dextroamphetamine  spansule 
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calm  in  the  morning,  both  of  the  children  on  dex- 
troamphetamine spansules  eat  better  breakfasts. 

Conclusion 

Some  hyperactive  children  do  not  sleep  well.  There 
are  not  enough  patients  in  this  series  to  reach  firm 
conclusions,  but  methylphenidate  and  dextroam- 
phetamine may  be  effective  when  given  to  some 
hyperactive  children  with  sleep  problems. 
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RICHMOND,  VIRGINIA 


A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SECTION 


We  can’t  buy  these 
hand -woven  master- 
pieces after  midday. 

But  you  can. 

The  Iranian  rug  bazaars  open  early.  Seasoned  men 
bring  in  incredible  loads  of  these  exquisite  works  of 
art,  and  bargaining  begins.  At  midday  the  bazaars 
close  as  merchants  tally  sales,  plan  for  the  next 
morning.  Familiar  figures  at  these  bazaars  are  the 
Eways  brothers  from  far-off  Virginia  who  purchase 
rugs  with  half  a century’s  expertise.  While  they  can 
only  buy  before  noon,  you  may  buy  throughout  the 
day  at  their  Charlottesville  store. 

Today,  Iran  is  modernizing  rapidly.  New  industries 
attract  the  shepherds,  thus  reducing  the  supply  of 
resilient  wool  that  gives  oriental  rugs  a life  span  of 
decades,  even  centuries.  Fewer  farmers  grow  the 
dyestuffs  that  assure  brilliant,  enduring  colors. 
Younger  generations  lack  the  patience  to  hand-tie 
millions  of  knots  that  form  glowing  mosaics  under- 
foot. Dwindling  supply,  growing  demand  ...  that’s 
why  oriental  rugs  appreciate  so  rapidly  in  value. 
That’s  why  now  is  the  time  to  visit  Eways  and  see 
matchless  masterpieces  that  awaken  the  sleeping 
beauty  of  any  room. 
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Otolaryngology 


Otitis  Media : 

A Review 

Vito  A.  Perriello,  MD,  Raymond  F.  Ford,  MD,  W.  Copley  McLean,  Ml). 
Zahrl  G.  Schoeny,  PhD,  and  Merle  A.  Sande,  MD, 

C harlottesville,  V irginia 


A comprehensive  review  of  the  pertinent  literature  and  a discussion  of 
diagnosis  and  management  leads  to  specific  recommendations  for  the  care  of 
children  with  otitis  media. 


OTITIS  MEDIA  is  one  of  the  most  common 
infectious  diseases  seen  in  outpatient  practice, 
yet  its  pathogenesis  and  management  remain  con- 
troversial. This  review,  taken  from  a more  extensive 
report  to  the  Albemarle  County  Medical  Society's 
EMCRO,  considers  these  controversies,  some  of  the 
recent  developments  in  management  and  suggests  an 
outline  for  treatment  and  follow-up. 

Definition 

Otitis  media  is  an  inflammation  of  the  mucoperios- 
teal  lining  of  the  middle  ear  cleft  and/or  tympanic 
membrane.  For  purposes  of  this  discussion,  we  will 
deal  primarily  with  suppurative  or  purulent  otitis 
media.  A key  factor  in  development  of  otitis  media 
appears  to  involve  the  status  and  function  of  the 
eustachian  tube.  Blockage  with  resultant  statis  ap- 
pears to  lead  to  infection  and  buildup  of  pressure. 

Diagnosis 

The  diagnosis  is  generally  based  on  the  signs, 
symptoms  and  physical  findings  on  otologic  exam- 
ination and  audiometric  evaluation.  The  minimum 
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criteria  for  diagnosis  would  include  one  or  more  of 
the  following:  evidence  of  inflammation,  middle  ear 
fluid  or  conductive  hearing  loss.  A pneumatic  oto- 
scope is  a helpful  instrument  for  evaluation  of  the 
middle  ear  as  it  determines  the  mobility  of  the  ear 
drum.  The  identification  of  middle  ear  disease  has 
been  simplified  by  tympanometry.  This  is  a reliable 
method  for  evaluating  middle  ear  function  based  on 
an  electro-acoustic  impedence  bridge  and  is  a signifi- 
cant new  tool  for  aiding  in  the  diagnosis  of  middle  ear 
pathology. 

Predisposing  Factors 

Acute  and  chronic  infections  of  the  upper  respi- 
ratory tree  are  the  most  common  predisposing  fac- 
tors. Other  factors  include  eustachian  tube  obstruc- 
tion by  lymphoid  tissue  and  allergic  rhinitis.  A 
mechanical-chemical  irritation  of  the  middle  ear  can 
result  from  bottle  drinking  in  the  recumbent  position 
and  has  also  been  reported  frequently  in  children 
with  deformed  palates.  Rapid  barometric  changes, 
particularly  after  airplane  trips,  may  precipitate  otitis 
media,  especially  when  associated  with  upper  respi- 
ratory infections  and  allergy.  Thumb-sucking  has 
been  reported  as  a factor  in  secretory  otitis  media,  as 
nasopharyngeal  negative  pressure  forces  aspiration 
into  the  eustachian  tube.  An  underlying  defect  in 
immune  defense  mechanisms  is  also  occasionally  im- 
plicated. Finally,  the  contribution  of  injudicious  use 
of  antibiotics  for  nonspecific  upper  respiratory  in- 
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fections  may  pose  a potential  threat  to  normal  de- 
fense mechanisms  by  alteration  of  the  vital  normal 
bacterial  flora  leading  to  colonization  and  over- 
growth of  potential  pathogens. 

Epidemiology 

Otitis  media  is  primarily  a disease  of  children  in  the 
preschool  age  range.  There  does  not  appear  to  be  a 
significant  sex  difference.  Seasonal  variations  with 
peak  monthly  rates  in  the  winter  and  early  spring 
months,  paralleling  the  incidence  of  upper  respi- 
ratory tract  infections,  have  been  noted. 

Microbiology 

The  antecedent  upper  respiratory  infections  that 
frequently  precede  otitis  media  are  usually  viral  in 
origin.  In  the  pediatric  age  group,  the  most  common 
of  these  viral  agents  are  the  respiratory  syncitial  virus 
in  infants  up  to  the  age  of  2;  parainfluenza  virus  A2 
and  A3  in  ages  3 through  6:  and  sporadic  epidemics  of 
rhinovirus.  Secondary  bacterial  infections  are  super- 
imposed and  account  for  the  majority  of  the  common 
acute  and  chronic  suppurative  infections  of  the 
middle  ear. 

Direct  aspiration  of  the  middle  ear  is  the  only 
accurate  method  for  documentation  of  middle  ear 
microbiology.  Throat  culture^  and  nasopharyngeal 
cultures  are  of  little,  if  any,  value  in  the  management 
of  otitis  media.  The  middle  ear  aspirates,  when  cul- 
tured, rarely  yield  viruses  but  frequently  yield  path- 
ogenic bacteria.  In  50-80%  of  patients  with  acute 
suppurative  otitis  media,  a pathogenic  bacteria  can 
be  isolated.1  8 

Streptococcus  pneumoniae  (diplococcus)  is  by  far 
the  most  common  bacterial  isolate  in  all  age  groups 
and  has  been  isolated  in  from  50-60%  of  these  chil- 
dren under  four  years  of  age  and  70-80%  of  those 
with  a pathogenic  organism  isolated  over  4 years  of 
age.  Hemophilus  influenzae  is  the  second  most  com- 
mon organism,  especially  in  children  under  the  age  of 
4.2'9  Although  it  is  less  commonly  isolated  over  that 
age  period,  recent  reports  have  noted  increases  in 
ages  5 to  10  years.10  Group  A beta  hemolytic  strepto- 
cocci represent  the  next  most  likely  pathogen  and 
Neisseria  catarrhalis,  frequently  considered  a non- 
pathogenic  organism,  has  now  been  incriminated  in 
up  to  5%  of  cases  of  acute  otitis  media  in  children.11 
Staphylococcus  aureus,  Pseudomonas  aeruginosa, 
polymicrobial  infection  and  Mycoplasma  pneumoniae 
are  rarely  isolated. 

Neonatal  otitis  media  occurs  during  the  first  six 
weeks  of  age.  Nearly  90%  of  these  cases  have  been 
proven  to  be  of  bacterial  origin  by  middle  ear  aspira- 
tions.12 The  bacteriology  differs  from  that  of  otitis 


media  in  older  children  in  that  E coli.  Staphylococcus 
aureus,  Klebsiella  pneumoniae  and  Pseudomonas  ae- 
ruginosa are  the  organisms  most  commonly  in- 
criminated. In  this  disease,  it  is  extremely  important 
to  identify  the  etiological  agent  since  therapy  may 
require  the  use  of  potentially  toxic  antibiotics. 

Medical  Treatment 

The  main  thrust  of  medical  management  consists 
of  the  use  of  antibiotic  therapy  since  the  vast  majority 
of  episodes  of  otitis  media  are  bacterial  in  etiology. 
Physical  signs,  physical  findings  and  laboratory  tests 
do  not  help  differentiate  the  viral  from  the  bacterial. 
Therefore,  the  diagnosis  of  acute  otitis  media  does 
warrant  the  use  of  an  appropriate  antibiotic.  The  use 
of  antimicrobial  therapy  is  probably  responsible  for 
the  reduction  in  the  incidence  of  mastoiditis  and  oto- 
genic meningitis  that  was  observed  during  the  pre- 
antibiotic era. 

The  oral  administration  of  ampicillin  at  50  mg/kg 
four  times  per  day  over  a ten-day  period  offers  ex- 
cellent antimicrobial  activity  against  the  common 
pathogens  mentioned  above  and  is  the  drug  of  choice 
especially  for  children  under  5 years  of  age.  However, 
ampicillin  resistant  strains  of  //  influenzae  are  slowly 
emerging  throughout  the  country  and  the  clinician  is 
urged  to  watch  for  appearance  of  such  organisms  in 
his  area.  Penicillin  orally  is  the  drug  of  choice  against 
Streptococcus  pneumoniae,  Neisseria  catarrhalis  and 
beta  hemolytic  streptococcus,  establishing  it  as  the 
drug  of  choice  in  patients  over  the  age  of  5 or  6 years. 
In  patients,  who  are  allergic  to  the  penicillins,  eryth- 
romycin is  probably  an  adequate  alternative,  al- 
though arguments  about  its  effectiveness  against  // 
influenzae  have  been  discussed  in  the  literature  for 
years.71314  It  seems  unlikely  that  any  single  prepara- 
tion of  erythromycin  is  superior  to  another  from  a 
therapeutic  standpoint.  Penicillin  and  sulfa  in  combi- 
nation have  been  reported  effective  against  all  usual 
pathogens.  Tetracycline  is  generally  ineffective 
against  H influenzae  and  is  contraindicated  for  chil- 
dren under  10  years  of  age  because  of  its  harmful 
effect  on  teeth.  Trimethoprimsulfa,  which  is  currently 
FDA-approved  only  for  use  in  chronic  urinary  tract 
infections  is  effective  in  vitro  against  the  vast  majority 
of  these  pathogens  including  ampicillin  resistant  // 
influenzae  and  holds  great  promise  for  the  therapy  of 
otitis  media. 

Amoxicillin,  with  the  same  spectrum  as  ampicillin, 
has  recently  been  shown  to  be  therapeutically  effec- 
tive. In  addition,  the  pediatric  suspension  may  cause 
less  diarrhea.  If  further  studies  confirm  this,  it  may 
compete  with  ampicillin  as  the  drug  of  choice  since 
diarrhea  is  a frequent  complication  of  ampicillin  and 
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since  amoxicillin  may  be  administered  three  times  a 
day  instead  of  four.  Cephalexin  is  an  expensive  broad 
spectrum  antibiotic  which  has  debatable  activity 
against  //  influenzae.  Lincocin  and  clindamycin,  also, 
have  no  apparent  role  in  the  treatment  of  otitis 
media.  Their  spectrum  is  no  better  than  erythromy- 
cin; they  are,  in  general,  not  effective  against  H in- 
fluenzae. and  the  recently  reported  gastrointestinal 
side  effects  make  them  less  desirable.15 

Initial  therapy  in  neonatal  otitis  media  pending  the 
results  of  culture  should  consist  of  ampicillin  200 
mg/kg/day  and  gentamicin  3-5  mg/kg/day,  both 
given  paraenterally.12  Once  an  etiological  agent  has 
been  established  and  sensitivity  patterns  have  been 
reported,  the  organisms  should  be  treated  as  specifi- 
cally as  possible  with  a narrow  spectrum  low  toxicity 
drug. 

There  is  much  discussion  and  controversy  as  to  the 
appropriate  length  of  time  of  treatment.  The  sugges- 
tions range  from  four  to  14  days  and  there  are  no 
good  data  to  demonstrate  the  success  rate  at  these 
various  durations.  Since  Group  A streptococcus  may 
be  responsible  for  the  disease,  Bass  has  suggested  that 
ten  days  would  be  the  appropriate  length  of  treat- 
ment in  order  to  prevent  the  potential  complica- 
tions.16 Ten  days  would  appear  to  be  an  adequate 
length  of  treatment,  but  the  key  to  the  appropriate 
length  of  therapy  is  not  the  number  of  days  the  medica- 
tion is  given,  hut  the  results  as  sent  on  appropriate 
followup.  If  adequate  followup  and  reevaluation  of 
the  ear  is  not  done,  at  least  ten  days  of  antibiotic 
therapy  is  recommended. 

The  role  of  antihistamines  and  either  systemic  or 
topical  vasoconstrictors  remains  controversial.  Stud- 
ies have  reported  their  effects  variously  as  helpful,  not 
helpful17  and  harmful,  due  to  drying  the  mucous 
needed  to  carry  away  the  purulent  material.  No  good 
controlled  double-blind  study  has  been  performed  to 
adequately  determine  their  effectiveness.  The  theory 
of  shrinking  the  nasal  membranes  and  opening  up  the 
eustachian  tube  to  prevent  blockage  or  improve  tubal 
drainage  is  an  attractive  one,  but  unproven  in  study. 

The  use  of  prophylactic  antibiotics  is  controversial. 
One  study  done  on  the  Alaskan  Eskimos  using  low 
dosages  of  ampicillin  and  another  study  using  sulfa  in 
school  children  demonstrated  prevention  of  otitis 
media  in  those  with  a history  of  frequent  recur- 
rences.18-19 While  this  is  an  interesting  concept,  it  is 
not  recommended  in  the  general  population. 

Surgical  Treatment 

Myringotomy 

Prior  to  the  advent  of  antibiotics,  myringotomy 
was  the  main  form  of  treatment  for  acute  suppurative 


otitis  media.  However,  the  indications  for  my- 
ringotomy have  become  fewer  with  the  advent  of 
antibiotics.  Data  suggest  no  advantage  in  speed  of 
recovery  or  rate  of  complication  in  otitis  media 
treated  with  medical  management  plus  myringotomy, 
compared  to  medical  treatment  alone.20  Severe  sup- 
purative otitis  media  with  imminent  rupture  and 
marked  pain  is  an  indication  for  myringotomy,  both 
to  relieve  the  pain  and  to  prevent  rupture  that  might 
involve  more  critical  areas  of  the  tympanic  mem- 
brane. A diagnostic  paracentesis  may  be  performed 
to  determine  the  presence  of  middle  ear  fluid,  the  type 
of  fluid  or  the  organism  involved.  This  is  useful, 
especially  in  persistent  suppurative  otitis  media.  In 
serous  otitis,  the  paracentesis,  along  with  adjunctive 
medical  measures,  can  usually  be  curative.  For  any  of 
these  indications,  a wide  myringotomy  incision  is 
made  through  the  tympanic  membrane.  It  is  impor- 
tant to  avoid  the  posterior-superior  quadrant  of  the 
drum  where  the  important  middle  ear  structures  are 
located. 

Vent  Tubes 

The  addition  of  vent  tubes  to  our  armamentarium 
has  been  a helpful  adjunct  in  the  management  of 
chronic  or  recurrent  otitis  media.  T ubes  or  grommets 
have  been  particularly  beneficial  for  children  with 
unrepaired  cleft  palates.  Prior  to  repair,  100%  of 
these  children  develop  middle  ear  effusion21  and  re- 
sulting eustachian  tube  dysfunction. 

The  exact  effectiveness  of  tubal  insertion  compared 
to  myringotomy  is  controversial.  Studies  by  Gotts- 
chalk22  suggest  results  of  about  equal  effectiveness. 
Most  agree  that  an  adenoidectomy  should  either  pre- 
cede or  be  included  at  the  time  of  insertion  of  tubes. 

The  value  of  tonsillectomy  and  adenoidectomy  re- 
mains controversial.  Adenotonsillectomy  has  been 
advocated  for  prophylaxis  of  upper  respiratory  in- 
fections, sinobronchitis,  asthma  and  even  scarlet  fe- 
ver, with  no  data  to  support  such  indications.  A 
thorough  search  of  pediatric  and  otolaryngology  lit- 
erature leaves  one  far  from  satisfied  that  clear-cut 
indications  for  adenoidectomy  in  the  treatment  of 
otitis  media  exist.  Currently,  the  problem  is  further 
obscured  by  concurrent  insertion  of  tympanic  mem- 
brane vent  tubes,  which  make  good  controlled  studies 
regarding  adenoidectomy  alone  ditficult  to  obtain. 
Adenoidectomy  does  appear  useful  in  the  pro- 
phylactic treatment  of  chronic  and  recurrent  otitis 
media.  Simultaneous  tonsillectomy  provides  no 
known  benefit  in  otitis  media  treatment,  although 
this  point  is  also  controversial.23  -26  Although  con- 
trolled clinical  studies  are  not  available,  the  majority 
of  practicing  otolaryngologists  in  this  area  (and  na- 
tion-wide) agree  with  Reid27  and  Haggerty28  in  the 
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following  indications  for  adenoidectomy:  1)  recur- 
rent suppurative  otitis  media  (four  episodes  in  one 
winter);  2)  recurrent  or  persistent  middle  ear  effusion 
with  hearing  loss;  3)  cor  pulmonale  secondary  to 
airway  obstruction. 

Except  for  removal  of  massive  tonsils  to  facilitate 
adenoid  excision,  no  proven  indications  for  tonsil- 
lectomy in  the  therapy  of  otitis  media  exist.29'30  Mor- 
bidity is  significant  and  death  has  been  reported  fol- 
lowing tonsillectomy,  as  high  as  six  deaths  per 
I00,00031  operations  in  some  areas  of  the  country. 
Pneumonia,  abscess  formation  and  bronchiectasis 
have  been  reported  with  a frequency  of  15  per  1, 000. 31 
Since  subsequent  tonsillectomy  after  adenoidectomy 
is  seldom  required,  we  suggest  that  tonsillectomy  not 
be  done  for  recurrent  or  chronic  otitis  media. 

Follow-up 

One  of  the  most  important  phases  of  otitis  media 
therapy  is  that  of  appropriate  followup.  The  reported 
incidence  of  deafness  six  months  following  an  acute 
otitis  media  ranges  from  6%  to  31%.  Hearing  loss 
may  be  subtle  but  carry  significant  consequences. 
Reed  showed  that  a 20-db  loss  at  two  frequencies, 
even  over  a short  period  of  time,  can  alter  the  child’s 
ability  to  learn.32  Olmsted  demonstrated  that  33%  of 
patients  with  acute  otitis  have  no  hearing  loss,  40% 
have  an  initial  loss  with  rapid  return  to  normal  hear- 
ing and  12%  show  persistent  hearing  loss  for  at  least 
six  months.33  This  is  significant  morbidity.  It  is  there- 
fore important  to  follow  the  patient  with  otitis  until 
the  hearing  is  normal.  Audiograms  are  important  in 
the  followup  and  physicians  should  be  encouraged  to 
use  them  in  the  office. 

The  following  approach  is  proposed.  Every  child 
with  acute  or  chronic  suppurative  otitis  should  be 
followed  until  his  hearing,  tympanic  membrane  and 
middle  ear  structures  are  normal  or,  after  evaluation 
by  an  otolaryngologist,  are  found  to  be  stable.  This 
can  be  accomplished  in  several  ways: 

a)  If  at  the  end  of  72  hours  of  therapy,  the  patient  is 
still  febrile  or  in  pain,  he  should  be  reevaluated.  The 
possibility  of  improper  dosage  or  irregular  adminis- 
tration of  antibiotics  should  be  considered.  A change 
in  drugs  or  a diagnostic  myringotomy  may  be  in 
order.  If  the  patient  now  responds,  he  may  be  fol- 
lowed as  described  below  or,  if  response  is  in- 
adequate, he  should  be  referred  to  an  otolaryngolo- 
gist. 

b)  II  the  parents  feel  the  child  is  improving  and  is 
free  of  fever  and  painful  symptoms,  he  should  be  seen 
again  in  ten  to  14  days.  If  all  is  normal  then,  he  may 
be  discharged. 

II  the  disease  is  still  present,  either  suppurative  or 


serous,  further  therapy  should  probably  consist  of  a 
repeated  course  of  antibiotics 

An  alternative  for  the  family  practitioner  or  pedia- 
trician at  this  point  would  be  referral  to  an  oto- 
laryngologist. This  is  particularly  true  during  the 
school  year  when  hearing  loss,  even  temporary,  may 
handicap  a child.  The  otolaryngologist  might  then 
treat  medically  as  above  or  perform  a diagnostic 
myringotomy,  following  the  patient  as  outlined 
above. 

I f at  the  time  of  the  second  followup  (third  visit  to 
MD)  middle-ear  disease  persists  either  on  physical 
exam  or  by  audiogram,  an  otologist  should  be  con- 
sulted. If  the  patient  is  already  in  the  hands  of  an 
otologist,  he  should  consider  the  need  for  vent  tubes 
and/or  adenoidectomy,  and/or  myringotomy. 

c)  If  the  patient  recovers  from  his  initial  episode 
but  has  a recurrence  within  three  months,  he  should 
be  treated  with  antibiotics  and  followed  until  hearing 
and  middle  ear  are  again  normal.  This  patient  should 
be  seen  again  in  a few  months  for  reevaluation. 

d)  More  than  three  episodes  of  acute  otitis  media 
in  one  winter  suggests  underlying  disease,  and  consul- 
tation by  an  otolaryngologist  should  be  considered. 

e)  A persistent  hearing  deficit  on  an  office  audio- 
gram  also  requires  further  otologic  and  audiometric 
evaluation. 

f)  Parents  should  be  instructed  to  return  the  child 
for  reevaluation  if  ear  pulling,  difficulty  in  hearing, 
“bubbling”  in  the  ear  or  other  suggestive  symptoms 
recur.  Similarly,  if  the  child  develops  persistent  fever 
during  an  upper  respiratory  infection  or  fever  late  in 
the  course  of  a “cold,”  he  should  be  reexamined. 

g)  Otitis  media  in  the  very  young  infant  is  a special 
problem  and  requires  great  care  in  therapy  since  both 
acute  complications  and  long-term  problems  are 
more  common  in  this  age  group.  It  is  recommended 
that  early  otological  examination  and  followup  be 
planned.  Followup  should  be  in  the  hands  of  both  the 
otologist  and  the  infant’s  referring  physician. 

The  Special  Value  of  Audiometry 

Audiometry  has  an  important  role  in  the  followup 
of  patients  with  acute  or  chronic  otitis  media.  Regu- 
lar audiometric  assessment  provides  useful  elements 
for  the  treatment  of  otitis  media. 

There  are  several  particularly  useful  additional 
tests  and  techniques  that  are  available  to  assess  au- 
ditory function  which  can  be  used  for  minimal  fol- 
lowup. These  tests  include  the  use  of  air  conduction 
threshold  measurements  and  also  the  measurement  of 
the  speech  reception  threshold.  When  following  the 
older  responsive  child  or  the  adult,  the  air  conduction 
test  will  provide  the  needed  information;  however, 
when  testing  the  younger  child  the  use  of  speech 
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reception  thresholds  will  provide  needed  con- 
firmation of  the  child's  responses  to  pure  tones  and, 
therefore,  lead  to  more  confidence  in  the  obtained 
results. 

Acoustic  impedance  measurements  are  also  of 
great  value  in  assessing  the  functional  status  of  the 
middle  ear  and  eustachian  tube  and  can  be  used  to 
determine  middle  ear  elTusion  with  a high  degree  of 
accuracy.34  These  measures  currently  are  expensive  to 
apply  and  require  skilled  personnel  to  administer  but 
show  great  promise  for  the  future. 

Complications  in  Children 

Since  the  advent  of  antibiotic  therapy,  complica- 
tions have  become  much  less  common.  They  do  oc- 
cur, however,  and  must  be  considered  in  any  dis- 
cussion of  otitis  media. 

The  immediate  source  of  complications  of  sup- 
purative otitis  media,  acute  or  chronic,  occurs  when 
the  infection  ceases  to  be  confined  only  to  the  mem- 
brane lining  of  the  middle  ear  cleft  and  spreads  into 
or  beyond  the  containing  walls.  The  earliest  compli- 
cation, therefore,  is  an  infection  of  the  bone,  and  the 
classical  infection  of  bone  is  an  acute  coalescent  mas- 
toiditis, a breakdown  of  the  bony  walls  of  the  mas- 
toid air  cells  and  conversion  of  the  mastoid  process 
into  an  acute  empyema. 

Spread  of  infection  through  and  beyond  the  bony 
confines  of  the  middle  ear  cleft  has  grave  con- 
sequences owing  to  intimate  anatomical  relationships 
with  vital  structures.  Superiorly,  the  cleft  is  separated 
from  the  middle  cranial  fossa  only  by  a thin  plate  of 
bone;  posteriorly,  from  the  posterior  cranial  fossa 
and  lateral  sinus  by  a rather  thicker  plate.  Medially, 
the  footplate  of  the  stapes  and  round  window  offer 
their  protection  to  the  inner  ear,  which,  once  infected, 
may  allow  spread  intracranially  by  the  easy  route 
afforded  by  the  internal  auditory  meatus.  Inferiorly, 
the  hypotympanum  may  have  only  an  eggshell  thick- 
ness of  bone  between  it  and  the  jugular  bulb,  while 
the  facial  nerve  in  the  middle  ear  lies  more  securely  in 
the  fallopian  canal,  which  is  often  deficient  in  places. 

The  three  major  complications  of  mastoiditis  are: 
brain  abscess,  meningitis  and  lateral  sinus  throm- 
bophlebitis. Other  recognized  and  formidable  com- 
plications of  otitis  media  are:  extradural  abscess,  sub- 
dural abscess,  petrositis,  labyrinthitis,  facial  paralysis 
and  otitic  hydrocephalus. 

Summary 

We  have  presented  recommendations  for  diagnosis 
and  management  of  otitis  media  in  children  based  on 


a comprehensive  review  of  the  pertinent  medical  liter- 
ature. For  an  entity  that  is  so  common,  there  still 
remain  amazingly  large  numbers  of  areas  of  con- 
troversy. We  have  also  attempted  to  stress  the  impor- 
tance of  appropriate  therapy  and  adequate  followup 
as  being  very  important  in  the  management  of  otitis 
media.  Newer  concepts,  particularly  the  use  of  the 
impedance  bridge  tympanogram,  have  been  men- 
tioned. 

With  all  the  above  background  information  in 
mind  and  with  considerations  for  what  is  practical  for 
the  patient  and  the  medical  community,  we  would 
recommend  the  following  as  the  acceptable  minimal 
care  for  patients  with  otitis  media. 

When  the  diagnosis  of  acute  otitis  media  is  made 
on  the  basis  of  physical  findings  of  myringitis,  and/or 
middle  ear  fluid  and/or  rupture  of  the  tympanic 
membrane,  the  following  treatment  course  is  advis- 
able: 

Neonates 

• Culture  of  middle  ear  fluid  if  possible. 

® Ampicillin  200  mg/kg/day  intramuscularly. 

• Gentamicin  3/5mg/kg/day  intramuscularly. 

• Hospitalize  and  treat  until  well  and  for  minimum 
of  seven  days. 

• Observe  closely  for  meningitis  and  other  infections 
and  drug  toxicity.  These  should  be  handled  only  by 
physicians  experienced  in  dealing  with  patients  in 
this  age  range.  Appropriate  work-up  for  septicemia 
should  precede  treatment. 

• Switch  to  specific  antibiotic  when  cultures  and 
sensitivity  available. 

Children 

From  2 months  to  6 years  of  age: 

• Ampicillin  50mg/kg/day. 

• Decongestant  (if  desired). 

• Administer  for  ten  days.  Every  patient  with 
otorrhea,  severe  otitis  and  those  not  clinically  well 
should  be  seen  for  followup  ten  to  14  days  later. 
They  should  have  a minimum  of  otologic  eval- 
uation including  drum  mobility.  In  persistent  cases, 
audiometry  and  otologic  referral  are  necessary. 

• If  patient  is  allergic  to  penicillin,  erythromycin  at 
20mg/lb/day  may  be  used.  Trimethoprim  sulfa 
may  hold  promise  in  the  future.  Tetracycline  is 
never  indicated  in  this  age  range  because  of  side 
effects  and  high  relapse  rate  secondary  to  resistant 
organisms. 

Patients  above  6 years  of  age: 

• Penicillin  pheyoxymethyl  250  mg  every  six  hours 
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for  ten  days. 

• Decongestant  (if  desired). 

• Followup  and  penicillin  allergy  as  above. 
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THERE  AREA 
LOT  OF  PEOPLE 
GETTING  BETWEEN 

YOU  AND  YOUR 
PATIENT. 


Medicine  today  is  in  the  spotlight,  subjected  to  all 
kinds  of  scrutiny.  Your  control  over  patient  therapy  is 
being  monitored,  judged  and  occasionally  abrogated, 
sometimes  by  unknown  third  parties. 

The  worry  is  that  in  the  wake  of  this  focus,  the  rela- 
tionship between  you  and  your  patient  will  be  weakened, 
without  offsetting  benefits.  Consider  three  examples: 
Drug  Substitution  In  most  states,  pharmacy  laws, 
regulations  or  professional  custom  stipulate  that  your 
non-generic  prescriptions  be  filled  with  the  precise  prod- 
ucts you  prescribe.  But  in  the  last  five  years,  a dozen  or 
more  State  laws  have  been  changed,  permitting  the  phar- 
macist in  most  cases  to  select  a product  of  the  same 
generic  drug  to  fill  any  prescription. 

Ironically,  this  dilution  of  physician  control  has 
taken  place  against  a background  of  growing  evidence 
that  purportedly  equivalent  drug  products  may  be  in- 
equivalent, since  neither  present  drug  standards  nor  their 
enforcement  are  optimal.  In  fact,  the  FDA  itself  says  it 
has  not  enforced  the  same  standards  for  hundreds  of 
“follow-on"  products  that  it  had  applied  to  the  original 
NDA  approvals.  Thus  physician  control  over  patient 
therapy  is  being  eroded  with  a risk  that  patients  may  be 
exposed  to  drugs  of  uncertain  quality. 

The  major  advertised  claim  for  substitution  is  reduced 
prescription  prices  for  consumers.  Yet  no  documentation 
of  any  significant  savings  has  been  produced. 

NAG  Maximum  Allowable  Cost,  MAC  for  short,  is 
a Federal  regulation  designed  to  cut  the  Government’s 
drug  bill  by  setting  price  ceilings  for  drugs  dispensed  to 
Medicare  and  Medicaid  patients.  Unless  the  prescriber 
certifies  on  the  prescription  that  a particular  product  is 
medically  necessary,  the  Government  intends  to  pay  only 
for  the  cost  of  the  lowest-priced,  purported ly-equivalent, 


generally-available  product.  The  effect  of  the  program 
may  be  that  elderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  of  the  program,  since  Government  will 
have  absolute  authority  to  make  its  choices  stick. 


The  drug  lag  The  future  of  drug  and  device  re- 
search depends  upon  a scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  $ 1 billion  of  its  own  funds  and  evaluating 
more  than  1 ,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  system  disorders,  among 
others.  But  there  is  a major  barrier  to  the  flow  of  new 
drugs  to  your  patients : The  cost  of  the  research  is  more 
than  ten  times  what  it  was,  per  product,  in  1962;  and 
whereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  then,  it  commonly  consumes  two 
years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That’s  why  the  increased  efficiency  of  the  drug  approval 
process  is  vital  to  all  our  futures. 

If  these  issues  concern  you,  we  suggest  that  you  make 
your  voice  heard— among  your  colleagues  and  your  repre- 
sentatives in  State  legislatures  and  in  Washington. 

It  could  make  a difference  in  your  practice  tomorrow. 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N. W,  Washington,  D.C.  20005 


Virginia  Medical’s  photographer  went  to  a meeting  of  your  MSV  Council  on  a 
recent  Saturday  and  took  these  pictures.  The  report  of  this  meeting  is  published  on 
the  following  pages. 


Deep  in  study:  Councilors  Harry  C.  Kuykendall,  George  M.  Nipe  and  H.  C.  Alexander,  III. 

Decisions,  Decisions: 

Your  Councilors  at  Work 


Left  to  right:  Councilors  Gervas  S.  Taylor,  Jr.,  and  Harold  L.  Williams;  Past  President 
Raymond  S.  Brown;  President  W.  Leonard  Weyl.  In  the  background,  left,  Vice-Councilor 
John  A.  Owens,  Jr.;  right,  visitor  Melvin  D.  Small,  who  gave  a CME  progress  report. 


Upper  right:  from  left,  James  B.  Kenley,  ex-officio 
Councilor  and  State  Commissioner  of  Health;  Coun- 
cilor Girard  V.  Thompson,  Sr.;  Vice-Councilor  Charles 
H.  Crowder,  Jr.,  who  was  sitting  in  for  Councilor  Gor- 
don G.  Birdsong;  Councilors  Charles  M.  Caravati.  Jr., 
and  Gervase  Taylor.  In  the  background,  visitor  James  S. 
Kitterman,  observing  for  the  Norfolk  Academy  of  Med- 
icine. 


Right:  President-Elect  William  J.  Hagood,  Jr.,  left,  and 
Councilor  C.  Barrie  Cook. 


Lower  left:  from  left,  Councilors  Barrie  Cook  and  James 
Hal  Smith,  and  Speaker  of  the  House  K.  K.  Wallace,  Jr. 
Allen  C.  Goolsby,  III,  MSV  attorney,  stands  in  the 
background. 


The  Medical  Society  of  Virginia 

~ CEEDINGS 


Minutes  of  the  Council 


A meeting  of  Council  of  The  Medical  Society  of 
Virginia  was  held  in  Richmond  at  the  Hyatt  House 
on  Saturday,  March  12,  1977. 

Members  Present : Dr.  W.  Leonard  Weyl;  Dr.  Wil- 
liam J.  Hagood,  Jr.;  Dr.  Raymond  S.  Brown,  Dr. 
Charles  E.  Davis;  Dr.  James  B.  Kenley,  Ex-Officio; 
Dr.  W.  T.  Thompson,  Jr.,  Ex-Officio;  Dr.  K.  K. 
Wallace,  Jr.;  Dr.  Harold  L.  Williams;  Dr.  Gervas  S. 
Taylor,  Jr.;  Dr.  Charles  M.  Caravati,  Jr.;  Dr.  Girard 
V.  Thompson,  Sr.;  Dr.  H.  C.  Alexander,  III;  Dr. 
George  M.  Nipe;  Dr.  Harry  C.  Kuykendall;  Dr. 
James  Hal  Smith  and  Dr.  C.  Barrie  Cook. 

Others  Present : Dr.  Harry  J.  Warthen,  Editor 
Emeritus;  Dr.  William  S.  Burton,  Dr.  Frederick  K. 
McCune,  Dr.  J.  Latane  Ware,  Dr.  Charles  H.  Crow- 
der, Jr.,  Dr.  John  A.  Owen,  Jr.,  Dr.  Herbert  W. 
Coone,  Dr.  Robert  V.  Galliot  and  Dr.  Gerald  J. 
Fisher,  Vice-Councilors;  Dr.  William  S.  Hotchkiss, 
Dr.  Michael  A.  Puzak  and  Dr.  F.  Ashton  Carmines, 
AMA  Delegates;  Dr.  John  A.  Martin,  Dr.  Carl  E. 
Stark  and  Dr.  Percy  Wootton,  Alternate  AMA  Dele- 
gates; Dr.  James  S.  Kitterman,  President-Elect,  Nor- 
folk Academy  of  Medicine;  Mrs.  William  N.  Gordge, 
President,  The  Auxiliary;  Dr.  William  R.  Drucker, 
Dean,  University  of  Virginia  School  of  Medicine;  Dr. 
Jesse  L.  Steinfeld,  Dean,  Medical  College  of  Virginia; 
Dr.  Thomas  Kolcum,  representing  Dr.  Gerald  Hol- 
man, Dean,  Eastern  Virginia  Medical  School;  Dr. 
James  M.  Peery,  President,  State  Board  of  Medicine; 
Mr.  Jonathan  Bacon,  representing  the  MCV  Student 
Medical  Association;  Mr.  Robert  G.  Stuart,  Execu- 
tive Secretary,  VaMPAC;  and  Mr.  Allen  Goolsby, 
Society  Attorney. 

AMA  Delegates 

The  Medical  Society  of  Virginia  has  been  making  a 
determined  effort  to  obtain  a fourth  delegate  to 
AMA.  Mr.  Moore  advised  that  these  efforts  have 
been  successful  and  that  the  Society  is  now  entitled  to 


a fourth  delegate.  As  the  result  of  a retabulation  on 
the  part  of  AMA,  the  Society  is  credited  with  3,005 
AMA  members,  putting  us  just  over  the  line.  Mr. 
Moore  went  on  to  state  that  experience  thus  far  this 
year  is  encouraging  and  that  we  should  be  able  to 
qualify  for  a fourth  delegate  once  again  in  1978. 

Dr.  Weyl  indicated  that,  during  the  interim  be- 
tween annual  meetings  he  proposes  to  appoint  Dr. 
Carl  E.  Stark,  currently  the  Society's  senior  alternate 
delegate,  as  the  fourth  delegate.  Dr.  Brown  was  pro- 
posed as  the  fourth  alternate  and  Dr.  Weyl  would 
complete  Dr.  Stark's  unexpired  term.  A motion  by  Dr. 
Taylor  to  endorse  and  accept  the  proposed  appoint- 
ments was  seconded  and  adopted. 

Blue  Cross-Blue  Shield 

It  was  recalled  that  Council,  during  its  meeting  last 
November,  discussed  the  advisability  of  developing  a 
Blue  Cross-Blue  Shield  program  featuring  a deduct- 
ible of  SI, 000.  The  thought  behind  it  was  that  the 
only  truly  effective  cost  control  factor  in  health  insur- 
ance is  a substantial  deductible  and  that  medicine 
should  seriously  consider  pointing  the  way. 

Mr.  Roy  Battista  and  Mr.  John  Huddleston  were 
on  hand  to  discuss  the  proposal  from  the  viewpoint 
of  Blue  Cross-Blue  Shield.  First  of  all,  Council  was 
advised  that  the  Society’s  Blue  Cross-Blue  Shield 
Plan  had  enjoyed  a good  year  and  that  no  change  in 
base  premium  rates  was  contemplated  for  1977-78. 
There  had,  however,  been  numerous  requests  from 
individual  physicians  for  a stop-loss  feature  in  the 
Plan.  Such  a feature  would  mean  that  after  SI, 250  has 
been  expended  by  the  subscriber  under  the  major 
medical  segment  of  the  Plan,  he  would  be  totally 
covered  from  that  point  on.  The  deductible  of  80% 
would  no  longer  apply.  This  additional  protection 
will  mean  an  additional  premium  of  not  more  than 
$2.82  per  month  for  major  medical. 

Mr.  Huddleston  then  discussed  the  proposed  de- 
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ductible  and  indicated  that  employees  covered  under 
the  Plan  simply  would  not  be  able  to  afford  large 
deductibles.  Consequently,  Blue  Cross-Blue  Shield  is 
proposing  to  establish  deductible  alternatives  appli- 
cable only  to  physicians.  Should  the  Society  decide 
to  adopt  such  a provision,  it  would  have  the  choice 
of  selecting  a deductible  of  $300-500-or  $1,000.  All 
physician-subscribers  would  then  be  covered  under 
the  deductible  selected. 

Council  was  then  advised  that  12%  of  all  claims 
had  been  paid  for  nervous  and  mental  conditions. 
This  situation  has  prevailed  for  several  years  and 
more  effective  controls  would  seem  to  be  in  order. 
Consequently,  it  was  suggested  that  basic  coverage 
for  such  illness  be  dropped  back  to  a maximum  of  30 
days,  a change  which  would  surely  improve  the  pro- 
gram's experience.  Major  medical  would  then  take 
over  with  its  community-rated  formula.  It  was  the 
consensus  that  this  particular  matter  should  be  re- 
ferred to  the  Insurance  Committee  for  further  study. 

Council  agreed  that  a decision  must  be  made  as  to 
whether  the  Society  should  seriously  consider  the 
proposed  deductible  alternative  explained  by  Mr. 
Huddleston.  A motion  by  Dr.  Kuykendall  to  give  this 
proposal  serious  consideration  was  seconded  and  car- 
ried. 

Annual  Meeting  Format. 

Dr.  John  Owen,  Chairman  of  the  Program  Com- 
mittee, reported  the  results  of  a questionnaire  circu- 


lated during  the  1976  Annual  Meeting  at  Williams- 
burg. The  questionnaire  has  enabled  the  Committee 
to  learn  what  most  of  the  membership  is  looking  for 
in  a scientific  program.  Every  effort  will  be  made  to 
respond  to  the  findings  of  the  questionnaire. 

Dr.  Owen  went  on  to  say  that  for  the  first  time 
speakers  have  complained  about  the  conflicts  result- 
ing from  the  annual  golf  and  tennis  tournaments.  It 
was  brought  out  that  these  tournaments  take  away 
approximately  100  members  from  the  scientific  pro- 
grams on  Friday.  Consequently,  the  Program  Com- 
mittee expressed  the  hope  that  Council  would  ask  the 
Committee  on  Arrangements  not  to  schedule  any 
events  which  would  conflict  with  the  scientific  pro- 
gram. This  would  mean  that  the  golf  and  tennis  tour- 
naments would  begin  in  the  early  afternoon.  A motion 
by  Dr.  Hagood  to  approve  the  Progrant  Committee' s 
request  was  seconded  and  adopted. 

Dr.  Owen  then  discussed  the  Sunday  morning  ses- 
sion, pointing  out  that  it  has  normally  been  set  aside 
for  matters  of  a socioeconomic  nature.  He  indicated 
that  the  Committee  was  thinking  of  a session  on 
estate  planning  and  management  and  asked  for  any 
comments  Council  might  have.  Everyone  thought 
such  a session  might  be  well  received. 

Mrs.  Gordge  indicated  that  the  Auxiliary  would 
welcome  an  opportunity  to  join  with  the  Society  in 
sponsoring  a joint  program  on  matters  of  concern  to 


A view  of  Council  during  the  session  here  reported.  Councilors  and  officers  sit  on  all  sides  of  a rectangular  table 
in  the  center  of  the  room.  At  the  surrounding  tables  sit  vice-councilors,  AMA  delegates,  and  guests. 
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everyone.  Alcoholism  was  mentioned  as  a prime  ex- 
ample. 

The  advantages  of  having  specialty  societies  meet 
in  conjunction  with  the  Annual  Meeting  were  dis- 
cussed at  some  length.  Hope  was  expressed  that  the 
various  specialty  groups  would  continue  to  meet  at 
that  time  and  cooperate  with  both  the  Program  Com- 
mittee and  the  Committee  on  Arrangements  in  mak- 
ing the  Annual  Meeting  a meaningful  event. 

It  was  learned  that  the  Richmond  Academy  of 
Medicine  is  eager  for  the  Second  Session  of  the 
House  of  Delegates  to  begin  at  1 pm  rather  than  2 pm. 
It  was  pointed  out  that  this  extra  hour  could  have 
been  put  to  good  use  last  year.  Dr.  Weyl  indicated 
that  every  effort  would  be  made  to  control  the  situa- 
tion and  assure  an  adjournment  time  of  not  later  than 
5:30  pm. 

Charter. 

When  Council  met  on  January  15  it  agreed  to 
review  the  proposed  restatement  of  the  Articles  of 
Incorporation  and  submit  its  comments  to  Dr.  Cara- 
vati's  special  committee  prior  to  February  1.  The 
various  comments  and  suggestions  could  then  be  in- 
corporated into  a final  proposed  draft  to  be  consid- 
ered during  the  March  meeting. 

Mr.  Goolsby  reviewed  the  various  Articles  in  detail 
and  indicated  that  there  was  some  question  as  to 
whether  honorary  active  members  should  be  deprived 
of  their  right  to  hold  office.  Although  there  was  con- 
siderable discussion  on  this  matter,  it  was  agreed  that 
there  was  very  little  chance  that  a nonresident  of  the 
state  would  ever  be  elected  to  a responsible  office.  A 
motion  to  delete  the  provision  that  “they  may  not 
hold  office  in  the  Society  . . .”  and  state  instead  that 
honorary  active  members  are  entitled  to  full  privi- 
leges of  membership  was  seconded  and  adopted. 

It  was  the  consensus  that  the  word  “general" 
should  precede  the  phrase,  “Officer  of  the  American 
Medical  Association  . . in  Section  5 pertaining  to 
membership  in  the  House  of  Delegates.  This  would 
assure  membership  in  the  House  for  members  such  as 
Dr.  Palmer,  current  President  of  AM  A.  A motion  to 
insert  the  word  "general"  was  offered  by  Dr.  Taylor 
and  adopted. 

A question  was  raised  concerning  whether  an  ex- 
officio  member  had  the  right  to  vote  and  Mr. 
Goolsby  answered  in  the  affirmative.  Section  6,  hav- 
ing to  do  with  Council,  was  discussed  at  some  length 
and  it  was  agreed  that  there  should  be  clarification 
concerning  the  terms  which  can  be  served  by  council- 
ors and  vice-councilors.  It  was  also  learned  that  vice- 
councilors, sitting  in  for  their  councilors,  can  partici- 
pate in  all  discussions  and  debates  but  cannot  vote. 

The  matter  of  voting  by  proxy  was  then  reviewed  in 


detail  and  there  was  some  thought  that  any  proposed 
amendments  to  the  Articles,  or  any  other  matters 
submitted  by  Council  to  a vote  of  the  membership, 
should  first  be  subject  to  ratification  by  the  House  of 
Delegates.  A motion  to  require  ratification  was  de- 
feated because  of  possible  delays  as  a result  of  the 
time  factor  involved. 

In  answer  to  a question  concerning  the  meaning  of 
the  words,  “required  vote”,  Mr.  Goolsby  indicated 
that  a two-thirds  vote  would  be  necessary  for  the 
Articles  and  a majority  for  the  By-Laws. 

A motion  was  offered  by  Dr.  Wallace  calling  for 
adoption  of  the  proposed  Articles  as  amended.  The 
motion  was  seconded.  Dr.  Hagood  called  attention  to 
that  provision  giving  Council  the  right  to  amend 
Society  By-Laws  when  the  House  is  not  in  session.  It 
was  explained,  however,  that  since  the  House  nor- 
mally meets  but  once  a year,  the  Society  could  be- 
come quite  inflexible  in  its  operation. 

A substitute  motion  was  then  offered  by  Dr.  Kuy- 
kendall to  delete  in  Section  8 the  words,  “.  . . or,  if 
the  House  of  Delegates  is  not  in  session,  by  the  Coun- 
cil, in  either  case  . . .".  The  motion  was  seconded  and 
adopted. 

After  discussion,  on  motion  duly  made  and  sec- 
onded, the  following  resolutions  were  adopted  unani- 
mously: 

RESOLVED,  that  the  proposed  amendment  and 
restatement  of  the  Articles  of  Incorporation  of  the 
Society  in  the  form  attached  to  these  minutes  be  and 
it  hereby  is  found  to  be  in  the  best  interests  of  the 
Society;  and  further 

RESOLVED,  that  Council  hereby  directs  that  such 
amendment  and  restatement  of  the  Articles  of  In- 
corporation be  submitted  to  a vote  at  the  special 
meeting  of  members  of  the  Society  having  voting 
rights  to  be  held  at  10  am  EDT  on  May  14,  1977,  at 
the  Hyatt  House,  West  Broad  Street  and  Interstate 
64.  Richmond,  Virginia. 

Virginia  Medical  Monthly. 

Dr.  Weyl  introduced  Mrs.  Ann  Gray,  Managing 
Editor,  and  Dr.  W.  T.  Thompson,  Jr.,  Editor,  of 
Virginia  Medical.  He  reported  that  the  journal  had 
received  very  high  praise  at  a recent  national  confer- 
ence in  Chicago,  having  been  said  to  be  the  best  of  all 
those  reviewed.  Dr.  Thompson  stated  that  one  of  the 
Editorial  Board’s  big  objectives  is  to  make  the  jour- 
nal the  Society's  means  of  communications.  He  in- 
vited suggestions  and  indicated  that  the  publication 
would  not  rest  on  its  laurels. 

Legislative  Review. 

Mr.  Goolsby  reported  that  the  Society  had  enjoyed 
what  might  be  called  a very  good  year  from  a legisla- 
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tive  point  of  view.  He  stated  that  members  of  the 
General  Assembly  were  for  the  most  part  quite  coop- 
erative and  that  the  Society’s  viewpoints  always  re- 
ceived serious  consideration.  He  reviewed  a number 
of  bills  of  special  interest  to  the  profession.  They 
covered  such  subjects  as  statute  of  limitations,  risk 
management,  certificate  of  need,  continuing  medical 
education,  immunity  from  health  fair  tests,  medical 
students,  medical  review  panels,  etc.  In  response  to  a 
question,  it  was  learned  that  legislation  having  to  do 
with  the  ad  damnum  clause  and  the  payment  of 
awards  was  not  pressed  during  this  session.  They 
could  conceivably  be  brought  up  again  in  the  future. 

Regional  Communications  Workshops. 

Mr.  DeBolt  reported  that  the  first  Regional  Com- 
munications Workshop  was  scheduled  for  the  Rich- 
mond Academy  of  Medicine  on  Saturday,  April  2. 
Attractive  mailing  pieces  have  been  mailed  to  physi- 
cians in  the  Richmond  area  and  it  is  hoped  that  a 
really  good  attendance  will  result. 

Mr.  DeBolt  went  on  to  say  that  speakers’  bureaus 
are  being  created  with  the  assistance  of  The  Auxiliary 
and  that  they  could  be  active  by  fall. 

Scoliosis  Screening  Project. 

The  Virginia  Orthopaedic  Society  has  indicated  its 
interest  in  obtaining  Society  endorsement  of  a state- 
wide scoliosis  screening  program  for  all  children  en- 
rolled in  Grades  5-9.  The  project  involves  a short 
session  with  school  nurses  and  physical  education 
instructors  to  show  them  an  instructional  film  on 
screening  examinations  and  proper  referral  of  those 
with  suspicious  findings  to  family  physicians  or  or- 
thopaedists for  further  evaluation. 

A motion  by  Dr.  A lexander  to  endorse  the  screening 
project  was  seconded  and  carried. 

Drug  Dispensing. 

Several  questions  have  been  raised  as  a result  of  a 
recent  hearing  held  by  the  State  Board  of  Medicine. 
The  hearing  had  to  do  with  certain  dispensing  prac- 
tices being  carried  on  by  a Virginia  physician.  Among 
the  matters  discussed  were  dispensing  permits,  safety 
cap  containers,  prescription  instructions,  etc. 

Dr.  Peery  advised  that  there  existed  a strong  differ- 
ence of  opinion  with  reference  to  that  portion  of  the 
Pharmacy  Code  having  to  do  with  the  right  of  physi- 
cians to  dispense.  Consequently,  the  Attorney  Gen- 
eral is  being  asked  to  review  the  Code  once  again  and 
prepare  an  opinion  for  the  Board.  Dr.  Alexander 
stated  that  he  had  not  had  an  opportunity  to  discuss 
the  hearing  with  the  parties  involved  and  believed 
that  the  matter  should  be  carried  over  to  Council’s 
May  meeting.  Dr.  Weyl  agreed,  pointing  out  that 


some  of  the  issues  involved  might  well  have  far-reach- 
ing implications. 

Radiation  Therapy. 

Although  the  subject  of  radiation  therapy  to  head, 
neck  and  chest  areas  had  been  discussed  by  Council 
last  year,  it  was  again  placed  on  the  agenda  as  a result 
of  renewed  interest  and  concern.  Much  of  this  inter- 
est, particularly  on  the  part  of  the  public,  is  attributed 
to  the  program  “60  Minutes”,  televised  nationally  on 
January  16.  Some  members,  reacting  to  this  concern, 
have  urged  the  establishment  of  a state  registry  to 
handle  the  evaluation  of  related  cases. 

The  therapy  which  has  caused  such  concern  was 
administered  20  to  30  years  ago  and  the  task  of 
tracking  down  those  patients  involved  would  pose 
what  many  consider  an  almost  impossible  under- 
taking. Many  of  the  records  no  longer  exist  and  the 
patients  have  undoubtedly  moved  to  all  parts  of  the 
nation.  It  seemed  to  be  the  consensus  that  this  was 
not  a job  for  The  Medical  Society  of  Virginia  but 
might  possibly  be  one  for  the  Department  of  Health. 
There  was  some  thought  that  the  Department  might 
consider  ways  and  means  of  making  the  risk  factor 
known  and  also  the  feasibility  of  attempting  to  locate 
affected  patients. 

It  was  agreed  that  the  matter  deserved  to  be  pub- 
licized and  that  it  might  be  well  for  a committee  with 
broad  representation  to  concern  itself  with  the  iden- 
tity and  promotion  of  treatment.  Dr.  Weyl  stated  that 
the  matter  would  be  referred  to  the  Cancer  Com- 
mittee with  the  hope  that  its  recommendations  could 
be  brought  back  to  Council  on  May  14. 

Memorial  Fund. 

Dr.  Warthen  reported  that  some  interest  exists  in 
developing  a proper  memorial  for  one  of  Virginia's 
Revolutionary  War  heroes,  Dr.  William  Rickman. 
Descendants  of  Dr.  Rickman  have  already  made  a 
contribution  to  the  Society  in  the  hope  that  such  a 
memorial  might  be  forthcoming. 

Dr.  Warthen  stated  that  he  had  recently  visited  the 
burial  site  of  Dr.  Rickman  and  found  it  in  a poor 
state  of  preservation.  A brick  fence  surrounding  the 
small  cemetery,  located  in  dense  woodland,  has  dete- 
riorated to  the  point  that  it  offered  no  protection 
from  animals,  trespassers,  etc.  He  discussed  certain 
possibilities,  such  as  installation  of  a cyclone-type 
fence  or  perhaps  a roadside  marker  calling  attention 
to  the  historical  significance  of  the  Rickman  home 
and  property. 

A motion  by  Dr.  Kuykendall  directing  that  a spe- 
cial committee,  headed  by  Dr.  Warthen,  be  ap- 
pointed for  the  purpose  of  exploring  various  memo- 
rial possibilities  was  seconded  and  carried. 
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Continuing  Medical  Education. 
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Dr.  Melvin  Small.  Chairman  of  the  Society’s  Com- 
mission on  Continuing  Medical  Education,  discussed 
in  detail  the  accomplishments  of  the  Commission  and 
its  plans  for  the  future.  Ele  indicated  that  many  medi- 
cal societies  now  consider  continuing  medical  educa- 
tion to  be  one  of  their  most  important  projects.  At 
least  25  have  indicated  an  interest  in  relating  contin- 
uing education  to  membership.  Dr.  Small  went  on  to 
say  that  continuing  medical  education  seems  to  be 
very  much  in  the  plans  of  the  federal  government  and 
that  the  target  date  for  mandatory  CME  is  1980. 

Dr.  Small  pointed  out  that  some  type  of  controlled 
study  on  the  value  of  continuing  education  is  needed 
and  that  the  Commission  is  proposing  such  a project. 
It  would,  of  necessity,  require  federal  funding.  The 
study  would  utilize  volunteer  participants  and  eval- 
uate the  efficacy  of  various  modes  of  continuing 
medical  education.  It  is  anticipated  that  the  study 
contract  would  be  for  a five-year  period  and  would 
call  for  an  outlay  of  approximately  $5  million.  Such 
funding  would  not  cover  routine  housekeeping  costs. 

Hope  was  expressed  that  such  a study  could  pro- 
vide a definite  answer  to  the  question  of  whether 
CME  has  any  measurable  effect  on  the  quality  of 
medical  care.  Dr.  Small  stated  that  evaluation  of  the 
various  continuing  medical  education  modes  is  of  the 
utmost  importance  and  that  the  proposed  study 
would  feature  a first-year  pilot  program  and  a sec- 
ond-year program  of  evaluation  which  would  deter- 
mine a course  of  action  to  be  followed  during  the  next 
three  years.  It  was  his  feeling  that  approximately  10% 
of  the  Society  membership  would  participate  in  one 
way  or  another.  No  study  of  this  nature  has  ever  been 
undertaken  and  it  could  conceivably  provide  answers 
and  information  long  sought  by  the  profession. 

A motion  was  then  offered  by  Dr.  Kuykendall  to 
support  the  Commission's  proposals  in  principle  and 
authorize  further  exploration  into  the  feasibility  of 
such  an  undertaking.  The  motion  was  seconded  and 
adopted  with  the  understanding  that  the  proposal 
ultimately  would  be  brought  to  the  attention  of  the 
House  of  Delegates. 

Council  was  then  advised  that  the  Society,  from 
this  point  on,  will  be  expected  to  take  definitive  ac- 
tion relating  continuing  medical  education  to  Society 
membership.  It  was  agreed  that  the  matter  must  be 
brought  to  the  attention  of  the  membership. 

Dr.  Small  went  on  to  discuss  budgetary  require- 
ments of  the  basic  continuing  medical  education  pro- 
gram and  stated  that  $56,000  will  be  required  as  an 
annual  basic  expenditure.  He  also  expressed  the  opin- 
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ion  that  Commission  members  should  be  appointed 
for  three-year  terms  and  that  the  Chairman  should 
serve  for  four  years.  It  was  agreed  that  the  structure 
of  the  Commission  should  be  referred  to  the  Com- 
mittee on  By-Laws  for  its  study  and  recommenda- 
tions, hopefully  on  May  14. 

Council  agreed  that  the  Commission  probably 
should  expand  its  activities  into  other  areas  of  CME, 
including  planning  and  arrangement  of  programs, 
assisting  hospitals  and  others  in  designing  programs 
for  specific  categories  of  credit,  etc.  A motion  by  Dr. 
Wallace  to  this  effect  was  seconded  and  carried. 

Telephone  Listing  by  Specialty. 

Council  has  been  requested  to  give  some  thought 
to  the  advisability  of  establishing  policy  guidelines 
with  reference  to  the  listing  of  physicians  in  telephone 
directories  by  specialty.  The  Reuben  H.  Donnelley 
Corporation  is  planning  to  change  the  directory  for- 
mat so  as  to  list  physicians  alphabetically  under  the 
various  specialty  categories.  This  has  raised  the  ques- 
tion as  to  what  criteria  should  be  used  to  determine 
just  how  a physician  will  list  himself,  especially  where 
secondary  listings  are  concerned.  Everyone  agreed 
that  only  those  special  headings  approved  by  AMA 
should  be  used  by  Donnelley.  A motion  to  this  effect 
by  Dr.  Cook  was  seconded  and  carried. 

It  was  also  agreed  that  a speical  committee  would 
be  appointed  to  study  the  problem  in  depth  and 
report  its  findings  and  recommendations  on  May  14. 

National  Health  Insurance. 

As  a result  of  the  January  meeting  of  Council,  a 
legislative  subcommitee  was  requested  by  Dr.  Weyl 
to  review  the  National  Health  Insurance  Bill  cur- 
rently sponsored  by  AMA.  Dr.  Hotchkiss  briefly  re- 
viewed the  background  of  the  legislation  and  stated 
that  the  first  AM A-sponsored  bill  was  introduced  in 
1971.  The  current  bill  will  use  the  private  insurance 
industry  as  its  basic  provider,  and  employers  will  be 
required  to  pay  approximately  65%  of  the  cost.  The 
bill  features  private  enterprise  financing,  freedom  of 
choice,  comprehensive  care  and  catastrophic  cov- 
erage. It  was  pointed  out,  however,  that  the  bill  is 
mandatory  in  nature,  a feature  to  be  deplored.  Dr. 
Hotchkiss  indicated  that  the  compulsory  feature  was 
undoubtedly  necessary  in  order  to  obtain  Congres- 
sional sponsorship. 

American  Association  of  Medical  Society  Executives. 

During  the  January  meeting  of  Council,  consid- 
eration was  given  to  a request  from  the  American 
Association  of  Medical  Society  Executives  for  an  an- 
nual grant  of  $500  for  the  years  1977,  1978  and  1979. 
All  state  societies  were  asked  to  authorize  such  a 
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grant  in  order  that  AAMSE  could  prepare  and  pre- 
sent programs  designed  for  the  development  of 
greater  administrative  and  managerial  excellence  in 
the  executive  staffs  of  state  and  component  societies. 
The  Executive  Vice-President  indicated  at  that  time 
that  it  would  be  difficult  for  him  to  justify  such  an 
outlay  of  funds,  even  though  he  was  a long-time 
member  of  AAMSE. 

Since  the  January  meeting,  the  Society  has  learned 
that  just  about  all  state  societies  have  complied  with 
the  AAMSE  request  and  Virginia  has  been  asked  to 
make  it  100%.  Consequently,  it  has  been  suggested 
that  a contribution  of  not  more  than  $100  be  made 
during  each  of  the  next  three  years.  A motion  by  Dr. 
Taylor  to  this  effect  was  seconded  and  carried. 

Patient  Package  Inserts. 

The  FDA  has  recently  proposed  that  patient  pack- 
age inserts  be  required  on  all  prescription  drugs. 
Many  physicians  believe  the  dangers  of  such  a re- 
quirement are  obvious,  particularly  since  there  has 
never  been  a controlled  clinical  study  to  determine 
whether  such  inserts  do  more  good  than  harm. 

Dr.  Alexander  then  moved  that  a resolution  sub- 
mitted by  Dr.  James  M.  Moss  be  adopted.  Council 
concurred  and  the  following  resolution  will  be  in- 
troduced in  the  AMA  House  of  Delegates: 

Whereas,  The  inclusion  of  patient  package  inserts 
for  all  prescription  drugs  has  been  proposed  by  sev- 
eral consumer  groups;  and 

Whereas,  The  FDA  has  yielded  to  these  pressures 
and  has  proposed  that  patient  package  inserts  be 
included  in  all  prescription  drugs;  and 

Whereas,  There  has  never  been  a prospective  con- 
trolled clinical  study  such  as  required  for  all  other 
therapeutic  innovations  to  show  whether  patient 
package  inserts  do  more  good  than  harm;  and 
Whereas,  The  inclusion  of  patient  package  inserts 
will  increase  the  cost  of  all  prescription  drugs,  and 
will  increase  the  liability  of  both  physician  and  phar- 
macist without  any  proven  benefits  to  the  public; 
therefore  be  it 

RESOLVED,  That  patient  package  inserts  only  be 
required  in  those  classes  of  drugs  in  which  it  has  been 
shown  by  prospective  controlled  clinical  trials  that 
they  either  improve  patient  compliance,  decrease  side 
effects,  decrease  drug  interactions  and/or  improve 
the  health  of  the  patient;  and  be  it  further 

RESOLVED,  That  no  patient  package  inserts  be 
required  until  such  studies  have  been  carried  out  and 
published  in  a scientific  journal;  and  be  it  further 
RESOLVED,  That  the  delegates  from  Virginia  in- 


troduce this  resolution  into  the  House  of  Delegates  of 
the  American  Medical  Association. 

Mailing  Labels. 

In  recent  days  the  Society  has  received  requests 
from  various  political  candidates  for  complete  sets  of 
membership  mailing  labels.  These  requests  have 
raised  a question  as  to  whether  such  labels  should  be 
provided,  particularly  since  the  Society  has  always 
been  extremely  careful  to  stay  out  of  the  political 
arena. 

It  was  learned  that  the  providing  of  such  lists 
would  pose  no  problem  as  far  as  the  Society's  tax 
status  is  concerned.  Everyone  agreed  that  if  such 
mailing  labels  were  provided  to  any  one  candidate, 
they  must  of  necessity  be  provided  all  candidates. 

A motion  was  then  made  by  Dr.  Wallace  to  comply 
with  requests  for  mailing  labels  and  that  the  pricing 
for  such  service  be  left  to  the  judgment  of  the  staff. 
The  motion  was  seconded  and  adopted. 

ACTH  Injections. 

Medicare  has  raised  a question  as  to  whether 
ACTH  injections  remain  a generally  accepted 
method  of  treatment  of  arthritis.  Those  physicians 
consulted  have  indicated  that  the  agent  is  no  longer  a 
generally  accepted  method  of  treatment  but  that  situ- 
ations do  arise  where  such  injections  serve  a purpose. 

Following  considerable  discussion  it  was  moved 
that  Council  express  the  opinion  that  use  of  ACTH 
injections  in  the  treatment  of  arthritis  can  be  justified 
only  for  diagnostic  purposes  in  certain  unusual  and 
well-documented  situations.  The  motion  was  seconded 
and  adopted. 

Reporting  Endorsement. 

Dr.  Weyl  reported  that  he  had  been  in  touch  with 
St.  Paul  and  that  the  carrier  soon  expects  to  make 
available  special  policies  covering  the  reporting  of 
endorsements.  Such  coverage  has  been  sought  for  a 
long  while. 

Future  Meetings  of  Council. 

It  was  agreed  that  the  next  two  meetings  of  Council 
would  be  held  here  on  Saturday,  May  14,  and  Satur- 
day, July  16. 

There  being  no  further  business,  the  meeting  was 
adjourned. 

Robert  I.  Howard,  Secretary 

Approved: 

W.  Leonard  Weyl,  MD,  President  wm 
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Medicine  and  the  Law 


V irginia’s  Supreme  Court  Defines 
“Informed”  Consent 


In  two  medical  malpractice  cases  appealed  to  the 
Virginia  Supreme  Court  in  1976,  the  Court  came 
down  firmly  in  support  of  the  medical  profession. 
One  case  involved  the  blockage  of  a ureter  following 
a hysterectomy,  with  a second  surgical  procedure 
needed  to  rectify  the  situation;  the  other  questioned 
the  propriety  of  performing  a transcanal  labyrin- 
thectomy,  complicated  by  severance  of  the  facial 
nerve. 

Dr.  David  K.  Weicking,  Virginia's  Chief  Medical 
Examiner,  discussed  the  legal  issues  raised  in  these 
cases  in  the  Medico- Legal  Bulletin  for  November, 
1976.  His  analysis  of  the  “informed"  consent  issue  is 
here  excerpted. 

Allegation  by  a complaining  patient  that  she  was 
not  adequately  informed  of  the  risks  and  alternatives 
to  treatment  has  become  a popular  basis  upon  which 
to  ground  a medical  malpractice  lawsuit.  The  ques- 
tion for  the  court  is  that  of  the  standard  by  which 
disclosure  is  to  be  measured;  Is  the  layman  or  the 
physician  to  set  the  guidelines  as  to  what  amount  of 
disclosure  is  legally  sufficient?  The  liberal  (or  plain- 
tiff) school  believes  that  the  adequacy  of  disclosure 
should  be  governed  by  the  layman,  since  the  dis- 
closure is  intended  for  the  understanding  of  a lay- 
man; and  that,  therefore,  laymen  (the  jury)  should  be 
permitted  to  decide  whether  in  a given  case  the  dis- 
closure was  adequate.  This  position  is  most  famously 
recorded  in  the  case  of  Canterbury  v.  Spence  (DC 
1 972).  The  more  conservative  view  (the  defendants)  is 
that  only  a physician  has  the  requisite  expertise  to 
know  what  risks  and  disclosures  are  important,  and 
that  he  need  disclose  only  those  which  pose  a signifi- 
cant potential  hazard  to  the  patient.  The  medical 
profession  also  believes  that  there  should  be  some 
degree  of  discretion  left  to  the  physician  regarding  the 
advisability  of  any  disclosure  at  all,  dependent  upon 
the  psychological  status  of  the  individual  patient. 
From  the  medical  standpoint,  it  is  obviously  impor- 
tant to  leave  the  physician  some  room  for  judgment. 


The  Virginia  Supreme  Court  came  down  clearly  on 
the  side  of  the  physician.  The  Court  admits  that  there 
may  be  an  occasional  case  where  the  circumstances 
are  so  obvious  that  any  reasonable  citizen  would 
realize  the  medical  risks  and  that  in  such  a simple 
situation  expert  testimony  may  be  unnecessary.  But 
in  the  usual  medical  treatment  case,  like  the  one 
under  appeal,  the  Court  feels  that  there  is  a clear  need 
for  a medical  definition  of  “informed": 

“The  matters  involved  in  the  disclosure  syndrome, 
more  often  than  not.  are  complicated  and  highly 
technical.  To  leave  the  establishment  of  such  mat- 
ters to  lay  witnesses,  in  our  opinion,  would  pose 
dangers  and  disadvantages  which  far  outweigh  the 
benefits  and  advantages  a 'modern  trend’  rule 
would  bestow  upon  patient  plaintiffs.  In  effect,  the 
relaxed  'modern  trend'  rule  permits  lay  witnesses 
to  express,  when  all  is  said  and  done,  what 
amounts  to  medical  opinion." 

The  Virginia  standard  for  appropriate  medical  dis- 
closure for  informed  consent  is  to  be  defined  by  the 
medical  profession: 

“We  believe  the  better  rule,  which  we  now  adopt,  is 
to  require  a patient-plaintiff  to  show  by  qualified 
medical  experts  whether  and  to  what  extent  infor- 
mation should  be  disclosed  by  the  physician  to  his 
patient". 

The  physician  is  not  required  to  disclose  all  risks, 
nor  information  which  the  patient  already  knows  or 
in  the  reasonable  exercise  of  intelligence  ought  to 
know.  The  physician  always  must  make  a judgment 
in  terms  of  materiality  as  to  whether  and  to  what 
extent  revelation  is  called  for.  Lay  testimony  will  not 
be  permitted  to  substitute  where  matters  of  medical 
judgment  are  involved  in  the  physician-patient  proc- 
ess. The  standard  for  disclosure  in  Virginia  is  a medi- 
cal standard,  and  medical  expertise  is  needed  to  enun- 
ciate that  standard  before  court  and  jury.  ■■ 
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THE  PORTSMOUTH  PSYCHIATRIC  CENTER 


Serving  Eastern  Virginia,  a private, 
90-bed  comprehensive  psychiatric 
center  for  the  treatment  of  adults  and 
adolescents. 

Fort  Lane  and  Crawford  Parkway 
Portsmouth,  Virginia  23704 
Phone  (804)  393-0061 


Ronald  I.  Dozoretz.  M.D.,  Medical  Director 
Joseph  W.  Barnard,  M.D. 

Joseph  J.  Allen,  M.D. 

E.  Daniel  Kay,  Jr.,  M.D. 

Thomas  K.  Tsao,  M.D. 

B.  William  Freund,  Jr.,  M.D. 

John  G.  Buchanan,  M.D. 

Charles  E.  Parker.  D.O. 


Lenard  J.  Lexier,  M.D. 

Robert  H.  Kerter,  M.D, 

Dennis  M.  Spiers,  M.D. 
Magnus  Lakovics,  M.D. 
Melvin  N.  Bass,  Administrator 


ft. 

THE  ROANOKE  VALLEY  PSYCHIATRIC  CENTER 


Serving  Western  Virginia,  a private, 
100-bed  comprehensive  psychiatric 
center  for  the  treatment  of  adults  and 
adolescents. 


1902  Braeburn  Drive 
Salem,  Virginia  24153 
Phone  (703)  989-3351 

John  O.  Hurt,  Jr.,  M.D.,  Medical  Director 
Walter  B.  Blair,  M.D. 


J.  Richard  Frazier,  M.D. 

John  S.  DeVerter,  M.D. 

Phillip  M.  Clifton.  M.D. 

Edward  R.  Green,  M.D. 

William  D.  Clarkson,  M.D. 

Barbara  B.  Rosado,  Administrator 


Fully  accredited  by  the  Joint  Commission  on  Accreditation  of  Hospitals  and  accepted  by  most  major  insurance  carriers,  including 
CHAMPUS  and  Blue  Cross. 
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Pediatric  and  Adohscent  Endocrinology  and  Metab- 
olism, sponsored  by  the  Department  of  Pediatrics, 
University  of  Virginia  School  of  Medicine,  Char- 
lottesville, May  5-7.  Dr.  Robert  M.  Blizzard,  Box 
201,  Charlottesville  VA  22901. 

Annual  Pediatric  Sutton  Day  Conference,  sponsored 
by  the  Medical  College  of  Virginia,  Fort  Magruder 
Inn,  Williamsburg,  May  6-8.  Nancy  B.  McWil- 
liams, MD,  MCV  Station,  Box  121,  Richmond 
23298. 

MSV  Workshop  in  Better  Communications,  sponsored 
by  the  Northern  Virginia  Consortium,  Nursing 
Auditorium,  Alexandria  Hospital,  May  21. 

Eighth  Annual  Symposium  on  Medicine  and  Reli- 
gion, sponsored  by  the  Naval  Regional  Medical 
Center's  Pastoral  Care  Service  and  The  Medical 
Society  of  Virginia,  Building  215  of  the  Center, 
Portsmouth,  May  25.  Speaker:  R.  A.  Moody,  Jr., 
MD,  author  of  Life  A fter  Life.  Lieut.  Comdr.  Rob- 
ert R.  Mitchell,  Coordinator. 

Rheumatology  Course,  sponsored  by  the  American 
College  of  Physicians  in  association  with  the  Uni- 
versity of  Virginia  School  of  Medicine,  Boar’s 
Head  Inn,  Charlottesville,  May  25-27.  Registrar, 
Postgraduate  Courses,  American  College  of  Physi- 
cians, 4200  Pine  Street,  Philadelphia  PA  19104. 


Annual  Convention,  Seaboard  Medical  Association  of 
Virginia  and  North  Carolina,  Holiday  Inn,  Nags 
Head  NC,  June  16-19. 

July 

Alps-Riviera  Medical  Seminar,  sponsored  by  The 
Medical  Society  of  Virginia,  departing  Washington 
DC  July  22  for  a comprehensive  program  to  be 
conducted  in  Switzerland,  Italy  and  France;  re- 
turning August  4.  CME  certified  for  Category 
Two  credit.  Leonard  Weyl,  MD,  heads  the  Medical 
Travel  Committee.  For  details:  MSV,  4205  Dover 
Road,  Richmond  VA  23221. 

September 

Medical  Knowledge  Self-Assessment  Program,  spon- 
sored by  the  American  College  of  Physicians  in 
association  with  the  Medical  College  of  Virginia, 
Hyatt  House,  Richmond,  September  7-11.  Ameri- 
can College  of  Physicians,  Convention  Depart- 
ment, 4200  Pine  Street,  Philadelphia  PA  19104. 

Acute  Problems  in  Neurology,  sponsored  by  the  De- 
partments of  Neurology  and  Continuing  Educa- 
tion of  the  School  of  Medicine,  Medical  College  of 
Virginia,  Tides  Inn,  Irvington,  September  22-25. 
Richard  M.  Mansfield,  EdD,  Program  Director, 
CME,  MCV  Station,  Richmond  VA  23298. 


June 

Symposium  on  Common  Pediatric  Problems,  spon- 
sored by  George  Washington  University  School  of 
Medicine  and  Children’s  Hospital  National  Medi- 
cal Center,  Washington,  June  8-10.  Mrs.  Susan 
Weiss,  13407  Brackley  Terrace,  Silvery  Spring  MD 
20904. 


American  Medical  Association 

Annual  Convention,  June  18-22,  San  Francisco 
Regional  CME  Meeting,  Sept.  30-Ocl.  2,  the 
Homestead,  Hot  Springs,  Virginia 
Clinical  Convention,  Dec.  4-7,  Chicago 
Scientific  Meeting,  Dec.  10-13,  Miami  Beach 
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The  Late  Consequences  of  Neck  Irradiation 


Radiation  of  the  neck  can  produce  thyroid  can- 
cer in  animals  and  man,  and  most  young  per- 
sons with  thyroid  cancer  will  have  a history  of  such 
exposure.  This  association  has  received  widespread 
publicity  recently,  leading  predictably  to  numerous 
medical  consultations  by  persons  with  a history  of 
neck  irradiation.  Several  reports  have  offered  ap- 
proaches to  such  patients,  including  the  thoughtful 
article  by  Drs.  Fratkin  and  Sharpe  on  page  307.  The 
available  facts  and  experience  on  this  topic  are  lim- 
ited, and  it  is  not  surprising  to  find  different  guide- 
lines from  different  authors.  We  would  like  to  focus 
here  on  two  particular  areas  of  controversy,  the  rou- 
tine thyroid  scan  and  the  routine  use  of  replacement 
thyroid  medication. 

Everyone  agrees  that  careful  palpation  of  the  thy- 
roid is  the  single  most  important  part  of  the  eval- 
uation. Whether  thyroid  scanning  is  necessary  for  all 
patients,  as  recommended  by  Drs.  Fratkin  and 
Sharpe,  is  less  certain.  In  the  series  of  Refetoff  et  al,1 
the  scan  did  not  add  any  cases  to  those  identified  by 
palpation.  In  the  report  by  Favus  et  al,2  palpable 
nodules  were  found  in  16.5%,  and  an  additional 
10.7%  were  identified  by  scan.  Other  reports  have 
been  equivocal  about  the  value  of  the  scan.  The  skill 
and  care  of  the  examiners  and  the  varying  sophis- 
tication of  scanning  techniques  may  be  factors  in 
explaining  the  differences  among  these  reports.  In  the 
Endocrine  Clinic  at  the  University  of  Virginia,  we  do 
not  routinely  request  thyroid  scans  in  irradiated  pa- 
tients if  the  gland  is  easily  palpable  and  feels  entirely 
normal  with  no  irregularities  or  enlargement.  If  there 
is  any  question  about  the  examination,  or  if  the  thy- 
roid is  difficult  to  feel,  we  recommend  a scan. 

The  other  important  point  of  controversy  is  the 
routine  use  of  thyroid  medication  in  patients  with 
prior  neck  irradiation.  As  detailed  in  the  report  of 


Fratkin  and  Sharpe,  and  elsewhere,  chronic  excessive 
stimulation  with  TSH  is  clearly  carcinogenic  to  the 
thyroids  of  animals,  and  this  is  especially  true  in 
those  damaged  by  irradiation.  A similar  situation 
probably  exists  in  some  humans  with  familial  goiters, 
who  have  an  increase  in  TSH  stimulation  and  also  an 
increased  incidence  of  thyroid  cancer.  Since  phys- 
iologically the  rat  thyroid  is  similar  to  the  human 
gland,  there  is  every  reason  to  believe  that  chronic 
excessive  TSH  stimulation  may  contribute  to  the  de- 
velopment of  human  thyroid  cancer.  It  follows  that 
its  control  with  exogenous  thyroid  hormones  may  be 
beneficial.  There  is  no  evidence  that  thyroid  hormone 
given  in  replacement  doses  reasonable  for  a particu- 
lar patient  will  have  any  adverse  effect.  If  it  may 
prevent  or  control  the  development  of  thyroid  cancer 
and  is  harmless  and  inexpensive,  then  we  think  it 
makes  sense  to  administer  thyroid  hormone  routinely 
to  patients  at  risk  for  thyroid  cancer.  A "reasonable” 
dose  should  not  produce  symptoms  or  signs  of  hy- 
perthyroidism and  will  usually  be  from  100  to  200 
meg  of  F-thyroxine  per  day,  or  the  equivalent.  We 
recommend  that  all  patients  with  a history  of  signifi- 
cant neck  irradiation  take  thyroid  hormones  in  rea- 
sonable doses  for  the  rest  of  their  lives. 

There  is  as  yet  no  estimate  of  how  many  subjects 
are  at  risk  for  radiation-induced  thyroid  cancer.  If  the 
estimate  of  Refetoff  et  al  of  71,000  in  the  Chicago 
area  is  correct  and  is  applicable  to  Virginia,  then 
perhaps  50,000  persons  might  be  at  risk  in  this  state. 
Ways  to  find  and  examine  these  persons  need  to  be 
considered.  It  might  be  useful  to  have  a central 
registry  of  persons  irradiated  and  the  doses  they  re- 
ceived, although  most  patients  will  have  changed 
their  addresses  and  many  their  names. 

The  primary  case-finder  will  continue  to  be  the 
practicing  physician.  His  role,  we  believe,  should  be 
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to  ask  specifically  for  a history  of  neck  irradiation  in 
all  patients,  to  palpate  the  thyroid  carefully  on  rou- 
tine physical  examination,  and  to  followup  suspicious 
lesions  by  appropriate  lab  studies,  particularly  the 
scan,  and  by  consultation  when  indicated.  Most 
forms  of  therapeutic  neck  irradiation  were  discontin- 
ued at  least  15  years  ago,  but  since  thyroid  carcinoma 
may  appear  many  years  afterward,  the  problem  of 
radiation-induced  thyroid  cancer  is  likely  to  persist 
for  several  more  decades.  Hopefully,  during  that  time 
basic  and  clinical  research  will  provide  a sounder 
basis  for  meeting  the  problem. 

John  T.  Dunn,  MD 
John  A.  Owen,  Jr.,  MD 
University  of  Virginia  School  of  Medicine 
Charlottesville  V A 22901 
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Is  IPPB  Any  Good? 

THE  MEDICAL  PROFESSION  in  this  country 
is  under  scrutiny  by  various  groups.  Whatever 
physicians  do  is  judged  on  effectiveness,  availability 
and  cost.  The  American  people  would  like  to  have 
their  money’s  worth  of  medical  care.  Thus,  it  is  our 
duty  to  evaluate  periodically  our  methods  of  treat- 
ment; the  ones  which  do  not  stand  up  to  the  above- 
mentioned  standards  should  be  abandoned. 

The  use  of  intermittent  positive  pressure  breathing 
is  a point  of  discussion.  For  years  this  modality  of 
inhalation  therapy  has  been  used  indiscriminately  in 
many  hospitals.  Great  numbers  of  ventilators  have 
been  purchased,  thousands  of  technicians  have  been 
employed  to  administer  IPPB,  and  many  more  thou- 
sands of  treatments  have  been  prescribed.  The  usual 
order  has  been  10-20  minutes  IPPB  qid.  At  $3.75  to 
7.50  per  treatment,  a sizeable  sum  of  money  has  been 
spent. 

The  question  has  been  raised  recently;  is  this  treat- 
ment worth  the  money?  The  answer,  backed  by  the 
medical  literature1-9  is  a resounding  No. 

IPPB  d oes  not  help  patients  with  chronic  airway 
obstruction;  IPPB  is  not  better  than  hand-held  ne- 
bulizers  for  delivering  bronchodilators  in  most  pa- 


tients; IPPB  cannot  dislodge  and  clear  sputum  or 
secretions  if  the  patient  does  not  generate  a forceful 
cough;  IPPB  as  a preoperative  treatment  to  prevent 
postoperative  pulmonary  atelectasis  has  not  been  bet- 
ter than  deep  breathing,  coughing  exercises,  chest 
physiotherapy  or  the  use  of  incentive  spirometers8 
(with  purchasing  cost  to  the  patient  of  $8-10).  Stand- 
ard books  on  surgery,  medicine,  cardiology,  respi- 
ratory medicine  and  inhalation  therapy  either  do  not 
advocate  the  use  of  IPPB  or  give  it  cursory  mention 
only.2  It  has  been  reported  that  most  of  the  IPPB 
treatments  are  poorly  given,  which  is  of  little  con- 
sequence since  the  great  majority  of  patients  do  not 
need  it  anyway!  In  the  past  year  the  number  of  ad- 
ministrations of  IPPB  in  the  teaching  hospitals  in 
Virginia  has  been  only  a fraction  of  the  thousands  of 
treatments  given  just  two  years  ago.  An  acceptable 
indication  for  the  use  of  IPPB  is  to  reverse  pulmonary 
atelectasis,  providing  higher  pressures  are  used;  the 
patient  is  told  to  hold  his  breath  at  end-inspiration  to 
facilitate  gas  distribution  and  to  cough  and  ex- 
pectorate. The  person  administering  the  IPPB  should 
monitor  the  effects  of  the  treatment  by  measuring  and 
documenting  the  changes  in  respiratory  flow  rates, 
vital  capacity  and  perhaps  blood  gases. 

To  sum  up,  it  is  better  for  us  to  recognize  the 
misuse  of  IPPB  and  act  accordingly  than  to  wait  and 
be  told  what  to  do  by  a nonprofessional  body. 
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AAMA: 

Learning  to  Serve 


Why  do  only  400  medical  assistants  in  Virginia  be- 
long to  the  state  chapter  of  the  American  Association 
of  Medical  Assistants  (AAMA)?  This  is  only  a frac- 
tion of  eligible  medical  assistants  over  the  state,  for 
all  persons  who  work  for  licensed  physicians  are  eli- 
gible, whether  full-time  or  part-time  employees.  Sec- 
retaries, assistants,  bookkeepers,  nurses,  technicians 
and  receptionists — all  may  be  members. 

A A M A is  an  organization  of  learning  and  service 
and  is  the  only  national  professional  group  exclu- 
sively fof  medical  personnel.  Its  goals  are  honesty, 
loyalty  dnd  efficient  service;  better  public  relations; 
education;  fellowship.  Its  by-laws  state  it  will  never 
become  a union  or  collective  bargaining  agency.  It 
helps  its  members  keep  abreast  of  current  medical 
issues,  and  in  these  days  of  malpractice  crisis,  PSR’s 
and  HMO’s,  national  health  insurance  and  other 
pressing  medical  concerns,  that’s  important  to  physi- 
cian-employers. 

Since  1963  a certification  examination  has  been 
administered  by  the  AAMA  to  help  physicians  iden- 
tify top-level  medical  assistants  and  to  establish  pro- 
fessional standards  and  goals.  Because  the  medical 
assistant  is  expected  to  perform  such  a wide  variety  of 
duties,  this  examination  was  recently  broadened  to 
encompass  both  administrative  and  clinical  subjects. 
The  term,  “Certified  Medical  Assistant”  (CMA)  has 
been  established  to  designate  capability  in  either  area. 
Moreover,  three  specialty  examinations  are  now  of- 
fered; these  are  designed  to  measure  the  candidate’s 
knowledge  in  administrative,  clinical  or  pediatric  spe- 
cialities. 

There  are  now  one-  and  two-year  training  courses 
for  assistants  available.  These  are  approved  by  the 
American  Medical  Association  and  are  offered  in 
junior,  senior  and  community  colleges,  and  in  voca- 
tional-technical schools,  proprietary  educational  in- 
stitutions and  military-based  schools.  The  first  Vir- 
ginia college  to  receive  approval  from  the  US 
Department  of  Education  for  the  new  medical  assis- 
tants' program  was  J.  Sargeant  Reynolds  Community 


College  of  Richmond.  Since  1975  it  has  offered 
courses  in  anatomy,  physiology  and  medical  termi- 
nology leading  to  a degree  as  associate  in  applied 
science  and  the  CMA  designation.  A scholarship 
fund  is  offered  by  AAMA  to  those  interested  in 
studying  for  this  degree,  and  there  is  also  a certifica- 
tion loan  fund  to  cover  application  and  examination 
fees  for  those  taking  the  CMA  test. 

A bi-monthly  publication,  The  Professional  Medi- 
cal Assistant,  is  published  by  the  AAMA  as  part  of  its 
continuing  education  and  information  service  to 
members.  The  issues  offer  news  and  views  of  the 
medical  profession,  clinical  refreshers,  medical  termi- 
nology quizzes  and  office  management  tips. 

At  its  Annual  Meeting  1976  in  Williamsburg,  the 
House  of  Delegates  of  The  Medical  Society  of  Vir- 
ginia passed  a resolution  reaffirming  the  Society’s 
s.upport  of  the  AAMA,  and  the  American  Medical 
Association  has  commended  the  AAMA’s  “educa- 
tion for  service”  on  five  occasions. 

A recent  editorial  in  American  Medical  News 
stated,  “A  large  measure  of  credit  for  the  increasing 
professionalism  of  medical  assistants  is  due  to  the 
AAMA.  For  the  vast  majority  of  patients,  the  assis- 
tant is  the  first  point  of  contact  and  she  can  make — or 
break — her  doctor  by  the  way  she  performs.” 

I repeat:  why  are  there  only  400  AAMA  members 
in  Virginia? 

Ralph  E,  Hagan,  MD 

7702  Parham  Road 

Richmond  V A 23229  ■§ 


Program  Procedure  Revised 

There  will  be  a new  publication  schedule  for  the 
program  for  the  Annual  Meeting  1977  October 
13-16  in  Richmond. 

All  copy  should  be  received  nb  later  than  July  28. 

This  includes  names  of  delegates,  listings  of  specialty 
and  alumni  meetings,  details  of  recreational  events, 
Auxiliary  information — any  and  all  program  material. 

The  program  is  to  be  inserted  in  its  final  booklet 
form  in  the  September  issue  of  Virginia  Medical. 
This  method  will  save  a great  deal  of  money  and  will 
improve  publication  efficiency. 

Erratum 

The  Editors  regret  that  in  the  article  “Renal  Seren- 
dipity in  Whole  Body  Scintiscan,”  by  Dr.  Tapan  K. 
Chaudhuri,  page  174,  March  issue.  Figure  2A  was 
printed  in  upside-down  position. 
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Joseph  Saniual  Costa,  MI) 

While  a member  of  the  MSV  group  that  travelled 
to  Rio  de  Janeiro,  Dr.  Joseph  S.  Costa  of  Arlington 
died  of  a heart  attack  in  a Rio  hotel  on  February  7, 
one  week  before  his  50th  birthday.  A graduate  of  the 
Georgetown  University  School  of  Medicine,  Wash- 
ington, Dr.  Costa  practiced  psychiatry  and  neurology 
in  Arlington.  He  had  been  a member  of  The  Medical 
Society  of  Virginia  15  years. 

William  D.  Benham,  MD 

Dr.  William  D.  Benham,  Arlington  psychiatrist, 
died  February  6 in  a skiing  accident  at  Massanutten 
Village  near  Harrisonburg,  Virginia.  He  was  54  years 
of  age. 

An  Ohioan  by  birth.  Dr.  Benham  took  his  medical 
degree  from  the  University  of  Cincinnati  and  served 
his  internship  at  Charity  Hospital  in  New  Orleans. 
He  moved  to  the  Arlington  area  in  the  early  1950s  to 
work  for  the  Central  Intelligence  Agency  and  at  the 
same  time  served  his  residencies  at  Walter  Reed  Hos- 
pital and  Georgetown  University  Hospital.  He  was  a 
graduate  of  the  Institute  of  the  Washington  Psycho- 
analytical Society,  a fellow  of  the  American  Psy- 
chiatric Association,  and  at  the  time  of  his  death  was 
chairman  of  the  Northern  Virginia  Chapter  of  the 
Washington  Psychiatric  Society. 

Bernard  I.  Lidman,  MD 

At  the  age  of  65  years,  Dr.  Bernard  I.  Lidman, 
Norfolk  internist,  died  February  4.  Long  associated 
with  Norfolk  General  Hospital,  he  had  been  its  presi- 
dent and  chief  of  the  medical  staff,  director  of  medi- 
cal services  and  consultant  in  medicine. 

Dr.  Lidman  was  born  in  Norfolk  and  educated  at 
the  University  of  Virginia,  Charlottesville.  He  re- 
ceived his  MD  degree  from  the  Johns  Hopkins 
School  of  Medicine,  Baltimore,  in  1935.  During 
World  War  II,  he  was  chief  of  medical  service  at  the 
Boca  Raton,  Florida,  Army  Air  Field.  He  had  been 
president  of  the  Norfolk  County  Medical  Society  and 
was  a diplomate  of  the  American  Board  of  Internal 
Medicine  and  a fellow  of  the  American  Colleges  of 
Physicians  and  Chest  Physicians.  His  many  member- 
ships included  The  Medical  Society  of  Virginia, 
American  Federation  for  Clinical  Research,  Ameri- 
can Medical  Association,  Southern  Medical  Associa- 


tion, Johns  Hopkins  Medical  Association  and  the 
International  College  of  Physicians. 

D.  S.  Divers,  MD 

Dr.  Douglas  Shelburne  Divers,  retired  Pulaski  sur- 
geon, died  in  a hospital  in  Ft.  Lauderdale,  Florida, 
on  March  4 at  the  age  of  84  years.  Dr.  Divers  was  the 
last  surviving  member  of  the  group  of  doctors  who 
organized  the  Pulaski  Community  Hospital.  He  had 
been  a member  of  The  Medical  Society  of  Virginia  55 
years. 

A native  of  Rocky  Mount,  Virginia,  Dr.  Divers 
was  graduated  from  the  Medical  college  of  Virginia 
in  Richmond  and  interned  at  the  Lewis-Gale  Hospi- 
tal in  Roanoke,  Virginia.  He  was  a first  lieutenant  in 
the  army  during  World  War  I.  His  memberships  in- 
cluded the  American  College  of  Surgeons,  American 
Medical  Association,  Southwestern  Virginia  Medical 
Society  and  Southern  Medical  Association. 

Ann  L.  Lee,  MD 

At  the  age  of  75  years.  Dr.  Ann  L.  Lee,  Norfolk, 
died  on  January  2.  A graduate  of  the  Deutsche  Uni- 
versity Medizinische  Fakultat,  Dr.  Lee  was  a general 
practitioner.  She  had  been  a member  of  The  Medical 
Society  of  Virginia  27  years. 

Harold  N.  King,  MD 

At  the  age  of  78  years.  Dr.  Harold  N.  King,  Hamp- 
ton, died  on  January  29.  A psychiatrist.  Dr.  King  was 
graduated  from  Case  Western  Reserve  University, 
Cleveland.  He  had  been  a member  of  The  Medical 
Society  of  Virginia  almost  25  years. 

David  H.  Miller,  MD 

Dr.  David  Harman  Miller,  a physician  in  Orange 
County  for  30  years,  died  March  10  at  the  University 
of  Virginia  Hospital  in  Charlottesville.  He  was  56 
years  old. 

Born  in  Marietta,  Ohio,  Dr.  Miller  was  graduated 
from  Marietta  College  in  1942  and  from  the  Medical 
College  of  Virginia  in  1946.  Commissioned  a first 
lieutenant  in  the  Army  Medical  Corps,  he  served  as 
examining  physician  at  the  Clarksburg,  West  Vir- 
ginia, Veterans  Hospital  until  beginning  a general 
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practice  in  Orange  in  1947. 

Dr.  Miller  had  been  president  of  the  Orange 
County  Medical  Society,  Orange  County  medical  ex- 
aminer and  school  physician  for  Woodberry  Forest. 
In  addition  to  The  Medical  Society  of  Virginia,  he 
belonged  to  the  American  Medical  Association  and 
the  American  Association  of  General  Practitioners. 

William  Alexander  Simpson,  MD 

At  the  age  of  84  years,  Dr.  William  Alexander 
Simpson,  Virginia  Beach,  died  January  30.  A general 
practitioner,  he  was  a graduate  of  the  Medical  Col- 
lege of  Virginia  and  had  belonged  to  The  Medical 
Society  of  Virginia  34  years. 

Amelia  E.  G.  Wood,  MD 

Dr.  Amelia  E.  Gardner  Wood,  Roanoke  psy- 
chiatrist, died  February  10  at  the  age  of  61  years.  She 
was  a graduate  of  the  Medical  College  of  Virginia 
and  had  been  a member  of  The  Medical  Society  of 
Virginia  25  years. 

Kenneth  Cooper 
1911-1976 

by  Macey  H.  Rosenthal,  MD,  and 
Phillips  R.  Bryan,  MD 

Dr.  Kenneth  Cooper  was  born  in  Lynchburg,  Vir- 
ginia, on  April  12,  1911,  the  son  of  immigrant  par- 
ents. He  began  his  medical  practice  in  Lynchburg  on 
January  1 , 1940,  after  graduating  from  the  University 
of  Virginia  School  of  Medicine  and  taking  post- 
graduate training  at  City  Hospital  of  New  York. 
During  World  War  II  he  spent  three  years  as  a com- 
missioned officer  in  the  United  States  Army  with 
service  overseas.  He  died  in  Lynchburg  on  October 
28,  1976. 

These  are  the  bare  facts.  His  meaning  to  the  com- 
munity is  measured  by  the  depth  of  his  warmth  and 
the  breadth  of  his  caring  and  service.  All  of  this  was 
fully  flavored  with  spice  and  humor.  He  conducted 
his  personal  and  professional  life  with  conservatism 
and  deep  respect  for  the  old  established  truths.  None- 
theless, he  had  great  admiration  for  the  rights  of 
others  and  championed  their  freedom  of  expression. 
A most  notable  quality  was  his  incapacity  to  harbour 
a mean  thought.  He  felt  responsible  for,  and  respon- 
sive to,  the  needs  of  his  patients,  whom  he  served  with 
excellence. 

His  colleagues  and  nurses  will  long  remember  his 
unique  rounds,  which  included  the  news  of  the  day 


seasoned  with  large  doses  of  the  philosophy  of  yester- 
day, in  colorful  language. 

Prepared  and  published  at  the  request  of  the  Lynchburg 
Academy  of  Medicine. 


William  Michael  Bolt 
1938-1976 

By  Harry  G.  Plunkett,  Jr.,  MD, 

James  D.  Price,  MD, 
and  John  C.  Schaefer,  MD 

William  Michael  Bolt  was  born  December  31, 
1938,  in  Charlotte,  North  Carolina.  He  attended  Da- 
vidson College,  where  he  received  his  degree  of  Bach- 
elor of  Science  cum  laude  in  chemistry  and  math- 
ematics in  1961.  He  attended  Bowman  Gray  School 
of  Medicine,  where  he  received  his  MD  degree  in 
1965  and  took  his  internship  at  the  New  York  Hospi- 
tal, Cornell  Medical  Center  in  New  York  City,  and 
his  residency  at  North  Carolina  Baptist  Hospital  in 
Winston-Salem.  He  entered  private  practice  in  the 
emergency  room  at  Norfolk  General  Hospital  and  in 
1972  established  his  practice  in  Norfolk  for  diagnos- 
tic internal  medicine.  In  1974,  he  was  joined  by  Dr. 
John  C.  Schaefer  and  in  1975,  by  Dr.  Charles  G. 
Maresh. 

He  was  a member  of  Alpha  Omega  Alpha,  Ameri- 
can Academy  of  Emergency  Physicians,  American 
Academy  of  Family  Practice,  Tidewater  Academy  of 
Family  Practice,  American  Medical  Association,  The 
Medical  Society  of  Virginia,  the  Medical  Society  of 
North  Carolina  and  Norfolk  Academy  of  Medicine. 

He  had  been  chairman  of  the  Department  of  Emer- 
gency Medicine,  Norfolk  General  Hospital,  and  at 
his  death  was  assistant  professor  of  medicine  at  East- 
ern Virginia  Medical  School  and  secretary  to  the 
Department  of  Medicine,  Medical  Center  Hospitals, 
Norfolk. 

During  his  medical  career,  he  exemplified  out- 
standing diagnostic  skills  and  humanistic  compassion 
and  empathy.  He  was  held  in  high  esteem  by  the 
community  for  his  courage  in  the  face  of  his  poor 
health  and  disability.  He  was  held  in  high  esteem  by 
his  peers  and  patients.  He  remained  a devoted  stu- 
dent, striving  always  to  learn  more.  He  was  proud  of 
his  profession  and  displayed  an  untiring  desire  to 
represent  the  practice  of  medicine  to  the  best  of  his 
ability. 

This  memoir  was  prepared  and  published  at  the  request 
of  the  Norfolk  Academy  of  Medicine. 
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Oriental  Rugs 


My  name  is  Amir  Zinat;  I am  Iranian.  Years 
ago  as  a graduate  student  in  the  U.S.,  I noticed  the 
big  difference  in  the  price  of  Orientals  in  my  home- 
land and  here.  I have  chosen,  as  my  business,  to  sell 
these  rugs  at  more  reasonable  prices.  These  rugs  are 
selected  by  natives,  are  considered  good  investments 
and  are  exchangeable. 


When  buying  Oriental  rugs,  you  can  make  a better  selection  if  you  know  something  about  them. 

1.  Your  home  is  not  a museum;  it  is  a place  for  your  comfort,  pleasure  and  relaxation.  When  selecting  an 
oriental  rug,  first  evaluate  how  much  you  like  a particular  rug  and  then  consider  how  it  complements  your 
decor. 

2.  All  sizes  and  colors  of  Oriental  rugs  are  available,  suitable  for  every  room  in  your  home  including  the  bathroom, 
hallways  and  steps,  and  a child's  room.  The  money  you  are  willing  to  invest  in  a rug  should  be  relative  to  the 
degree  of  its  use  and  enjoyment.  Furnish  with  rugs  first  the  rooms  which  are  used  most  often. 

3.  When  you  have  found  several  rugs  you  like,  compare  their  prices.  If  two  similar  rugs  vary  considerably  in  cost, 
be  sure  you  do  not  pay  the  higher  price  for  very  minor  differences. 

4.  Color  and  design  (the  balance  of  different  parts  of  patterns  and  the  proper  coordination  between  border  and 
field)  are  important  considerations  in  selecting  a rug. 

5.  Do  not  hesitate  in  selecting  a rug  which  to  some  may  appear  "too  loud"  or  "too  strong"  since  soft  colors  and 
simple  designs  often  lose  their  novelty  sooner  in  the  home. 

6.  Oriental  rugs  are  named  after  the  village  or,  more  often,  the  region  of  their  origin.  The  quality  of  a rug  may 
vary  greatly  regardless  of  the  name.  You  should  judge  a rug  by  its  individual  merits  (workmanship,  wools,  use 
of  color  and  design)  and  not  by  its  name  or  signature  alone. 

7.  Some  irregularity  of  shape,  color,  design  and  workmanship  is  acceptable  in  a handmade  oriental  rug.  How- 
ever, the  discrepancies  should  not  be  extreme. 

8.  Natural  silk  rugs  are  expensive  and  are  good  investments.  Be  selective  in  your  choice  since  some  synthetic 
silk  rugs  are  also  available. 

9.  In  antique  rugs  (50  years  and  older)  age  and  condition  are  significant  factors  in  judging  the  value  of  a rug. 
This  does  not  necessarily  mean  that  all  older  rugs  have  higher  value.  If  a rug  is  old,  it  must  be  in  very  good 
condition,  otherwise  do  not  consider  purchasing  it. 

I would  be  happy  to  help  you  learn  more  about  Orientals  and  assist  you  in  any  way  in  your  selection. 

Please  call  358-1711  Staples  Mill  Road  near  Broad  Street 

also  recommend  me  to  your  friends  (jn  Cross  Roads  Shopping  Center 

Thank  you  next  to  Best  Products  Toyland) 

Amir  Zinat  Richmond,  Virginia 


THE  AUXILIARY 


Mrs.  William  R.  Gordge,  Roanoke,  Virginia,  President 


Student  Loan  Program  Threatened 


VIRGINIA  MEDICAL  students  received  loans 
amounting  to  $95,300.00  during  1975.  This  is  an  in- 
crease over  1974  of  $ 1 6,500.00,  or  15  additional  loans 
granted.  It  is  reported  that  student  loans  for  the  first 
six  months  of  1976  compared  to  the  equivalent  time 
period  in  1975  increased  by  58%. 

The  American  Medical  Association  Education  and 
Research  Foundation  ( AM  A-ERF)  supports  medical 
education.  It  provides  financial  assistance  to  medical 
students,  interns  and  residents.  It  also  promotes  the 
continuation  of  important  scientific  and  medical  re- 


schools of  Virginia  and  to  help  finance  the  ever- 
increasing  costs  of  tuition  to  Virginia’s  medical  stu- 
dents. 

Each  dollar  of  your  contribution  puts  $12.50  to 
work  in  a loan  by  a commercial  bank;  or  your  contri- 
bution may  be  designated  for  a specific  medical 
school,  to  finance  that  school’s  programs.  Every  con- 
tribution is  fully  tax  deductible. 

Said  the  AMA's  Medical  World  News  in  a recent 
issue:  “Student  loans  through  AMA-ERF,  meant  to 
be  used  as  a ‘last  resort,’  are  now  ‘first  resort’  at  many 


search  and  assists  medical  schools  in  expanding  their 
teaching  facilities  and  educational  programs. 

For  25  years  the  AMA  Auxiliary  has  actively  par- 
ticipated in  the  program  through  projects  to  raise 
funds.  Over  $1  million  was  raised  last  year  alone.  In 
all,  over  50,000  loans  have  been  provided  through 
AMA-ERF,  largely  through  the  efforts  of  auxiliary 
members.  Consider  how  far-reaching  these  efforts 
have  been! 

We  need  the  support  of  Virginia  physicians  to  con- 
tinue a high  quality  of  education  in  the  medical 


medical  schools,  because  the  HEW  3%-subsidized 
loan  program  has  been  phased  out.’’  And  Mrs.  Wil- 
liam J.  Reardon,  McLean,  Virginia,  National  AMA- 
ERF  Chairman,  warns:  “So  great  is  the  pressure  for 
loans  that  the  existing  AMA-ERF  collateral  funds 
could  be  almost  totally  committed  by  the  end  of  1 977; 
if  so,  the  program  could  not  guarantee  new  loans  in 
1978.” 

Send  your  support  today! 

Mrs.  Randolph  El.  Hoge 

"Longview" , Manakin  VA  23103 
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“We’ve  got  the 
remedy” 


benefits  include: 

• An  excellent  salary 

• 30  days  of  paid  vacation  each  year 

• The  rank  and  prestige  of  an  Air  Force  Officer 

• Full  Air  Force  benefits  for  yourself  and  your  family 
You'll  have  none  of  the  overhead  ex 

cause  we  take  over  the  management  an 
trative  tasks  you  must  now  perform. 

We  have  more  information  regardir 
cian  appointments  m the  Air  Force  Med- 
ical Service.  We'll  be  happy  to  share  the 
information  with  you.  tv 


Contact: 


MSgt.  Charles  R.  Hutton,  Health  Professions  Recruiting 
6767  Forest  Hill  Ave.,  Suite  300, 

Richmond,  VA  23225,  (804)  782-2127 


If  you  are  considering  a change,  consider  the  Air  Force  Medical  Service.  The 


/ 


Air  Force.  A great  way  of  life. 


VIRGINIA  M EDICAL  CLASSI  FI  ED 


Virginia  Medical  Classified  insertions  accepted  at  the  dis- 
cretion of  the  Editor.  Rates:  $10  per  insertion  for  50  words  or 
less.  I0<t  per  word  in  excess  of  50.  Classified  display  available 


NORTHERN  VIRGINIA:  Three-year  Psychiatric  Res- 
idency Program.  120-bed  hospital  located  in  suburban  Wash- 
ington, DC.  Emphasis  on  comprehensive  psychiatric  care  of 
inpatient,  outpatient  and  day  care  patients.  Supervision  by 
full-time  psychiatric  staff  and  psychiatrists  in  private  practice 
in  the  community.  Training  emphasizes  familiarity  with  mul- 
tiple theoretical  approaches  and  multiple  techniques  of  treat- 
ment. Salary,  with  Virginia  license:  1st  year,  $21,400;  2nd 
year,  $22,400;  3rd  year,  $23,400.  Without  license:  1st  year, 
$18,700;  2nd  year,  $19,600;  3rd  year,  $20,500.  American 
internship  required.  ECFMG  for  FMG's  required.  Write  to 
Director  of  Training,  Northern  Virginia  Mental  Health  In- 
stitute, 3302  Gallows  Road,  Falls  Church  VA  22042.  EOE 

WANTED — Family  physician  to  work  full  or  part-time  in 
three-man  group  practice  in  Hopewell.  Telephone  804  458- 
8535. 

PHYSICIAN’S  ASSISTANT,  25,  with  BA  in  psychology 
and  experience  as  a dialysis  technician,  seeks  position  with 
group  of  family  practitioners  or  internists  in  Richmond  area. 
Available  for  preceptorship  in  July.  W ill  graduate  from  PA 
program  at  Bowman  Gray  in  August.  If  interested  please 
contact  Janet  Dix,  2385  Ardmore  Terrace,  W inston-Salem 
NC  27103,  919  724-7179  evenings. 

PHYSICIANS  who  have  had  a minimum  of  one  year  of 
approved  psychiatric  residency  are  advised  that  applications 
are  now  being  received  by  the  Virginia  Institute  of  Group 
Psychotherapy  for  fall  enrollment.  The  nonprofit,  two-year 
Institute  is  designed  primarily  for  working  health  profes- 
sionals and  provides  on-the-job  training  in  addition  to  regular 
curriculum  courses.  For  particulars  write  Registrar,  Virginia 
Institute  of  Group  Psychotherapy  , 3001  Fifth  Avenue,  Rich- 
mond VA  23222. 

CONFERENCES  FOR  MEDIC AF  PROFESSIONALS— 
A calendar  listing  of  over  500  national/international  meet- 
ings, conferences  and  seminars  in  the  medical  sciences  for 
1977.  All  medical  specialties  included.  Send  $10.  check  or 
money  order  payable  to  Professional  Calendars,  PO  Box 
40083,  W ashington  DC  20016. 

ARE  YOU  MOVING?  Please  let  us  know!  Send  your 
address  plus  your  mailing  label  with  ME  number  to 
Virginia  Medical,  4205  Dover  Road,  Richmond  VA  23221. 
Thank  You! 


PATRONIZE  OUR  ADVERTISERS! 


at  $20  per  50  words.  Copy  due  by  the  fijlh  oj  the  month  prior 
to  month  of  publication.  Send  to  the  Managing  Editor,  4205 
Dover  Road.  Richmond  VA  23221 . 


GENERAL  SURGEON  to  share  volunteer  duty  with  me 
for  one  to  three  weeks  at  Schweitzer  Hospital,  Haiti,  best 
hospital  in  the  country,  this  August  1977.  Personal  inquiries 
invited.  Martin  Donelson,  Jr.,  MD,  1035  Main  Street, 
Danville  VA  24541,  804  792-4211. 

SOUTHWEST  VIRGINIA — Appalachia — General  psy- 
chiatrist wanted.  Psychiatric  consultation,  evaluation  and 
treatment.  Good  colleges,  good  schools,  good  hospitals  and 
team.  Virginia  license,  AMA-American  Medical  Associa- 
tion, APA-American  Psychiatric  Association.  Send  vitae  and 
for  info,  write:  Pierce  D.  Nelson,  MD,  Mental  Health 
Clinic,  Inc.,  Wise  Medical  Clinic  Building,  Box  920,  Wise 
VA  24293. 

LEARN  HOW  TO  COMMUNICATE  more  productively 
with  your  patients!  Join  the  W orkship  in  Better  Communi- 
cations at  the  Alexandria  Hospital  on  May  21,  an  innova- 
tive program  originated  bv  The  Medical  Society  of  Virginia. 


Don’t  forget! 


VALENTINE’S  MEAT  EXTRACT 
6 fl.  oz.,  16  fl.  oz.,  1 gal. 

LIQUID  EXTRACT  OF  LIVER 
‘VALENTINE’ 

8 fl.  oz.,  1 gal. 

Both  available 

through  your  local  pharmacy. 

Valentine  Company 
P.O.  Box  7360 
Richmond,  Virginia  23221 
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John  E.  Feldmann,  MD,  and 
Munsey  S.  Wheby,  MD,  Charlottes- 
ville, Virginia,  are  coauthors  of  an 
article  published  recently  in  JAMA 
titled  “Hazards  of  Phlebotomy  in 
Polycythemic  Patients  with  Cardio- 
vascular Disease.”  Drs.  Feldmann 
and  Wheby  are  in  the  Department 
of  Medicine  at  the  University  of  Vir- 
ginia. A third  author  is  Dr.  John  F. 
Kiraly,  III,  Lodi,  California. 

JAMA  also  publishes  “In- 
trathecal Amikacin  Administration: 
Use  in  the  Treatment  of  Gen- 
tamicin-Resistant Klebsiella  pneu- 
moniae Meningitis,”  by  a trio  of 
University  of  Virginia  authors:  Drs. 
Bruce  Hamory,  Panos  Ignatiadis  and 
Merle  A.  Sande,  from  the  Depart- 
ments of  Medicine  and  Neuro- 
surgery. 

And  from  the  University’s  De- 
partment of  Plastic  Surgery  comes 
an  article,  “Side-Effects  of  High 
Pressure  Irrigation,”  in  a recent  is- 
sue of  Surgery,  Gynecology  and  Ob- 
stetrics. MSV  members  Milton  T. 
Edgerton,  MD,  and  Richard  F.  Ed- 
lich,  MD,  were  joined  in  the  work 
by  three  colleagues  with  BS  and 
PhD  degrees. 

The  David  C.  Wilson  Neuropsy- 
chiatric Hospital — that’s  the  new 
name  of  the  former  Arlington 
House  Hospital  in  Charlottesville 
and  it  pays  tribute  to  Dr.  David  C. 
Wilson,  Charlottesville,  first  chair- 
man of  the  Department  of  Psy- 
chiatry at  the  University  of  Virginia, 
now  retired.  A leader  in  Virginia’s 
psychiatric  community.  Dr.  Wilson 
was  one  of  the  founders  of  the  Neu- 


ropsychiatric Society  of  Virginia;  he 
is  a past  president  of  the  Southern 
Psychiatric  Association  and  a past 
vice-president  of  the  American  Psy- 
chiatric Association.  Dr.  Wilson  will 
be  on  the  hospital's  staff  as  director 
of  research  and  continuing  educa- 
tion. 

William  D.  Dolan,  MD,  Arling- 
ton, received  the  1976  Award  for 
Distinguished  Service  to  Pathology 
at  a recent  national  meeting  of  pa- 
thologists in  Los  Angeles.  The 
award  is  given  jointly  by  the  Ameri- 
can Society  of  Clinical  Pathologists 
and  the  College  of  American  Pathol- 
ogists. Dr.  Dolan,  director  of  pa- 
thology at  the  Arlington  Hospital,  is 
a past  president  of  the  Arlington 
County  Medical  Society. 

“Modification  of  the  Hill  Tech- 
nique for  Repair  of  Hiatal  Hernia” 
is  the  title  of  an  article  in  a recent 
issue  of  Surgery,  Gynecology  & Ob- 
stetrics by  MSV  members  John  H. 
Vansant,  MD,  and  John  W.  Baker, 
MD,  Norfolk.  Their  summary  re- 
ports that  “the  major  modification 
of  this  technique  allows  accurate 
placement  of  sutures  through  the 
median  arcuate  ligament  and  elimi- 
nates the  dissection  required  to  ex- 
pose the  aorta  at  the  origin  of  the 
celiac  artery.  Use  of  a separate  row 
of  sutures  to  create  a sling  at  the 
esophago-gastric  junction  maintains 
the  desired  intraluminal  diameter 
when  the  esophago-gastric  junction 
is  secured  to  the  median  arcuate 
ligament.”  Drs.  Vansant  and  Baker 
were  joined  in  the  work  by  D.  Grant 
Ross,  BS,  Norfolk. 

It’s  Dean  Roderick  Macdonald, 

MD  , now.  Dr.  Macdonald,  former 
professor  and  chairman  of  the  De- 
partment of  Ophthalmology  at  the 
Medical  College  of  Virginia,  Rich- 
mond, has  assumed  his  new  post  as 
dean  of  the  Medical  School  of  the 
University  of  South  Carolina  at  Co- 
lumbia. 


Six  Virginia  physicians  were  in- 
ducted as  Fellows  of  the  American 
College  of  Chest  Physicians  at  a re-  1 
cent  meeting  in  Park  Ridge,  Illinois. 
They  are  Drs.  Sved  A.  Ahmed,  Dan- 
ville; Hamid  M.  Al-Abdulla,  Rich- 
mond; David  R.  Foreman,  Ports- 
mouth; Albert  L.  Huber, 
Charlottesville;  Ronald  J.  Klavton, 
Portsmouth ; and  Francis  B.  Teague, 
Jr.,  Lynchburg. 

Three  Virginians  figure  prominently 
in  plans  for  the  Annual  Assembly  of 
the  Southeastern  Surgical  Congress 
April  3-7  in  Bal  Harbor,  Florida. 
They  are  Dr.  Lazar  J.  Greenfield, 
Richmond,  and  Dr.  William  R. 
Drucker,  Charlottesville,  whose 
names  appear  on  the  program  of 
speakers,  and  Dr.  William  R.  Sand- 
usky, Charlottesville,  who  is  in 
charge  of  a conference  for  nurses  to 
be  held  concurrently.  Site  of  the  As- 
sembly is  the  Americana  Hotel  in 
Bal  Harbor. 

Two  articles  in  a recent  issue  of 
Surgery.  Gynecology  & Obstetrics 
carry  in  their  multiple-author  credits 
two  MSV  members,  Drs.  Milton  T. 
Edgerton  and  Richard  F.  Edlich, 
both  of  Charlottesville.  The  titles  of 
the  published  papers  in  which  they 
shared  authorship  are  “Inhibition  of 
Nonspecific  Defenses  by  Soil  In- 
fection Potentiating  Factors”  and 
“The  Role  of  Implant  Porosity  on 
the  Development  of  Infection.” 

Dr.  Carrington  Williams,  Jr., 

Richmond,  is  the  author  of  a special 
article  in  a recent  issue  of  the  South- 
ern Medical  Journal  titled  “The 
Medical  Legacy  of  Apollo:  Aescu- 
lapius and  Hippocrates.”  Dr.  Wil- 
liams traces  the  lives  of  both  of  these 
renowned  ancient  Greeks,  who  “left 
indelible  marks  on  the  pages  of  med- 
ical history,”  and  recounts  many  of 
their  medical  practices. 
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3-hydroxydiozepom 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional 
factors;  psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms  or 
agitation;  symptomatic  relief  of  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal;  adjunctively  in  skeletal  muscle  spasm  due 
to  reflex  spasm  to  local 


// 
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Cl 


o 

desmethyldiazepom 

Valium  (diazepam)  is  a 
benzodiazepine  with  a distinctive 
pharmacokinetic  profile 

The  pharmacokinetic  profile  of 
Valium  is  one  of  the  characteristics 
that  sets  it  apart  from  other  ben- 
zodiazepines. Consider,  in  particular, 
the  metabolic  pathway  of  Valium. 

The  three  major  metabolites  of 
Valium  exhibit  significant  pharmaco- 
logic activity — and  so,  of  course, 
does  the  parent  substance — diazepam 
itself.  All  combine  to  produce  the 
characteristic  clinical  response  seen 
with  Valium.  The  response  you  have 
come  to  know,  to  want  and  to  trust. 

Pharmacokinetic  studies  also 
demonstrate  that  Valium  has  a pat- 
tern of  absorption,  distribution, 
metabolism  and  elimination  that  is 
reliable  and  consistent.  And,  al- 
though the  pharmacokinetics  of  a 
drug  cannot,  at  present,  be  specifi- 
cally related  to  its  clinical  effects,  it  is 
clearly  a factor  that  distinguishes  one 
product  from  another  by  provid- 
ing important  insights  into  how  each 
moves  through  the  patients  body. 

Valium^ 

(diazepam)  ^ 

2-mg,5-mg,  10 -mg  scored  tablets 

a prudent  choice  in  psychic 
tension  and  anxiety 


pathology;  spasticity  caused 
by  upper  motor  neuron 
disorders;  athetosis; 
stiff-man  syndrome; 
convulsive  disorders  (not 
for  sole  therapy). 

Contraindicated: 
Known  hypersensitivity  to 
the  drug.  Children  under  6 
oxazepam  months  of  age.  Acute 
narrow  angle  glaucoma; 

may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  muscle  cramps, 
vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their 
predisposition  to  habituation  and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers 
during  first  trimester  should  almost  always  be 
avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become 
pregnant. 

Precautions:  If  combined  with  other  psychotropics 
or  anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other 
antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or  hepatic 
function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 
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Roche  Laboratories 
> Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


THE  MEDICAL  SOCIETY  OF  VIRGINIA  SPONSORED 

INSURANCE  PLANS 

FOR  MEMBERS  AND  THEIR  DEPENDENTS 


DISABILITY  INCOME  PLAN 

Pays  When  Income  is  Interrupted  Due  to  Accident  or  Sickness 
Conversion  Privilege— Guaranteed  Renewable  to  Age  65 
Pays  OVER  AND  ABOVE  other  Plans 

PROFESSIONAL  OVERHEAD  EXPENSE 

Helps  Pay  Office  Expenses  While  Disabled— up  to  $4,200  Monthly 

$25,000  MAJOR  HOSPITAL  NURSING  PLAN 

Covers  Expenses  Incurred  IN  Hospital  ($100,  $300  or  $500  Deductible) 

EXCESS  MAJOR  MEDICAL  PLAN 

Pays  up  to  $250,000  with  $25,000  Deductible 


HOSPITAL  EXPENSE  PLAN* 

Pays  up  to  $100  Per  Day  While  Hospitalized 
(up  to  $200  Daily  for  Cancer  or  Intensive  Care,  prior  to  Age  65) 


You  can  receive  information  IMMEDIATELY 
by  writing  or  phoning  (COLLECT)  the  Administrator. 

PHONE:  (703)  344-5000 

DAVID  A.  DYER  & ASSOCIATES 

MEDICAL  ARTS  BUILDING*P.  O.  BOX  1631*ROANOKE,  VIRGINIA  24008 


OTHER  GROUP  PLANS  FOR  YOUR  PROTECTION: 
GROUP  LIFE  INSURANCE* 

HIGH  LIMIT  ACCIDENTAL  DEATH  & DISMEMBERMENT* 
DISABILITY  INCOME  FOR  EMPLOYEES 

* These  Plans  Also  Available  to  Employees  of  Members 
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MSV  Membership: 
What’s  In  It  For  You? 

The  revised  professional  liability 
insurance  program  offers  strong  and 
steady  protection  at  disciplined  rates. 

SOUND  professional  liability  insurance  at  rates 
that  reflect  the  true  cost  of  protection — that 
may  well  be  the  biggest  and  best  benefit  The  Medi- 
cal Society  of  Virginia  offers  its  members.  As  the 
malpractice  crisis  stormed  through  the  medical 
profession,  doctors  in  other  states  found  themselves 
stranded  without  coverage,  but  not  MSV  members; 
their  coverage  continued,  strong  and  solid  against 
the  gale.  That's  a benefit  every  physician  can  under- 
stand and  appreciate. 

To  be  sure,  there  were  adjustments.  The  largest 
was  the  transition  from  the  occurrence  type  of 
policy  long  familiar  to  Virginia  doctors  to  the 
claims-made  type.  This  change  now  is  developing 
in  the  same  healthy  tradition  the  program  has 
always  presented.  Saliently,  it  has  brought  logic  and 
discipline  to  premium  rates.  Under  the  “guesswork” 
occurrence  system,  rates  could  balloon  out  of  sight; 
under  the  claims-made  method  they  are  revised  from 
time  to  time  according  to  exactly  what’s  happening 
in  Virginia  in  the  malpractice  field.  For  example, 
an  increase  in  rates  had  been  scheduled  to  go  into 
effect  last  month;  instead,  the  carrier  instituted  a 
slight  decrease,  reflecting  changed  “experience.” 
Here  is  an  example  of  the  effect  of  this  new  de- 
crease. For  the  past  seven  months,  the  3rd-year 
rate  for  coverage  for  a Class  3 general  practitioner 
performing  major  surgery  was  SI, 462.  The  new  rates 
will  bring  this  same  premium  down  to  $1,137, 
which  is  a saving  of  $325,  or  more  than  three  years 
of  MSV  dues. 

Indeed  Virginia  physicians  covered  by  MSV  lia- 
bility enjoy  decidedly  favorable  premium  rates, 
compared  with  other  states  served  by  MSV’s  car- 
rier. Turn  the  page  to  see  a comparative  table  of  a 
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sample  category,  prepared  by  the  Society’s  carrier. 

The  program  also  offers  many  bonuses,  notably 
the  “perpetual”  malpractice  coverage  available  on 
retirement. 

Of  course,  only  first-class  professional  liability 
insurance  would  be  appropriate  for  the  Virginia 
membership,  and  through  work  and  watchfulness 
The  Medical  Society  of  Virginia’s  leadership  has 
insured  exactly  that  for  21  years.  The  program’s 
foundations  were  laid  in  1954,  when  the  Insurance 
Committee,  headed  by  the  late  Dr.  Frank  Farmer 
of  Roanoke,  observed  threatening  clouds  on  the 
malpractice  horizon.  Carriers  were  complaining 
about  unfavorable  loss  ratios,  and  premium  rates 
were  increasing  alarmingly.  Why  not  the  bulwark 
of  a Society-sponsored  program?  asked  the  Com- 
mittee— and  so  it  invited  major  underwriters  to 
submit  proposals.  The  plan  offered  by  the  St.  Paul 
Fire  and  Marine  Insurance  Company  seemed  best 
suited  to  the  needs  of  Virginia  physicians,  and  the 
program  was  launched  in  1956.  During  the  first 
year  629  doctors  joined.  Today  more  than  5,000 
Virginia  physicians  are  subscribers. 

Through  the  worst  of  the  malpractice  crisis  “The 
St.  Paul”  steered  a steady  course — while  other  in- 
surors  were  leaving  ships  to  sink.  Now  its  patience 
is  vindicated,  in  a program  adapted  to  today’s 
pressures  and  geared  to  withstand  future  buffetings. 

Praise  is  due,  too,  to  the  MSV  member-sub- 
scribers. Why  are  the  malpractice  premium  rates 
coming  down?  For  several  reasons,  but  not  the  least 
of  these  is  that  Virginia’s  doctors  are  earning  them, 
through  heightened  concern  and  caution  as  they 
practice  medicine.  Thus  with  the  claims-made  policy 
MSV  members  actively  contribute  to  the  well-being 
and  thrift  of  their  own  liability  insurance  program. 

A valuable  asset  to  the  MSV  family  of  benefits, 
this  professional  liability  program,  and  through  the 
shared  strength  of  MSV  membership,  it  will  stay 
that  way.  gg 
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Comparative  Malpractice  Insurance  Premiums  for  Class  3,  100/300  Limits 
in  States  Served  by  the  St.  Paul  Company 
as  of  June,  1977 


CM  CM  CSJ  (M 


NORTH  CAROLINA 

■■■■  436 

MISSISSIPPI 

835 

ARKANSAS 

974 
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1028 
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■■■■■■■IHliH  1137 
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Kiawah  offers  a dramatic  selection  of  homesites  set 
along  lagoons,  golf  fairways  and  within  the  ocean  for- 
ests. Priced  from  $15,000,  they  offer  the  privacy 
of  a residential  community  along  with  access 
to  a variety  of  resort  facilities.  Two , three  and 
four  bedroom  homes  are  also  available 
with  prices  starting  at  $58,000. 


Kiawah  is  an  island  of  enchanting  beauty, 
blessed  with  an  abundance  of  wildlife , a balmy  climate  and  close  proximity  to  historic  Charleston.  W ith 
its  golf,  tennis  and  potpourri  of  restaurants,  shops  and  galleries,  it  is  an  ideal  environment  for  a permanent 


Obtain  HUD  Property  Report  from  developer  and  read  it  before  signing  anything. 
HUD  neither  approves  the  merits  of  the  offering  nor  the  value,  if  any,  of  the  property. 


Appreciation  to  an  Author 

I havejust  received  the  February  issue  ofViRGiNiA 
Medical  and  am  most  appreciative  of  this  issue, 
particularly  the  article,  “Jeffersonian  Ideals  Endowed 
the  University  of  Virginia,”  by  the  esteemed  Dr.  Byrd 
Leavell.  I note  that  you  offer  a bibliography  on 
request  and  I would  appreciate  it  if  you  would  send 
this  to  me. 

Congratulations  on  the  new  format  and  the  mate- 
rial you  have  been  using. 

William  H.  Barney,  MD 

1939  Thomson  Drive 
Lynchburg  VA  2450! 

In  Search  of  Family  History 

I am  trying  to  assemble  records  of  my  great-grand- 
father, a physician,  who  was  born  in  Virginia  but 
practiced  medicine  near  Louisville,  Georgia,  in  Jef- 
ferson County.  He  was  Roger  Knox  Dixon,  born 
1819,  died  1880.  I have  a letter  that  he  wrote  to  my 
great-grandmother  from  Richmond,  where  he  had 
gone  to  offer  his  services  to  the  Confederacy;  in  this 
letter  he  tells  of  surgery  he  performed  on  a dying 
soldier. 

I especially  would  like  to  know  the  colleges  he 
attended  but  would  welcome  any  other  information 
about  him.  Helene  Ramsey 

72  Delmont  Dr.,  NE 
Atlanta  GA  30305 

Fine  “Fledgling”  Improperly  Named 

In  a recent  editorial1  you  urged  the  Medical  College 
of  Virginia  and  our  own  institution  here  in  Norfolk 
to  consider  Virginia  Medical  issues  highlighting 
our  respective  schools,  and  I think  this  is  a good  idea. 

I was  dismayed,  however,  to  find  our  fledgling 
school  improperly  identified.  You  call  us  “Eastern 
State  Medical  School.”  Our  proper  title  is  the  Eastern 
Virginia  Medical  School. 

Francis  E.  Rosato,  MD 

Eastern  Virginia  Medical  School 
Norfolk  VA  23507 

I.  Thank  You,  University  of  Virginia!  Va  Med  104:135, 
1977 

The  Editors  apologize  for  this  abysmal  error  in 
nomenclature.  Hi 


You  can  get 
updated  information 
on  the  disease  and 
on  effective  treatment 
for  its  symptoms  of 
bone  pain,  skeletal 
deformities,  and 
neurologic  deficits. 


Just  send  the 
coupon  below. 


Do  you  Slave 
patients  with 
Paget’s  Disease 


Armour  Pharmaceutical  □ Send  latest  information 
Company  on  Paget's  Disease  of  Bone. 

Greyhound  Tower  □ Have  your  representative 

1 1 1 West  Clarendon  Avenue  call  on  me. 

Phoenix,  Arizona  85077 


Dr 


Address 


City 


State  Zip 
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THE  PORTSMOUTH  PSYCHIATRIC  CENTER 


Serving  Eastern  Virginia,  a private, 
90-bed  comprehensive  psychiatric 
center  for  the  treatment  of  adults  and 
adolescents. 

Fort  Lane  and  Crawford  Parkway 
Portsmouth,  Virginia  23704 
Phone  (804)  393-0061 


Ronald  I,  Dozoretz,  M.D.,  Medical  Director 
Joseph  W,  Barnard,  M.D. 

Joseph  J.  Allen,  M.D. 

E.  Daniel  Kay,  Jr.,  M.D. 

Thomas  K.  Tsao,  M.D. 

B.  William  Freund,  Jr.,  M.D. 

John  G.  Buchanan,  M.D. 

Charles  E.  Parker,  D.O. 


Lenard  J.  Lexier.  M.D. 

Robert  H.  Keiter,  M.D. 

Dennis  M.  Spiers,  M.D. 
Magnus  Lakovics,  M.D. 
Melvin  N.  Bass,  Administrator 


THE  ROANOKE  VALLEY  PSYCHIATRIC  CENTER 


Serving  Western  Virginia,  a private, 
100-bed  comprehensive  psychiatric 
center  for  the  treatment  of  adults  and 
adolescents. 


1902  Braeburn  Drive 
Salem,  Virginia  24153 
Phone  (703)  989-3351 

John  O.  Hurt,  Jr.,  M.D.,  Medical  Director 
Walter  B.  Blair,  M.D. 


J.  Richard  Frazier,  M.D. 

John  S.  DeVerter,  M.D. 

Phillip  M.  Clifton.  M.D. 

Edward  R.  Green.  M.D. 

William  D.  Clarkson,  M.D. 
Barbara  B.  Rosado,  Administrator 
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Psychiatric  Cent* 


Fully  accredited  by  the  Joint  Commission  on  Accreditation  of  Hospitals  and  accepted  by  most  major  insurance  carriers,  including 
CHAMPUS  and  Blue  Cross. 


MEETINGS 

ABOUT 

MEDICINE 

June 

Annual  Convention,  Seaboard  Medical  Association  of 
Virginia  and  North  Carolina,  Holiday  Inn,  Nags 
Head  NC,  June  16-19. 

July 

Alps-Riviera  Medical  Seminar,  sponsored  by  The 
Medical  Society  of  Virginia,  departing  Washington 
DC  July  18  for  a comprehensive  program  to  be 
conducted  in  Switzerland,  Italy  and  France ; re- 
turning July  31.  CME  certified  for  Category  Two 
credit.  Leonard  Weyl,  MD,  heads  the  Medical 
Travel  Committee.  For  details:  MSV,  4205  Dover 
Road,  Richmond  VA  23221. 

September 

Medical  Knowledge  Self-Assessment  Program,  spon- 
sored by  the  American  College  of  Physicians  in 
association  with  the  Medical  College  of  Virginia, 
Hyatt  House,  Richmond,  September  7-11.  Ameri- 
can College  of  Physicians,  Convention  Depart- 
ment, 4200  Pine  Street,  Philadelphia  PA  19104. 

Acute  Problems  in  Neurology,  sponsored  by  the  De- 
partments of  Neurology  and  Continuing  Educa- 
tion of  the  School  of  Medicine,  Medical  College  of 
Virginia,  Tides  Inn,  Irvington,  September  22-25. 
Richard  M.  Mansfield,  EdD,  Program  Director, 
CME,  MCV  Station,  Richmond  VA  23298. 

Recent  Advances  in  Fertility  Management,  spon- 
sored by  the  Johns  Hopkins  University  School  of 
Medicine,  Department  of  Gynecology  and  Obstet- 
rics, Village  of  Cross  Keys  Inn,  Baltimore , Septem- 
ber 29-October  1.  Dr.  Ronald  T.  Burkman,  De- 
partment of  Gynecology  and  Obstetrics,  the  Johns 
Hopkins  Hospital,  Baltimore,  Maryland  21205. 


American  Medical  Association 

Annual  Convention,  June  1 8-22,  San  Francisco 
Regional  CME  Meeting,  Sept.  30-Oct.  2,  the 
Homestead,  Hot  Springs,  Virginia 
Clinical  Convention,  Dec.  4-7,  Chicago 
Scientific  Meeting,  Dec.  10-13,  Miami  Beach 


SAVE  MONEY! 

Take  advantage 
of 

Retirement  Plans 
sponsored  by 
The  Medical  Society 
of  Virginia 

Mail  coupon 
for  information 
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INTERSTATE  INVESTMENT,  INC. 

A Real  Estate  Development  and  Management  Company  Interested 
in  Serving  Your  Needs 


JOIN  US  IN  OUR  NEWLY  OPENED 

DALE  CITY  OFFICE  PARK 


OTHER  AREAS  AVAILABLE  IN  VIRGINIA  & MARYLAND 
LET  US  KNOW  YOUR  REQUIREMENTS  - WE'LL  DO  OUR  BEST  TO  FILL  THEM 

CALL  OR  WRITE 

Interstate  Investment  Inc. 

13901  JEFFERSON  DAVIS  HIGHWAY  SUITE  6 
WOODBRIDGE,  VIRGINIA  22191 
(703)  494-1181 


WITHIN  EASY  DISTANCE  OF  LOCAL  HOSPITALS  AND  INTERSTATE  1-95 
25  MINUTES  FROM  WASHINGTON,  D.C. 

SERVING  CLOSE  TO  100,000  PERSONS  WITHIN  A SEVEN-MILE  RADIUS 
SITUATED  IN  PRINCE  WILLIAM  COUNTY,  VIRGINIA 
ONE  OF  THE  FASTEST  GROWING  COUNTIES  IN  THE  COUNTRY 


\nnual  Meeting  1977,  October  13-16, 

Richmond 


m 


iU  rology/Oncology 


1-125  Interstitial  Implantation 
of  the  Prostate 

Paul  F.  Schellhammer,  MD,  Anas  M.  El-Mahdi,  MD,  and  Jack  Wakley,  PhD, 

Norfolk,  Virginia 


The  rationale  for  the  interstitial  implantation  of  the  prostate  with  1-125  seeds 
for  definitive  treatment  of  carcinoma  is  described,  and  the  application  of  the 
technique  in  the  treatment  of  27  patients  is  reviewed. 


THE  THERAPEUTIC  MODALITIES  employed 
in  treatment  of  localized  carcinoma  of  the  pros- 
tate include  surgical  removal,  radiotherapy,  hor- 
monal manipulation,  singly  or  together,  and  at  times 
watchful  observation.  These  varied  therapeutic  op- 
tions serve  to  emphasize  that  no  single  regimen  has 
achieved  significantly  superior  results  in  treatment  of 
this  disease,  which  ranks  as  the  second  leading  cause 
of  death  from  cancer  among  the  US  male  population. 
The  development  and  availability  of  the  isotope  1-125 
prompted  efforts  to  apply  in  combination  some  of  the 
most  advantageous  aspects  of  surgical  and  radiation 
therapy  in  the  treatment  of  prostatic  cancer.  This  is  a 
review  of  the  preliminary  experiences  with  this  treat- 
ment at  Medical  Center  Hospitals,  Norfolk. 

Methods 

Patients  selected  for  therapy  must  be  in  good  gen- 
eral health  with  anticipated  life  expectancy  of  at  least 
five  years.  The  extent  and  size  of  prostatic  malig- 
nancy are  estimated  by  digital  rectal  examination. 
Because  accurate  and  effective  distribution  of  seeds  is 
not  feasible  with  volumes  in  excess  of  5 cm,1  tumors 

From  the  Departments  of  Urology  (Dr.  Schellhammer) 
and  Radiation  Oncology  (Drs.  El-Mahdi  and  Wakley), 
Eastern  Virginia  Medical  School,  Norfolk. 

For  reprints,  address  Dr.  Schellhammer  at  400  West 
Brambleton  Avenue,  Norfolk  VA  23510. 

Presented  at  the  Annual  Meeting  of  The  Medical  Society 
of  Virginia,  Williamsburg,  November  6,  1976. 


larger  than  this,  or  those  with  extensive  seminal  ves- 
icle involvement,  have  not  been  treated  with  implan- 
tation. All  Stage  B and  the  majority  of  Stage  C le- 
sions are  suitable  for  interstitial  implantation. 
Transurethral  specimens  found  to  have  incidentally 
identified  carcinoma  (Stage  A)  are  studied  further  by 
step  section.  Multiple  foci  of  tumor  and/or  tumor  of 
high  grade  suggests  a more  aggressive  neoplasm  and 
these  patients  are  considered  candidates  for  implan- 
tation. In  contrast,  if  only  two  or  three  focal  areas  of 
low  grade  carcinoma  are  noted  on  the  initial  speci- 
mens, repeat  transurethral  prostatic  biopsies  in  four 
quadrants,  together  with  needle  biopsies  of  both 
lobes  through  the  posterior  capsule,  are  performed.  If 
the  subsequent  biopsies  are  free  of  tumor,  the  patient 
may  have  been  rendered  tumor-free  by  the  initial 
transurethral  resection.  In  such  cases  the  necessity  for 
active  treatment  may  be  unnecessary  and  further  in- 
vestigation of  this  question  will  be  required. 

Intravenous  pyelography,  cystoscopy,  and  serum 
acid  phosphatase  determinations  are  routinely  per- 
formed as  part  of  the  initial  staging  procedure.  All 
patients  are  studied  by  Technetium-99  bone  scan- 
ning, bilateral  iliac  crest  bone  marrow  biopsies  to 
detect  tumor  cells,  and  aspiration  of  bone  marrow  for 
bone  marrow  acid  phosphatase. 

The  surgical  procedure  employs  a midline  umbi- 
licus to  pubic  symphysis  incision  with  bilateral  extra- 
peritoneal  pelvic  node  dissection  to  include  the  distal 
common  iliac,  the  external  iliac  and  the  obturator 
nodes.  The  endo-pelvic  fascia  is  incised  bilaterally  to 
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Fig.  1.  With  finger  in  rectum  to  palpate  and  support  the 
prostate,  17-gauge  needles  are  introduced  retropubically 
through  entire  substance  of  the  gland  until  sensed  by  pal- 
pating finger.  Needles  placed  range  from  8-10  per  lobe. 


I 1 

1 yu== 

Fig.  2.  Introducer  with  calibrated  centimeter  ruler.  Di- 
rectly below  is  a 17-gauge  needle,  below  this  two  1-125 
seeds,  and  below  this  polyethylene  tubing  and  obturator 
which  serves  as  carrier  for  seed  prior  to  introduction 
through  needle. 

mobilize  the  prostate  and  17-gauge  blunt-nose  nee- 
dles are  symmetrically  placed  at  1-1.5  cm  intervals 
into  the  prostate  with  a rectal  finger  (employing  an 
O’Connor  rectal  sheath)  used  to  guide  the  depth  and 
penetration  of  the  needle  (Figure  1).  The  1-125  seeds 
are  then  placed  by  the  after-loading  technique  with 
an  instrument  (Figure  2)  which  permits  graduated 
.5-1.5  cm  withdrawal  of  the  needle  through  the  sub- 
stance of  prostate,  or  tumor,  depositing  the  seeds  at 
designated  intervals.  Seed  distribution  is  determined 
by  calculation  of  estimated  prostatic  volume  and  the 
specific  activity  in  millicuries  of  the  implanted  seeds.1 2 
An  indwelling  Foley  catheter  aids  in  identification  of 
the  bladder  neck  and  urethra  during  placement  of  the 
needles  and  seeds.  Postoperatively,  pelvic  views  are 
obtained  for  localization  of  the  seeds  to  permit  calcu- 
lation of  an  isotope  distribution  curve.  Dosimetry 
identifies  the  radiation  exposure  to  the  prostate  and 
to  the  adjacent  bladder,  rectum  and  pelvic  structures 
(Figure  3). 

Histologic  positive  nodes  provide  indication  for 
postoperative  treatment  with  whole  pelvic  radiation, 
with  proper  shielding  of  implanted  volume,  followed 
by  adjunctive  chemotherapy  for  12  months. 


The  patient  is  followed  every  three  months  for  the 
first  year  and  at  three-  to  six-month  intervals  there- 
after, with  periodic  serum  acid  phosphatase  determi- 
nation, digital  rectal  examination  and  evaluation  of 
symptomatology.  After  one  year  patients  undergo 
repeat  1VP,  cystoscopy,  bone  scan,  proctoscopy  and 
transperineal  biopsy  of  the  prostate. 

Those  patients  who  refuse  surgery,  or  who  are 
unsuitable  surgical  candidates,  undergo  an  identical 
metastatic  evaluation  as  described.  They  receive 
external  beam  radiotherapy  for  6 to  6V2  weeks  con- 
sisting of  5,000  rads  to  the  whole  pelvis  and  6,000- 
6,500  rads  to  the  prostate  utilizing  megavoltage 
modalities.  Treatment  is  given  in  doses  of  1,000  rads 
per  week.  They  also  undergo  identical  postradiation 
followup  and  evaluation  including  one  year  biopsy. 

Results 

Twenty-seven  patients  have  undergone  1-125  im- 
plantation at  Medical  Center  Hospitals.  Post- 
operative complications  are  listed  in  Table  1.  No 
mortality  has  resulted  from  the  procedure.  Rectal, 
urethral  and  vesical  sequelae  have  been  negligible. 
Potency  has  been  retained  unchanged  in  20  of  the  24 
patients  who  had  a history  of  preoperative  potency. 
The  others,  while  still  potent,  have  noticed  diminu- 
tion of  some  degree  in  sexual  capacity. 

Metastases  to  pelvic  lymph  nodes  were  found  in 


Fig.  3.  Isodose  curves  calculated  by  computer.  They  dem- 
onstrate dose  distribution  within  central  mass  of  the  pro- 
state, and  radiation  exposure  to  surrounding  structures 
(16,000  rads  considered  100%-dose  delivery). 

Table  I.  Surgical  Data — 1-125 — 27  Patients 


1.  Complications 

Immediate 

A.  Pulmonary  embolus  1 

B.  Myocardial  infarct  1 

C.  Wound  dehiscence  1 

D.  Wound  infection  (superficial)  2 

Late 

A.  Unilateral  pedal  edema  1 

2.  Mortality — none 
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two  of  21  patients  with  Stage  B carcinoma  (10%)  and 
two  of  five  (40%)  of  patients  with  Stage  C carcinoma. 

All  patients  followed  for  six  or  more  months 
showed  diminution  in  size  of  the  local  tumor  by 
digital  rectal  examination.  Ten  patients  underwent 
prostate  biopsy  one  year  after  implant.  Prostate  his- 
tology was  markedly  altered  with  fibrosis,  hyaliniza- 
tion  replacing  the  glandular  pattern  (Figure  4).  Tu- 
mor remnants  were  noted  in  two  of  the  biopsies. 
Tumor  viability  and  capacity  for  future  local  growth 
and  metastases  can  be  answered  only  by  prolonged 
followup  and  further  biopsy. 

Thus  far,  followup  time  is  much  too  short  for 
meaningful  comment.  To  date,  however,  no  evidence 
of  clinical  or  laboratory  recurrence  has  been  identi- 
fied. 

Discussion 

The  natural  history  of  carcinoma  of  the  prostate 
characterized  by  a great  variability  in  biologic  poten- 
tial makes  evaluation  of  various  forms  of  therapy 
difficult.  The  necessity  of  following  large  numbers  of 
patients  for  long  periods  while  treatment  regimens 
are  in  continuous  process  of  improvement  and  modi- 
fication hinders  accurate  comparison  of  different 
treatment  modalities. 

Surgical  therapy  consisting  of  radical  prostatec- 
tomy, which  includes  the  removal  of  the  entire  pros- 
tate and  seminal  vesicles,  constitutes  effective  ther- 
apy for  tumors  confined  entirely  within  the  prostate 
capsule.  However,  there  is  frequently  a great  discrep- 
ancy between  the  extent  of  prostatic  carcinoma  as 
estimated  by  digital  rectal  examination  and  the  actual 
pathologic  extent  of  the  disease.  In  a carefully  fol- 
lowed and  documented  study  by  Jewett,  50%  of  tu- 
mors thought  to  be  confined  entirely  to  one  or  more 
prostate  lobes  were  found  on  pathologic  examination 
to  have  microscopic  extension  outside  the  prostate 
gland  Even  in  a highly  selected  group  of  patients 
with  isolated  1.5  cm  nodules,  most  probably  the 
earliest  clinical  sign  of  carcinoma  of  the  prostate,  he 
found  a clinical  understaging  error  of  15%. 1,3  This 
tendency  to  understaging  has  been  documented  by 
others.45  The  drawback  to  radical  prostatectomy, 
then,  lies  in  the  rather  frequent  clinical  understaging 
of  the  tumor,  its  extension  beyond  the  confines  of 
surgical  resection,  and,  therefore,  the  failure  to  re- 
move the  entire  neoplasm  by  the  surgical  procedure. 
Radical  prostatectomy  is  best  employed  in  patients 
with  1.5  cm  or  smaller  nodules.  However,  patients 
with  isolated  nodules  make  up  5%  or  less  of  the  total 
number  of  patients  presenting  with  prostatic  carci- 
noma. Therefore,  while  applicable  to  a very  limited 
number  of  patients,  radical  prostatectomy  does  not 
offer  a viable  form  of  curative  surgical  therapy  for  the 


majority  of  patients  with  local  prostate  carcinoma. 

With  the  advent  of  megayoltage  radiotherapy,  ster- 
ilization of  the  prostate  tumor  by  6,000-7,000  rads 
became  possible  without  prohibitive  bladder,  rectal, 
or  cutaneous  sequelae.6  Since  the  radiation  field  in- 
cludes not  only  the  body  of  the  prostate  and  seminal 
vesicles  but  also  the  periprostatic  tissue,  the  micro- 
scopic extensions  of  prostatic  cancer  outside  the  cap- 
sule which  extirpative  surgery  might  fail  to  remove 
are  treated.  The  large  series  of  patients  with  prostatic 
cancer  reported  by  Bagshaw  substantiate  the  fact  that 
local  control  of  the  tumor  does  occur  in  an  encour- 
aging number  of  patients.  Nevertheless,  in  spite  of 
local  control,  failure  on  the  basis  of  distant  metas- 
tases is  frequent.  While  bone  represents  the  most 
frequent  initial  clinical  organ  site  of  metastic  carci- 
noma, studies  of  lymphadenectomy  specimens  have 
identified  the  pelvic  lymph  nodes  as  being  quite  fre- 


Fig.  4.  On  the  left,  typical  prostatic  adenocarcinoma  ob- 
tained on  needle  biopsy.  On  the  right,  histologic  section  of 
needle  biopsy  one  year  post-1- 1 25  implant  revealing  hyali- 
nization,  replacement  of  gland  by  fibrosis,  and  almost  com- 
plete loss  of  any  glandular  structures.  (X100) 

quently  the  initial  subclinical  route  of  metastatic  dis- 
ease. Approximately  20%  of  patients  with  Stage  B 
(clinically  limited  to  the  prostate)  and  as  many  as 
50%  of  patients  with  Stage  C (evidence  of  local  extra- 
prostatic extension)  have  been  found  to  have  positive 
nodes  and  therefore  actually  to  have  metastatic  Stage 
D disease.7'10  The  consequence  of  such  metastatic 
spread  has  been  well  documented.  Patients  with  posi- 
tive pelvic  nodes  suffer  a much  higher  incidence  of 
clinical  osseous  and  visceral  metastases  at  two  years 
than  do  those  with  negative  nodes.  Pelvic  nodes  are 
not  routinely  included  in  the  fields  of  radiation  treat- 
ment for  carcinoma  of  the  prostate,  and  nodal  metas- 
tases may  explain  in  part  the  failure  to  control  the 
disease  in  spite  of  the  apparent  success  in  ablating  the 
malignancy  in  the  prostate  itself.  Therefore,  pelvic 
radiation  may  be  indicated  in  patients  with  large 
Stage  B-C  neoplasms  or  with  poorly  differentiated 
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neoplasms.  Failure  to  control  disease  after  an  appar- 
ently adequate  radical  prostatectomy  may  also  occur 
on  the  basis  of  residual  unsuspected  nodal  disease.  In 
an  effort  to  more  precisely  determine  whether  radi- 
ation should  be  directed  at  whole  pelvic  fields  rather 
than  limited  prostatic  fields,  preradiation  staging  by 
lymph  node  biopsy  either  by  selective  sampling  or  by 
en-block  removal  of  the  pelvic  nodes  has  been  under- 
taken and  whole  pelvic  radiation  delivered  if  the 
nodes  are  positive.  The  necessity  of  surgery  for  stag- 
ing, the  facility  with  which  the  prostate  can  be  ex- 
plored at  such  surgery,  the  necessity  to  limit  external 
beam  radiation  to  6,000-7,000  rads  to  spare  the  pa- 
tient disabling  bladder  and  rectal  sequelae,  and  the 
avilability  of  the  1-125  isotope  which  can  deliver  over 
a prolonged  period  a high  local  radiation  dose, 
16,000  rads  minimal  tumor  dose,  make  interstitial 
implantation  a treatment  option  to  be  considered. 
The  advantages  of  interstitial  implantation  are  listed 
in  Table  2.  The  pelvic  node  dissection  performed  at 

Table  2.  Implantation  vs  External  Radiation 

Advantages  Disadvantages 

1.  Dose  accurately  adapted  1.  Surgical  procedure 

to  tumor  size  and  shape  2.  Larger  extracapsular  tumors 

2.  Higher  minimum  tumor  dose  with  ill-defined  margins  are 

3.  Less  damage  to  normal  tissue  not  adequately  irradiated 

4.  Shorter  procedure  time  3.  Regional  lymphatics  are  not 

irradiated 


the  time  of  surgery  provides  more  accurate  staging 
information  upon  which  to  base  adjunctive  treat- 
ment. 

The  preliminary  results  in  our  series  show  the  pro- 
cedure to  carry  minimum  morbidity  and  thus  far  no 
mortality.  The  patient's  lifestyle  is  preserved  without 
the  disadvantages  of  impotence  and  occasional  in- 
continence associated  with  prostatectomy.  One  year 
postbiopsy  results  have  shown  marked  induration 
and  fibrosis  of  the  prostate  gland  and,  in  most  in- 
stances, complete  absence  of  tumor.  In  those  patients 
where  tumor  was  felt  to  be  present  the  cells  were 


fragmented,  disorganized  and  perhaps  nonviable. 
The  question  of  viability  of  tumor  is  open  to  dis- 
cussion and  further  investigation. 

A recent  study  which  included  100  patients  with 
carcinoma  of  the  prostate  treated  with  1-125,  re- 
ported an  82%  five-year  disease-free  survival  among 
those  patients  with  Stage  B disease  and  a 43%  disease- 
free  survival  with  those  with  Stage  C disease.  While 
final  evaluation  of  1-125  implants  awaits  longer  fol- 
lowup, initial  results  promise  to  support  the  theoreti- 
cal advantages  of  interstitial  implantation  with  1-125 
seeds  by  offering  improved  survival  without  sacrifice 
of  quality  of  lifestyle. 
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The  Value  of  Blood  Component  Therapy 

Eva  Mikhail,  MD,  and  C.  Barrie  Cook,  MD,  Falls  Church,  Virginia 


To  better  utilize  blood  and  meet  increasing  demands  for  it,  the  authors 
advocate  component  therapy,  with  emphasis  on  transfusion  of  packed  red  cells. 


SINCE  BLOOD  is  recognized  as  an  important 
therapeutic  agent  and  a limited  natural  resource, 
there  has  been  interest  and  effort  to  improve  the 
efficiency  of  its  usage.  The  availability  of  plastic  bags 
with  attached  sterile  satellite  bags  in  a closed  system 
has  made  blood  component  therapy  possible,  for  it 
has  enabled  blood  banks  to  separate  blood  into  its 
components  aseptically. 

At  the  Fairfax  Hospital,  Falls  Church,  Virginia,  we 
have  carried  out  a statistical  review  of  our  “pre- 
component” (1970)  and  “postcomponent”  ( 1975) 
therapy  eras.  Graph  1 and  Tables  1 and  2 show  the 
total  number  of  blood  donations  and  also  depict  the 
number  of  blood  component,  whole  blood  and 
packed  red  blood  cell  tranfusions.  The  percentage  of 
packed  red  blood  cells  prepared  within  the  hospital 
has  been  compared  to  the  total  amount  of  blood 
used.  Additionally,  the  amount  of  blood  which  ex- 
pired during  the  same  two  years  (1970  and  1975)  is 
compared.  This  study  demonstrates  a fairly  marked 
contrast  between  the  two  years,  the  result  of  an  in- 
tensive blood  component  therapy  program. 

Discussion 

It  is  apparent  that  there  has  been  a dramatic 
change  in  transfusion  therapy  at  this  hospital  be- 
tween the  years  1970  and  1975.  The  change  has  re- 
sulted from  the  development  of  blood  component 
therapy  and  from  the  ability  to  internally  prepare 
blood  components  such  as  packed  red  cells,  platelets, 
single  donor  plasma,  fresh  frozen  plasma  and 

Presented  at  the  Annual  Meeting  of  the  Medical  Society 
of  Virginia,  Williamsburg,  Virginia,  November  5,  1976. 

Address  Dr.  Mikhail  at  the  Fairfax  Hospital,  3300  Gal- 
lows Road,  Falls  Church  VA  22046. 


cryoprecipitate.  Generally  speaking,  these  com- 
ponents were  readily  available  during  times  of  need  in 
sufficient  quantities;  only  on  rare  occasions  was  there 
need  to  obtain  components  from  neighboring  in- 
stitutions. In  addition  to  the  material  internally  pre- 
pared, commercially  prepared  AHG,  serum  albumin, 
5%  protein,  RHo  (D)  immune  globulin  and  fibrino- 
gen were  stocked.  The  use  of  fibrinogen  was  dis- 
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couraged  unless  there  was  an  absolute  need  because 
of  high  risk  of  serum  hepatitis. 

In  most  instances,  the  primary  indication  for  trans- 
fusion is  the  need  for  red  blood  cells,  which  serve  to 
increase  the  oxygen-carrying  capacity  of  the  patient’s 
circulation  with  minimal  increase  in  the  cardiovascu- 
lar load.  “Packing”  the  red  blood  cells  and  removing 
the  plasma  accomplishes  this  purpose.  At  the  same 
time,  removal  of  the  plasma  reduces  the  electrolytes 
present,  which  may  be  harmful  to  patients  with  severe 
hepatic  dysfunction,  cardiac  failure  and  uremia. 
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Table  I.  The  Fairfax  Hospital  Blood  Bank. 


Whole  Blood  & Packed  Red 
Blood  Cell  Usage 

1970 

1975 

Total  units  of  blood  transfused 

3846 

5656 

Total  units  of  whole  blood  transfused 

2785 

1039 

Percentage  of  whole  blood  transfused 
Total  units  of  packed  red  blood 

73% 

18% 

cell  transfused 

Percentage  of  packed  red  blood 

1061 

4617 

cell  transfused 

Percentage  of  packed  red  blood  cell  and 
whole  blood  drawn  and  manufactured 

27% 

82% 

internally 

47% 

77% 

Percentage  of  blood  expired 

2.8% 

0.3% 

Also,  plasma  removal  decreases  the  amounts  of  anti- 
A and  anti-B.  In  1975,  the  use  of  packed  red  blood 
cells  provided  us  with  4,617  units  of  plasma,  which 
were  used  to  manufacture  various  blood  components. 
Platelets  were  a major  component  obtained  and  their 
use  has  been  markedly  increasing.  Of  the  platelets 
used,  84%  were  processed  in  our  own  facility;  Of  the 
fresh  frozen  plasma  utilized,  74%  was  prepared  inter- 
nally. Serum  albumin  and  5%  protein  were  used  as 
blood  volume  expanders.  Single  donor  plasma  was 
also  available  on  request.  Lastly,  73%  of  the  cryopre- 
cipitate  needed  to  treat  patients  with  hemophilia,  von 
Willebrand’s  disease  and  other  similar  problems  was 
prepared  within  the  institution. 

The  plasma  not  used  to  process  components  was 
shipped  to  other  facilities  where  commercial  com- 
ponents are  prepared,  thereby  optimizing  the  use  of 
the  essential  substance — whole  blood.  In  1970  the 
amount  of  expired  blood  was  133  units  (2.8%).  In 
1975  the  amount  of  expired  blood  fell  to  25  units 
(0.3%),  even  though  the  total  amount  of  blood  drawn 
and  used  was  much  greater. 

Several  factors  were  instrumental  in  bringing  about 
the  evolution  of  a practical  blood  component  pro- 
gram. The  first  was  the  development  of  plastic  blood- 
collecting equipment  in  combination  with  satellite 
bags  which  permitted  closed  system  separation  of 


whole  blood  into  components.  The  second  factor  was 
that  of  educating  medical  staff  members.  The  pathol- 
ogist in  charge  of  the  blood  bank  became  more  in- 
volved with  individual  patient  needs  and  encouraged 
consultation  with  attending  physicians  as  to  the  avail- 
ability and  the  use  of  the  various  products.  This 
cooperative  effort  made  it  possible  to  phase  out 
whole  blood  usage  and  replace  it  with  packed  red 
blood  cells.  Few  complaints  have  been  registered  by 
members  of  the  medical  staff.  In  those  few  cases 
involving  acute  massive  blood  loss,  replacement  ther- 
apy was  accomplished  by  utilizing  packed  red  blood 
cells  and  reconstituting  it  with  single  donor  plasma. 
On  occasion,  5%  protein  or  fresh  plasma  was  also 
utilized  for  reconstitution.  Of  course,  all  the  previous 
innovations  would  have  been  for  naught  were  it  not 
for  a blood  donor  recruiter  who  has  effectively 
worked  to  increase  our  donor  population,  thereby 
enabling  us  to  increase  the  number  of  units  drawn. 
This  has  been  accomplished  by  starting  our  own 
blood  assurance  program  and  by  developing  a mobile 
blood-drawing  operation  for  use  outside  the  hospital. 

Conclusion 

Blood  is  a valuable  therapeutic  agent  and  is  essen- 
tial in  modern  medical  practice.  It  is  clearly  a limited 
natural  resource  and  demand  for  its  use  is  growing 
steadily.  As  a result,  it  is  essential  that  we  better 
utilize  blood  and  its  components  in  order  to  meet  this 
demand  as  well  as  to  make  every  effort  to  increase  the 
donor  population.  The  authors  feel  that  the  best  utili- 
zation of  blood  is  by  component  therapy  with  an 
emphasis  on  transfusion  of  packed  red  cells  in  lieu  of 
whole  blood.  When  local  hospitals  become  more  in- 
volved in  drawing  and  processing  blood,  better  utili- 
zation results.  Close  cooperation  with  adjacent  and 
regional  facilities  by  transferring  units  of  blood  com- 
ponents from  one  institution  to  another  also  contrib- 
utes to  the  effective  and  efficient  use  of  this  limited 
resource. 

( Bibliography  on  request.)  H 


Table  2.  Component  Therapy  in  1975  at  the  Fairfax  Hospital's  Blood  Bank. 


Component 

Total  Use 

From  Outside 
Sources 

Manufactured 

Internally 

Manufactured 

Internally 

Red  cells 

4617 

105 

3667 

77% 

Platelets 

1416 

231 

1185 

84% 

Single  donor  plasma 

85 

0 

85 

100% 

Fresh  frozen  plasma 

487 

40 

362 

74% 

Cryoprecipitate 

431 

115 

316 

73% 

AHG  concentrate 

66 

Albumin 

2028 

Fibrinogen 

1 

Rh„  (D ) Immune  globulin 

402 
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Psychiatry 


The  Hvpnodierapeutic  Treatment 

of  Impotence 

W.  O.  Ward,  MD,  Richmond,  Virginia 


Hypnosis  used  as  an  uncovering  agent,  together  with  ego-strengthening  and 
new  self-image  suggestions,  is  this  author’s  treatment  of  choice  for  psychogenic 
impotence. 


IM  POTENCY  is  rapidly  being  recognized  as  one 
of  the  most  common  problems  facing  men  today. 
It  has  always  been  present,  but  in  the  last  few  years  it 
has  come  increasingly  to  the  attention  of  clinicians 
and  researchers.  There  appear  to  be  two  basic  reasons 
for  the  increase  in  awareness  and  incidence  of  impo- 
tency:  1)  people  are  more  comfortable  in  discussing 
sexual  dysfunction,  and  2)  women  are  taking  a more 
aggressive  sexual  role,  which  is  extremely  threatening 
to  many  males. 

In  days  gone  by  as  well  as  in  the  present,  physical 
fitness  and  potency  have  been  highly  regarded.  Some 
writings  in  the  past  have  even  used  the  word  “holi- 
ness” as  applied  to  sexual  potency.  Most  men  have 
heard  derogatory  terms  applied  to  individuals  who 
were  sexually  impotent.  Frequently  these  ideas  are 
taken  into  the  subconscious  and  appropriated  to 
one’s  self.  The  word  “impotence”  is  defined  as  “lack- 
ing in  power.”  In  Biblical  times  barrenness  was  the 
blame  of  women.  Now  with  our  assertive  woman’s 
society  and  increased  sexual  orientation,  sexual  po- 
tency of  the  male  can  be  his  primary  attribute  and 
impotency  the  imperfection  of  hell. 

Before  beginning  discussion  of  causes  and  methods 
of  treatment  for  impotency,  it  is  important  to  have  a 
clear  definition  of  the  word  itself.  For  general  clinical 
considerations.  Masters  and  Johnson  consider  a male 
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impotent  if  he  fails  at  coitus  25%  of  the  time.  How- 
ever, frequently  included  in  this  category  are  partial 
erection,  premature  ejaculation  where  ejaculation  oc- 
curs prior  to  or  very  soon  after  penetration,  and 
ejaculatory  incompetence  even  with  a fully  erect 
penis. 

The  incidence  of  impotency  has  been  statistically 
stated  as  occurring,  in  some  form,  in  1%  of  all  males 
under  the  age  of  35  years,  and  present  in  25%  of  all 
males  by  age  70  years.  After  interviewing  hundreds  of 
males  for  various  complaints  and  taking  their  sexual 
histories,  it  has  come  to  my  attention  that  these  fig- 
ures are  somewhat  low.  Patients  are  reluctant  to  dis- 
cuss this  problem  and  frequently  are  not  given  the 
opportunity  to  bring  out  the  complaint. 

The  scope  of  discussion  here  is  limited  to  those 
cases  of  primary  and  secondary  impotency  which 
deal  only  with  erectile  function.  A man  is  considered 
primarily  impotent  if  he  has  never  achieved  erection 
and  then  maintained  it  of  sufficient  duration  to  con- 
summate coitus.  He  is  considered  to  be  in  the  second- 
ary impotence  category  (and  it  is  to  this  second  group 
that  most  men  fall)  if  he  has  been  able  to  have  inter- 
course at  some  point  but  is  no  longer  able  to  do  so. 

Masters  and  Johnson  state  that  3%  of  their  cases 
were  due  to  various  physical  factors.  The  other  97% 
were  of  psychogenic  origin,  such  as: 

Religious  teaching; 

Maternal  dominance  leading  to  faulty  male  identi- 
fication; 

Paternal  dominance  leading  to  faulty  image  of  fe- 
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male  and  to  inferiority  feelings  in  the  son; 
Secondary  impotence  following  an  acute  alcoholic 
episode; 

Secondary  impotence  following  premature  ejacula- 
tion; 

Homosexual  orientation  often  occasioned  by  pre- 
vious homosexual  experiences. 

Meyer  and  associates  have  stated  that  many  pa- 
tients who  suffer  sexual  disorders  do  not  have  a d' 
finitive  psychiatric  diagnosis.  This  certainly  has  beei. 
verified  in  my  experience.  In  many  respects  these 
people  have  already  labeled  themselves  as  in- 
adequate, incompetent,  etc.;  a psychiatric  diagnosis 
label  only  compounds  an  already  negative  self-image. 
A breakdown  of  broad  diagnostic  categories  for  the 
50  patients  is  shown  in  Table  I.  Fear  was  the  largest 
segment.  This  category  includes  fear  of  penile  injury, 
which  takes  into  consideration  cases  of  fear  of  vener- 


Table  1.  Categories  of  Diagnosis. 


Diagnosis 

No.  oj  Patients 

Immaturity 

Fear 

4 

Of  extramarital  intercourse 

5 

Of  penile  injury 

5 

Of  commitment 

3 

Other 

6 

Guilt 

8 

Homosexuality 

3 

Maladjustment  in  marriage 

3 

Other 

13 

Total  50 

eal  disease  contact  and  fear  of  penile  amputation. 
The  category  “other”  refers  to  fears  such  as  of  a first 
or  repeat  pregnancy,  fear  of  the  effects  of  erection 
following  illness,  such  as  a coronary  occlusion,  and 
fear  of  commitment  to  marriage. 

The  study  includes  50  cases  which  were  treated  for 
primary  and  secondary  impotency.  The  majority  of 
the  patients  were  Caucasian  with  the  exception  of  two 
blacks  and  two  orientals.  Impotence  is  certainly  not  a 
disease  of  the  elderly,  as  it  so  frequently  thought.  The 
patients’  ages  ranged  from  16  to  58  years  with  a mean 
age  of  35.68  years  at  the  time  they  presented  for 
treatment.  The  mean  age  at  the  time  of  onset  of 
symptoms  that  could  be  recalled  was  29.40  years. 
Two  patients  withdrew  after  being  in  therapy  for  five 
hours.  Two  did  not  enter  into  hypnotherapy  after  the 
initial  consultation.  The  average  length  of  time  in 
therapy  was  1 2.02  hours. 

Most  of  the  patients  who  present  themselves  for 
therapy  have  developed  a neurosis  by  the  time  seek 
help.  They  have  gone  through  phases  of  ignoring  or 


denying  the  existence  of  the  problem.  Many  have 
attempted  another  form  of  denial  by  trying  repeat- 
edly to  find  some  physical  explanation  for  the  cause 
of  their  impotency.  This  accounts  for  two  of  the  four 
who  did  not  enter  therapy.  Ninety-two  percent  re- 
ported that  they  had  good  strong  erections  at  times, 
particularly  when  awakening  from  sleep.  However, 
when  they  became  aware  of  the  erection  the  neurotic 
cycle  was  triggered  and  fear  of  losing  the  erection 
created  a state  of  anxiety  resulting  in  the  loss  of  the 
erection.  Naturally,  this  reinforced  the  fear  of  failure 
and  perpetuated  the  vicious  cycle. 

A method  of  therapy  suggested  by  Harlam  is  to 
work  with  the  secondary  anxiety.  He  feels  that  this  is 
the  best  approach,  as  the  original  trigger  may  long 
have  lost  its  significance.  Most  “sex  therapy”  is  based 
on  the  principle  of  eradicating  the  secondary  anxiety. 
Many  of  the  patients  seen  in  my  office  have  been 
through  various  forms  of  this  treatment  without  help. 
However,  Deabler  has  pointed  out  the  need  for  un- 
covering subconscious  conflict  and  the  restructuring 
of  associations  along  with  ego-building. 
Hypnoanalytical  techniques  are  utilized  as  the  uncov- 
ering modality  with  all  of  our  patients. 

While  in  the  state  of  hypnosis,  uncovering  tech- 
niques are  used  to  help  the  patient  work  through  the 
dynamics  of  his  problem.  Such  techniques  consist  of 
word-association  testing,  dream  analysis  and  age 
regression.  The  age  regression  may  result  in  a mem- 
ory recall  or  in  revivification.  Revivification  is  pre- 
ferred because  it  is  usually  accompanied  by  consid- 
erable effect.  When  emotional  purge  can  be  brought 
about,  the  therapeutic  result  is  much  more  dramatic. 
Following  the  uncovering  of  repressed  and  sup- 
pressed predisposing  factors,  the  breaking  of  mal- 
adaptive habit  patterns  and  ego-building  are  possible. 

Probably  the  most  difficult  part  of  this  study  was 
the  followup.  Once  these  patients  are  relieved  of  their 
symptoms,  they  want  no  connection  with  or  any  re- 
minder of  a very  unhappy  period  in  their  lives. 
Thirty-three  did  respond  to  questionnaire  by  mail 
and/or  telephone  interview.  There  were  two  basic 
questions  asked  of  the  former  patient;  1 ) How  do  you 
rate  your  problem  for  which  you  sought  help?  and  2) 
How  do  you  rate  your  present  sex  life?  To  the  first 
question  they  were  asked  to  mark  a scale  of  five 
possibilities:  much  worse,  worse,  unchanged,  better 
or  much  better.  Thirty-one  stated  they  were  much 
better;  two  marked  unchanged.  All  patients  who  en- 
tered hypnotherapy  were  able  to  have  sexual  inter- 
course on  a regular  basis  at  the  time  of  their  dis- 
charge. Of  the  two  patients  who  stated  that  their 
problems  were  unchanged,  one  stated  he  had  had 
recurrence  of  his  symptoms. 
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The  other  stated  he  was  unable  to  perform  and 
realized  only  divorce  could  correct  his  problem. 

Case  Reports 

Case  1. 

The  patient,  25  years  old  and  single,  opened  his 
interview  by  stating  that  he  had  always  been  impotent 
and  had  never  been  able  to  have  intercourse,  al- 
though he  had  been  desperately  trying  for  seven  to 
eight  years.  Then  he  made  the  statement,  “It  hurts 
and  I shy  away.”  Later  it  was  learned  through  age 
regression  that  he  had  been  introduced  to  fellatio  by 
his  brother.  When  his  brother  was  trying  to  get  him 
to  participate  passively,  he  told  him  “Relax,  it’s  just 
like  having  a woman’s  pussy  slide  over  it.”  In  the 
course  of  events  he  was  badly  bitten  by  his  brother.  In 
his  mind  he  then  associated  the  vagina  with  injury. 

When  this  was  brought  out  and  integrated  with  his 
fears  and  guilt  of  the  adolescent  homosexual  activity, 
he  was  able  to  actively  engage  in  intercourse  on  a 
regular  basis.  The  time  in  therapy  to  first  successful 
intercourse  was  six  hours.  Total  time  in  therapy  was 
13  hours. 

Case  2. 

“Having  difficulty  completing  sexual  duties  and 
obligations”  is  how  this  man  started  his  history.  Mar- 
ried, 34  years  old  and  of  a very  rigid  Catholic  family, 
he  had  been  told  that  if  pregnancy  ever  resulted  out- 
side of  his  marriage  he  could  never  come  home  again. 
He  was  22  years  old  when  he  married  and  fathered 
three  children  in  three  years.  His  next  statement  was, 
“I  felt  I had  to  take  things  into  my  hands,  so  I'm  in 
conflict  with  myself.”  What  he  was  saying  was  that  he 
had  to  cease  having  intercourse  in  order  to  prevent 
further  pregnancies.  As  a substitute  he  had  started  to 
masturbate  and  felt  very  guilty  because  he  was  avoid- 
ing sex  with  his  wife  and  was  guilty  of  masturbation. 
His  only  “soul  saving”  alternative  was  to  become 
asexual  or  impotent. 

He  was  able  to  have  intercourse  utilizing  con- 
traception after  his  second  hour  in  therapy.  The  most 
significant  suggestions  in  helping  him  restructure  his 
thinking  were  along  the  line  of  self-forgiveness.  He 
was  discharged  after  five  hours  in  treatment. 

Case  3. 

In  relating  his  history,  this  patient,  28  years  old  and 
married,  said  he  had  had  a very  good  sex  life  until  his 
wife  told  him  that  she  was  no  longer  climaxing.  The 
obvious  reason  for  this  impotence  would  be  that  of 
an  injured  ego.  However,  on  closer  questioning — and 
this  serves  to  point  out  the  great  importance  of  get- 
ting a detailed  and  accurate  history — he  did  not  be- 
come impotent  immediately  but  rather  it  occurred 


over  the  next  several  months.  It  is  quite  true  that  he 
was  “put  down”  by  his  wife.  Through  dream  analysis 
it  was  ascertained  that  subconsciously  he  was  begin- 
ning to  think  more  and  more  of  extramarital  rela- 
tions. Through  age  regression  it  was  uncovered  that 
he  had  had  sexual  fantasies  starting  at  age  six,  about 
which  he  told  his  father,  who  severely  admonished 
and  punished  him.  He  accepted  the  suggestion  that  he 
was  abnormal  in  his  sexual  thinking.  Coupled  with 
his  training  of  sexual  mores  and  early-instilled  guilt, 
he  made  himself  impotent  rather  than  commit 
adultry.  His  time  in  therapy  was  18  hours. 

Case  4. 

This  patient,  27  years  old  and  single,  narrated  a 
very  tight  religious  background.  His  mother  had  al- 
ways condemned  premarital  sex;  he  had  always  been 
attracted  to  sweet,  innocent  girls.  “I'm  a 27-year-old 
virgin,”  was  his  reply  when  asked  if  he  had  ever  been 
able  to  consummate  intercourse. 

He  started  masturbation  at  the  age  of  24  years  and 
felt  it  was  much  in  excess,  occurring  once  every  two 
to  three  days.  There  had  been  homosexual  fantasies 
but  he  felt  they  were  basically  a “turn-off.” 

Several  factors  were  uncovered,  primarily  his  gen- 
eral feeling  of  guilt  and  shame  associated  with  any- 
thing sexual,  even  to  the  point  of  not  allowing  himself 
to  masturbate  until  he  had  failed  at  intercourse.  He 
believed  that  he  had  to  always  be  nice  and  should 
associate  with  sweet,  innocent  girls.  To  associate  with 
“that  other  type  of  girl”  might  result  in  pregnancy, 
venereal  disease  or,  worse,  he  might  fall  in  love  with 
her. 

It  took  eight  hours  to  get  him  to  age-regress  to  a 
significant  area.  He  was  16  years  old  and  was  caring 
for  his  niece.  They  were  wrestling  on  the  floor  and  he 
tried  to  pull  her  panties  down.  She  screamed  and  ran 
to  his  mother  who  was  shocked  but  then  replied  that 
“X”  was  too  nice  a person  to  ever  do  anything  like 
that. 

After  helping  him  restructure  his  thinking,  he  was 
able  successfully  to  have  intercourse.  Unfortunately, 
this  resulted  in  severe  paraphimosis,  requiring  sur- 
gery. Following  this  it  was  necessary  to  treat  him 
another  six  hours.  Total  time  in  therapy  was  14 
hours. 

Case  5. 

This  young  man,  32  years  old  and  married,  pre- 
sented one  of  the  most  unusual  twists  of  any  of  the 
patients.  He  gave  a history  of  being  unable  to  con- 
summate his  marriage,  having  been  married  some  8V2 
months.  There  was  no  history  of  premarital  inter- 
course but  he  had  had  a totally  satisfactory  sex  life 
throughout  his  first  marriage,  which  had  lasted  six 
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years.  That  marriage  had  been  one  of  constant  tur- 
moil, yet  this  did  not  seem  to  interfere  with  his  sex- 
uality. 

Through  hypnotic  investigation  it  was  determined 
that  his  first  episode  of  impotence  was  not  with  his 
present  wife  but  with  a college  girl  friend.  Also  there 
was  an  episode  of  impotence  when  he  attempted  pre- 
marital relations  with  his  first  wife.  This  gave  a defi- 
nite connection  and  when  asked  what  was  the  rela- 
tionship of  all  his  incidences  of  impotence,  he  replied, 
“There  was  no  marriage  and  therefore  it  would  be  a 
sin."  With  this  statement  his  problem  was  clarified. 

The  patient  had  replied,  when  asked  if  he  was 
religious,  “Yes,  I'm  a very  devout  Catholic."  Further 
uncovering  was  then  taken  along  the  lines  of  how  he 
felt  about  his  present  marriage,  only  to  find  that  he 
subconsciously  did  not  consider  himself  married  to 
this  woman.  As  he  was  Catholic,  he  could  not  accept 
divorce  and  felt  that  he  was  still  married  to  his  first 
wife,  although  legally  he  was  divorced. 

He  was  treated  with  the  aid  of  a priest  and  with 
posthypnotic  suggestion  to  forgive  himself  for  his 


past.  After  1 I hours  of  therapy  he  was  finally  able  to 
consummate  his  second  marriage.  When  questioned 
in  followup,  he  was  experiencing  no  difficulties. 

Summary 

Fifty  cases  of  primary  and  secondary  impotency 
are  presented.  A breakdown  of  the  patients  as  to  age 
shows  that  the  problem  is  wide-spread  from  youth  to 
middle-age;  in  this  study  there  was  a mean  age  of 
29.40  years.  All  patients  who  remained  in  therapy 
were  able  to  perform  sexually  at  the  time  of  their 
discharge.  In  followup  of  66%  of  the  patients,  all 
stated  they  were  doing  well  except  for  two. 

Hypnosis  used  as  an  uncovering  modality  is  shown 
to  be  markedly  effective.  This,  incorporated  with  ego- 
strengthening and  new  self-image  suggestions,  seems 
to  be  the  treatment  of  choice  for  psychogenic  impo- 
tence. 

The  author  acknowledges  the  assistance  of  J.  William 
Underwood,  PhD,  in  the  preparation  of  this  paper. 
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Desensitization  for  Moniiiai 
Hypersensitivity 

Henry  J.  Palacios,  MD,  McLean,  Virginia 


The  author  discusses  dermatologic  and  vaginal  moniliasis  resistant  to  topical 
therapy  and  documents  their  relationship  to  hypersensitivity. 


MONILIASIS  is  an  infection  usually  confined 
to  areas  where  Candida  albicans  frequently 
appears  as  a saprophite:  the  vagina,  skin,  mouth  and 
intestine.  As  with  other  potential  agents  of  disease 
inhabiting  normal  organisms,  C albicans  infections 
usually  occur  because  of  predisposing  conditions 
within  the  host.  The  duration  of  these  conditions 
determines  whether  attacks  of  moniliasis  occur  once, 
occasionally,  frequently  or  chronically  and  whether 
the  results  of  topical  therapy  are  to  be  satisfactory, 
unsatisfactory,  permanent  or  temporary.  Desensi- 
tization with  C albicans  antigen  is  recommended  in 
cases  in  which,  because  of  hypersensitivity  to  this 
organism,  the  results  of  topical  therapy  are  not  per- 
manent or  satisfactory.1'2  Amphoreticin  B is  used  in 
cases  of  systemic  momiliasis  that  occasionally  de- 
velop in  debilitated  patients  under  prolonged  antibi- 
otic or  corticosteroid  therapy. 

In  a given  case  one  or  several  of  the  following 
conditions  could  explain  the  development  of  mon- 
iliasis.3 

1.  Direct  contact  with  someone  infected,  in  which 
case  the  disease  is  usually  self-limiting  and  short  in 
duration. 

2.  The  pH  changes  and  increase  in  cellular  glyco- 
gen occurring  in  pregnancy  and  pseudopregnancy 
caused  by  oral  contraceptives. 

Presented  at  the  Annual  Meeting  of  The  Medical  Society 
of  Virginia,  Williamsburg,  November  5,  1976. 
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3.  Antibiotic  therapy  in  predisposed  subjects, 
such  as  those  who  have  already  suffered  from  the 
disease. 

4.  Spilling  of  glucose  in  the  vagina  of  diabetic 
patients. 

5.  Hypoparathyroidism. 

6.  Autoimmune  disorders  such  as  hypoadrenal- 
ism. 

7.  Immunosuppressive  therapy. 

8.  Hypersensitivity. 

Resistant  Moniliasis  and  Allergy 

It  is  common  for  a given  patient  to  have  more  than 
one  allergic  manifestation,  simultaneously  or  at  dif- 
ferent times.  Resistant  forms  of  moniliasis  are  often 
found  in  association  with  hypersensitivity  to  various 
allergens,  especially  those  of  airborne  origin.  Resist- 
ant dermatologic  and  vaginal  moniliasis  in  associa- 
tion with  respiratory  and  skin  allergies  has  already 
been  described.1-2 

The  author's  data  consist  of  information  from  a 
group  of  18  females  and  two  males  with  1 I cases  of 
vaginitis,  five  cases  of  dermatitis,  three  cases  of  nail 
involvement  associated  with  skin  or  vaginal  mon- 
iliasis and  one  case  of  moniliasis  confined  solely  to 
the  nails.  Perennial  allergic  rhinitis,  xerodermia  (xe- 
rosis or  abnormally  dry  portions  of  skin)  and  seb- 
orrhea sicca  (symptomatic  dandruff)  were  the  three 
most  common  hypersensitivities  encountered  in  this 
series,  or  indeed  among  all  forms  of  allergy  seen  by 
the  writer.  The  allergies  of  hay  fever,  asthma,  neuro- 
dermatitis, eczema  and  recurrent  forms  of  bacterial 
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skin  infection  were  less  frequent.  The  xerosis,  seb- 
orrhea sicca  and  recurrent  bacerial  skin  infections 
were  considered  as  allergies  because  desensitization 
brought  consistent  improvement. 

In  cases  of  resistant  moniliasis  the  preponderance 
of  perennial  allergic  rhinitis,  xerosis  and  seborrhea 
sicca  over  other  allergies  is  due  to  their  overwhelming 
incidence  in  the  general  population.  A description  of 
xerosis  and  seborrhea  sicca  follows,  as  these  disorders 
are  not  usually  described  as  manifestations  of  disease. 

The  presence  of  xerosis  is  always  obvious  to  pa- 
tients because  of  the  discomfort,  roughness,  lack  of 
lubrication  and,  frequently,  lack  of  sweating  on  por- 
tions of  affected  skin.  Affected  areas  range  from  a few 
square  millimeters  to  several  gross  regions  such  as  the 
arms,  shoulders  and  back.  Occasionally  it  can  affect 
most  of  or  the  entire  body.  It  is  often  pruritic,  bilat- 
eral, scaly  and  painful,  and  it  is  always  worse  in 
winter.  It  is  only  partially  relieved  by  moisturizing 
agents  and  then  only  for  a very  short  time.  The  com- 
mon sites  of  involvement  are  the  lateral  aspect  of  the 
arms,  the  shoulders,  the  upper  back  and  neck,  the 
palm,  the  heel  and  the  fingers,  especially  in  the 
creases. 

Seborrhea  sicca  seems  to  be  xerosis  of  the  scalp  and 
is  an  important  cause  of  baldness  in  both  sexes.  It  is 
characterized  by  excessive  scaliness  of  the  scalp  and 
dryness  of  the  scalp  and  hair.  It  is  frequently  pruritic, 
frequently  associated  with  excessive  hair  loss  and  un- 
ruly hair,  occasionally  accompanied  by  split  hair  ends 
and  is  temporarily  and  incompletely  relieved  by  topi- 
cal agents. 

The  resistant  bacterial  skin  infections  mentioned  in 
this  series  developed  in  areas  of  previously  existing 
xerosis.  There  was  one  case  of  hidradenitis  of  the 
axilla  due  to  infection  by  Pseudomonas  aeruginosa 
and  two  cases  of  indolent  leg  ulcers,  one  due  to 
Staphylococcus  aureus  and  the  other  to  Pseudo- 
monas a. 

Diagnosis  of  Hypersensitivity 

Data  from  the  clinical  histories  and  physical  exam- 
ination of  patients  have  been  sufficient  basis  for  sus- 
pecting the  existence  of  allergy  in  view  of  the  type  of 
disorder  encountered — recurrent  moniliasis,  recur- 
rent skin  infection,  perennial  allergic  rhinitis,  xerosis, 
asthma,  etc.  When  there  is  doubt  about  the  per- 
sistence of  an  infection  or  the  chronicity  of  a skin 
lesion,  its  association  with  an  allergy  has  led  us  to 
think  that  hypersensitivity  could  be  the  etiology  of 
both  conditions.  Among  patients  with  the  above 
diagnosis  a number  of  features  have  been  of  great 
help  in  establishing  the  presence  of  hypersensitivity: 
chronicity,  repeated  acute  attacks  of  respiratory  dis- 
ease, recurrent  mucosal  or  cutaneous  infection  and 


Table  1.  Allergies  in  20  Patients  with  Resistant  Moniliasis. 


Simple  moniliasis  (4  patients) 

Vaginal 

Dermatological 

Moniliasis  complicated  by  additional  allergies 
(16  patients) 

Perennial  allergic  rhinitis 
Perennial  allergic  rhinitis 
Seborrhea  sicca 
Xerodermia 
Hay  fever 

Chronic  obstructive  pulmonary  disease  (asthma) 

Neurodermatitis 

Eczema 

Chronic  hidradenitis  with  Pseudomonas  a 
Indolent  leg  ulcers  with  Staphylococcus  a 
Indolent  leg  ulcers  with  Pseudomonas  a 


2 

2 


11 
1 1 

9 

8 

3 

3 

2 

2 

1 

1 

1 


exacerbation  as  a result  of  weather  factors  related  to 
respiratory  allergies  (such  as  changes  from  warm  to 
cold,  high  relative  humidity,  snow,  stagnation  of  air 
and  temperature  inversion). 

Nasal  allergy  has  been  verified  by  searching  for  an 
increased  number  of  eosinophils  in  nasal  mucous 
stained  with  true  Hansel’s  stain  (Hollister-Stier  Labo- 
ratories’ one-step  technique).4  This  test  has  been  con- 
sistently positive  in  seasonal  allergies  and  in  most 
instances  of  chronic  nasal  symptoms  usually  due  to 
perennial  allergic  rhinitis  (sometimes  incorrectly 
diagnosed  as  sinusitis). 

Determination  of  airborne  allergens  responsible 
for  the  skin  or  respiratory  allergies  found  in  our  series 
was  based  on  knowledge  about  the  peculiar  mode  of 
action  of  each  allergen  and  on  skin  testing.  Allergens 
found  include  pollens,  danders  of  domestic  animals 
and  house  dust.  Pollen  allergies  are  suspected  if 
symptoms  develop  during  the  short  periods  of  polli- 
nation of  trees,  grasses  or  weeds  at  times  of  the  day 
when  the  ground  is  dry.  As  in  other  forms  of  inhalant 
allergy,  symptoms  due  to  animal  danders  are  limited 
to  the  period  of  exposure  to  the  offending  animal. 
They  seldom  last  more  than  a few  hours.  House  dust 
allergy  is  suspected  in  cases  with  perennial  symptoms, 
with  exacerbation  of  symptoms  during  winter  or  with 
development  of  symptoms  in  a dusty  atmosphere.5 


Treatment  and  Results 

For  the  last  five  years  we  have  been  using  Allpy- 
rallHl  C albicans  antigen  in  patients  with  vaginal  and 
skin  moniliasis  that  recurred  despite  topical  therapy 
and  in  cases  with  chronic  nail  involvement.  If  antibi- 
otic therapy  became  necessary,  booster  doses  of  this 
antigen  were  given  prior  to  its  administration  to  pa- 
tients under  desensitization  and  sometimes  after  this 
had  been  completed.  When  other  allergens  have  also 
been  a problem  we  have  given  this  antigen  in  combi- 
nation with  antigens  of  pollens,  animal  danders  and 
house  dust. 
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In  most  cases  the  results  of  treatment  for  these 
differing  allergies  have  ranged  from  satisfactory  to 
excellent.  Improvement  in  the  appearence  of  nails 
infected  by  C albicans  have  taken  place  rather  slowly. 
Booster  doses  of  antigen  have  helped  to  prevent  the 
recurrence  or  exacerbation  of  vaginitis  in  cases  where 
this  had  been  a major  problem.  The  results  may  be 
summarized  as  follows.  Six  patients  have  been 
asymptomatic  for  over  1 Vi  years  after  desensitization 
was  discontinued.  In  ten  patients  the  moniliasis  has 
been  under  control  \-3Vi  years,  but  further  desensi- 
tization is  still  needed.  Desensitization  was  needed 
again  for  one  patient  that  had  remained  without  it  for 
over  a year.  One  patient  in  her  second  year  of  treat- 
ment is  unimproved  of  her  vaginitis,  but  her  per- 
ennial allergic  rhinitis  is  well  controlled.  One  patient 
expired  of  septicemia  as  a complication  of  moniliasis, 
controlled  for  several  months,  but  desensitization 
had  been  discontinued  against  our  advice.  One  pa- 
tient who  had  not  improved  at  the  end  of  three 
months  discontinued  therapy. 

Conclusions 

Complete  evaluation  of  respiratory  and  skin  symp- 
toms in  patients  with  recurrent  or  chronic  forms  of 
moniliasis  has  revealed  the  association  of  a high  in- 
cidence of  allergies.  The  finding  of  multiple  respi- 
ratory or  skin  allergies  together  with  a high  rate  of 
improvement  by  desensitization  has  led  the  author  to 
conclude  that  allergy  is  a predisposing  factor  respon- 
sible for  the  chronicity  or  recurrence  of  vaginal  or 
dermatological  moniliasis.  Knowing  that  xerosis, 
seborrhea  sicca  and  resistant  forms  of  skin  infection 
are  allergies  has  helped  to  determine  twice  as  many 
hypersensitivities  as  would  otherwise  have  been  pos- 
sible. Our  results  indicate  that  desensitization  with  C 
albicans  antigen  is  the  mainstay  in  the  treatment  of 
resistant  dermatologic  or  vaginal  moniliasis  and  the 
sole  form  of  therapy  in  cases  of  nail  involvement  with 
deep-seated  lesions  out  of  the  reach  of  topical  agents. 
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We  can  t buy  these 
hand-woven  master- 
pieces after  midday. 

But  you  can. 

The  Iranian  rug  bazaars  open  early.  Seasoned  men 
bring  in  incredible  loads  of  these  exquisite  works  of 
art,  and  bargaining  begins.  At  midday  the  bazaars 
close  as  merchants  tally  sales,  plan  for  the  next 
morning.  Familiar  figures  at  these  bazaars  are  the 
Eways  brothers  from  far-off  Virginia  who  purchase 
rugs  with  half  a century’s  expertise.  While  they  can 
only  buy  before  noon,  you  may  buy  throughout  the 
day  at  their  Charlottesville  store. 

Today,  Iran  is  modernizing  rapidly.  New  industries 
attract  the  shepherds,  thus  reducing  the  supply  of 
resilient  wool  that  gives  oriental  rugs  a life  span  of 
decades,  even  centuries.  Fewer  farmers  grow  the 
dyestuffs  that  assure  brilliant,  enduring  colors. 
Younger  generations  lack  the  patience  to  hand-tie 
millions  of  knots  that  form  glowing  mosaics  under- 
foot. Dwindling  supply,  growing  demand  ...  that’s 
why  oriental  rugs  appreciate  so  rapidly  in  value. 
That’s  why  now  is  the  time  to  visit  Eways  and  see 
matchless  masterpieces  that  awaken  the  sleeping 
beauty  of  any  room. 

saLem  in.  ew&ys  inc. 

Write  Dept.  VMM 

1417  N.  Emmet  St.,  Charlottesville,  Va.  22901 
Phone  804/295-3136 
Member:  Oriental  Rug  Retailers  of  America 
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Dwarfing  Syndromes 
Recognizable  at  Birth 

Meinhard  Robinow,  MD,  Charlottesville,  Virginia 


The  author  describes  the  signs  suggestive  of  skeletal  dysplasias  in  the  new- 
born and  discusses  the  increasingly  important  role  of  genetic  counseling. 


GENETIC  COUNSELING  has  become  recog- 
nized in  the  past  two  decades  as  an  important 
aspect  of  health  care,  and  physicians  dealing  with 
children  have  taken  an  increased  interest  in  con- 
genital anomalies,  their  precise  identification  and 
early  recognition.  An  important  area  of  congenital 
anomalies  are  the  heritable  dwarfing  syndromes  pro- 
duced by  skeletal  dysplasias.  Meanwhile  the  number 
of  identifiable  syndromes  has  increased  at  a spectacu- 
lar rate.1  New  entities  have  been  split  off  old  ones. 
Much  of  what  was  formerly  considered  variability 
within  a single  disorder  has  proved  to  be  genetic 
heterogeneity.  It  has  become  apparent  that  most  of 
the  skeletal  dysplasias  are  fairly  uniform  in  their 
manifestations,  predictable  in  their  course  and  recog- 
nizable at  birth. 

When  should  one  suspect  a skeletal  dysplasia  in  the 
neonate?  When  there  is 
reduced  body  length, 
brachymelia, 
bowed  limbs, 

incomplete  joint  extension, 
unduly  large  fontanelles, 
dysmorphic  features. 

Most  though  not  all  children  with  skeletal  dys- 
plasias are  short  at  birth.  Many  of  them  are  brachy- 
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melic,  i.e.,  their  limbs  are  disproportionally  short. 
Often  the  fingers  do  not  reach  down  to  the  trochan- 
ters. The  shortening  may  be  rhizomelic  (upper  arms 
and  thighs),  mesomelic  (forearms  and  legs)  or  ac- 
romelic  (hands  and  feet).  Bowed  limbs  should  arouse 
suspicion.  One  should  be  alerted  if  elbows,  hips  and 
knees  cannot  be  fully  extended.  The  fontanelles  are 
often  abnormally  large  in  skeletal  dysplasias.  Occa- 
sionally other  dysmorphic  features  provide  valuable 
clues.2,3 

As  to  some  specific  dysplasias,  achondroplasia, 
dominantly  transmitted,  is  by  far  the  most  common 
skeletal  dysplasia.  Even  in  the  newborn  the  diagnosis 
can  usually  be  made  by  simple  inspection.  But  the 
radiographic  features  are  unmistakable  and  abso- 
lutely diagnostic4 — rhizomelic  dwarfing,  cephalo- 
caudad  narrowing  of  the  lumbar  interpedicular 
spaces,  small  square  iliac  wings,  transverse  acetabular 
roofs,  a small  sciatic  notch  and  misshapen  proximal 
femoral  and  humeral  metaphyses  achondroplasia. 
What  was  once  called  “atypical”,  “hypoplastic”  or 
“hyperplastic”  achondroplasia  has  turned  out  to  be  a 
variety  of  different  dysplasias.  Some  of  them  are  eas- 
ily recognized:  achondrogenesis  (autosomal  recessive) 
and  thanatophoric  dwarfism  (probably  a dominant 
mutation)  are  incompatible  with  life.  They  look  like 
exaggerations  of  achondroplasia.  The  brachymelia  is 
much  more  severe.  A striking  finding  in  achondroge- 
nesis is  markedly  underossified  vertebrae.  In  thanato- 
phoric dwarfism  the  vertebral  bodies  are  wafer-thin, 
the  chest  very  narrow.  Craniostenosis  is  common. 


Fig.  1.  Classic  achondroplasia  and  two  lethal  chondrodystrophies  of  the  newborn.  Left,  AP  roentgenogram:  small  angular 
iliac  wings,  horizontal  acetabular  roofs,  dysplastic  proximal  femora,  cephalocaudad  narrowing  of  lumbar  interpedicular 
distances.  Center,  achondrogenesis:  relatively  normal  skull;  severe  brachymelic  dwarfing;  underossification  of  vertebrae, 
especially  in  lumbosacral  region.  Right,  thanatophoric  dwarfism:  severe  brachymelia,  flattened  vertebral  bodies,  very 

narrow  thorax. 


Fig.  2.  Left,  Ellis-van  Creveld  syndrome:  hexadactyly  and  fusion  of  5th  and  6th  metacarpals.  Right,  Kniest  syndrome:  short 

femora  with  dumbbell-shaped  metaphyses. 


sometimes  severe  enough  to  produce  a “clover  leaf 
skull”. 

The  Ellis-van  Creveld  syndrome , or  chondroecto- 
dermal  dysplasia,  is  inherited  as  an  autosomal  reces- 
sive. It  is  one  of  two  rare  dwarfing  syndromes  which 
are  relatively  common  among  the  highly  inbred  Am- 
ish of  Pennsylvania  (the  other  is  cartilage-hair  hypo- 
plasia). Associated  with  brachymelic  dwarfing  are 


hexadactyly  of  the  hands,  hypoplastic  nails,  natal 
teeth  and,  in  half  of  the  cases,  congenital  heart  dis- 
ease, usually  an  atrial  septal  defect.  The  classic  radio- 
graphic  features  are  present  at  birth:  fused  metacar- 
pals 5 and  6,  club-shaped  proximal  ulna  and  unusual 
pelvis  with  acetabular  spur.  The  ribs  are  short,  the 
thorax  narrow.  A similar  pelvis,  even  shorter  ribs  and 
narrower  thorax  are  seen  in  asphyxiating  thoracic 
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dystrophy  (also  an  autosomal  recessive).  In  the  few 
cases  which  survived  the  newborn  period  nephritis 
has  later  proved  fatal.  Another  not  too  uncommon 
form  of  short  limb  dwarfing  is  diastrophic  dwarfism, 
also  inherited  as  an  autosomal  recessive.  Severe  club- 
feet is  one  of  the  landmarks.  A unique  feature  is  a 
cauliflower  ear,  caused  by  spontaneous  subchondral 
effusions  during  the  first  few  days  of  life. 

There  are  four  skeletal  dysplasias  in  which  a cleft 
of  the  soft  palate  is  commonly  found: 

diastrophic  dwarfism, 

Kniest  syndrome, 

Larsen’s  syndrome, 
camptomelic  syndrome. 

All  can  be  recognized  at  birth.  Larsen' s syndrome  is 
characterized  by  multiple  congenital  dislocations, 
joint  laxity,  short  stature  and  minor  skeletal  anoma- 
lies. Inheritance  may  be  dominant  or  recessive.  The 
Kniest  syndrome  (autosomal  dominant)  is  a short 
limb  dwarfing  syndrome  with  peculiar  dumb-bell- 
shaped metaphyses  and  progressive  joint  con- 
tractures. The  camptomelic  syndrome  (autosomal  re- 
cessive) shows  bowing  of  the  femora  and/or  tibiae 
with  overlying  skin  dimples.  It  is  usually  fatal  in  the 
first  year  of  life. 

Congenital  bowing  of  limbs  is  conspicuous  in  three 
types  of  dwarfing: 

camptomelic  syndrome, 
hypophosphatasia, 
osteogenesis  imperfecta. 

Radiography  readily  distinguishes  between  them. 
Neonatal  hypophosphatasia  (autosomal  recessive),  se- 


Fig.  3.  Neonatal  skeletal  dysplasias  with  bowed  extremities. 
Above,  camptomelic  dwarfism,  bowed  femora.  Right,  os- 
teogenesis imperfecta  congenita,  bowing  due  to  multiple 
fractures. 


were  enough  to  cause  bowing  in  the  newborn,  is  uni- 
versally fatal.  Both  the  recessive  broad-bone  and  the 
dominant  slender-bone  type  of  osteogenesis  imper- 
fecta can  present  at  birth  with  innumerable  fractures 
and  bowing.  Infants  with  the  broad-bone  type  rarely, 
if  ever,  survive. 

There  are  several  types  of  mesomelic  dwarfism,  all 
of  them  rare.  One  which  is  easy  to  recognize  at  birth 
is  the  fetal  face  syndrome  (autosomal  dominant  or 
recessive).  The  features  are  moderate  dwarfing, 
prominent  forehead,  hypertelorism,  short  upturned 
nose,  forearm  brachymelia  and  severe  hypoplasia  of 
the  penis  in  males,  of  the  clitoris  and  labia  minora  in 
females.  The  face  resembles  that  of  the  fetus  at  eight 
weeks. 

THE  MAJORITY  of  dysplasias  are  inherited  as 
autosomal  dominant  traits  with  full  expression. 
Most  of  them  are  so  disabling  that  reproduction  is 
very  low.  Consequently  most  cases  represent  new 
mutations.  Under  such  circumstances  parents  can  be 
assured  that  the  recurrence  risk  is  negligible  and  that 
their  unaffected  children  are  not  carriers.  Conversely, 
it  is  most  important  to  know  the  congenital  dys- 
plasias which  are  inherited  as  recessives  because  of 
the  25%  recurrence  risk.  They  are: 
achondrogenesis, 
asphyxiating  thoracic  dystrophy, 

Ellis-van  Creveld  syndrome, 
diastrophic  dwarfism, 
hypophosphatasia, 
broad-bone  osteogenesis  imperfecta, 
infantile  osteopetrosis. 
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Fig.  4.  Fetal  face  syndrome.  Left,  mesomelic  brachymelia.  Right,  characteristic  facies. 


Several  other  skeletal  dysplasias  have  both  domi- 
nant and  recessive  forms;  these  make  counseling  very 
difficult. 

Dwarfs  lead  a difficult  and  often  discouraging  life. 
They  must  learn  to  live  with  ridicule  and  con- 
descension, to  fight  employment  discrimination  and 
cope  with  heterosexual  frustration.  Two  remarkable 
national  organizations  give  companionship  to  mem- 
bers and  their  families  and  support  research  on  hu- 
man growth.  They  are  Little  People  of  America,  9 
Oak  View  Drive,  Greenville,  Pennsylvania  16125, 


and  the  Human  Growth  Foundation,  601  Light  Street, 
Baltimore  MD  21230. 
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THERE  AREA 
LOT  OF  PEOPLE 
GETTING  BETWEEN 

YOU  AND  MIR 
PATIENT. 

Medicine  today  is  in  the  spotlight,  subjected  to  all 
kinds  of  scrutiny.  Your  control  over  patient  therapy  is 
being  monitored,  judged  and  occasionally  abrogated, 
sometimes  by  unknown  third  parties. 

The  worry  is  that  in  the  wake  of  this  focus,  the  rela- 
tionship between  you  and  your  patient  will  be  weakened, 
without  offsetting  benefits.  Consider  three  examples: 

Drug  Substitution  In  most  states,  pharmacy  laws, 
regulations  or  professional  custom  stipulate  that  your 
non -generic  prescriptions  be  filled  with  the  precise  prod- 
ucts you  prescribe.  But  in  the  last  five  years,  a dozen  or 
more  State  laws  have  been  changed,  permitting  the  phar- 
macist in  most  cases  to  select  a product  of  the  same 
generic  drug  to  fill  any  prescription. 

Ironically,  this  dilution  of  physician  control  has 
taken  place  against  a background  of  growing  evidence 
that  purportedly  equivalent  drug  products  may  be  in- 
equivalent, since  neither  present  drug  standards  nor  their 
enforcement  are  optimal.  In  fact,  the  FDA  itself  says  it 
has  not  enforced  the  same  standards  for  hundreds  of 
“follow-on”  products  that  it  had  applied  to  the  original 
NDA  approvals.  Thus  physician  control  over  patient 
therapy  is  being  eroded  with  a risk  that  patients  may  be 
exposed  to  drugs  of  uncertain  quality. 

The  major  advertised  claim  for  substitution  is  reduced 
prescription  prices  for  consumers.  Yet  no  documentation 
of  any  significant  savings  has  been  produced. 

MAC  Maximum  Allowable  Cost,  MAC  for  short,  is 
a Federal  regulation  designed  to  cut  the  Government’s 
drug  bill  by  setting  price  ceilings  for  drugs  dispensed  to 
Medicare  and  Medicaid  patients.  Unless  the  prescriber 
certifies  on  the  prescription  that  a particular  product  is 
medically  necessary,  the  Government  intends  to  pay  only 
for  the  cost  of  the  lowest-priced,  purportedly-equivalent, 


generally-available  product.  The  effect  of  the  program 
may  be  that  elderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  of  the  program,  since  Government  will 
have  absolute  authority  to  make  its  choices  stick. 

The  drug  lag  The  future  of  drug  and  device  re- 
search depends  upon  a scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  $ 1 billion  of  its  own  funds  and  evaluating 
more  than  1,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  system  disorders,  among 
others.  But  there  is  a major  barrier  to  the  flow  of  new 
drugs  to  your  patients : The  cost  of  the  research  is  more 
than  ten  times  what  it  was,  per  product,  in  1962;  and 
whereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  then,  it  commonly  consumes  two 
years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That’s  why  the  increased  efficiency  of  the  drug  approval 
process  is  vital  to  all  our  futures. 

If  these  issues  concern  you,  we  suggest  that  you  make 
your  voice  heard— among  your  colleagues  and  your  repre- 
sentatives in  State  legislatures  and  in  Washington. 

It  could  make  a difference  in  your  practice  tomorrow. 

ImTTIj] 

Pharmaceutical  Manufacturers  Association  nr  w 
1155  Fifteenth  Street,  N. W,  Washington,  D.C.  20005 


Medicine  and  the  Legislature 


How  the  Virginia  General  Assembly 
Acted  on  Medical  Issues 


There  were  1,940  bills  and  resolutions  considered 
by  the  Virginia  General  Assembly  during  its 
“short”  (52  days)  1977  session;  96  of  these  contained 
medical  implications  and  were  followed  by  The  Med- 
ical Society  of  Virginia. 

Of  the  more  important  bills,  eight  of  the  19  sup- 
ported by  the  Society  were  enacted  and  1 1 were 
killed.  Ten  of  the  bills  opposed  were  defeated,  and 
five  were  amended  in  such  a manner  as  to  remove 
Society  objections. 

Three  malpractice  bills  were  killed.  They  were  the 
elimination  of  the  ad  damnum  clause,  periodic  pay- 
ment of  awards  and  the  reduction  of  the  statute  of 
limitations  for  minors;  the  first  two  of  these  were 
withdrawn  at  the  request  of  the  chief  patron.  These 
bills  will  again  be  considered  by  the  Society’s  Legisla- 
tive Committee  for  possible  reintroduction  during  the 
1978  session  of  the  General  Assembly. 

Here  are  the  bills  of  salient  concern  and  their  dis- 
position. 

Society  Malpractice  Bill 

HB  190  (Pendleton)  Supported.  Carried  over  from 
1976.  Killed.  This  bill  incorporated  provisions  set 
forth  by  the  Society’s  1976  House  of  Delegates’  rec- 
ommendations. It  included  (1)  a $500,000  limitation 
of  recovery  and  (2)  a six-year  statute  of  limitation 
reduction  for  minors;  (3)  established  a state-run  pa- 
tient compensation  fund;  (4)  called  for  a 15%  limita- 
tion on  attorney  fees  for  any  recovery  over  $100,000 
from  the  patient's  compensation  fund;  (5)  established 
a residual  malpractice  insurance  authority;  and  (6) 
established  a medical  review  panel. 

Elimination  of  Ad  Damnum  Clause 

HB  404  (Pickett)  Supported.  Carried  over  from 
1976.  Killed.  This  bill  would  have  provided  that  “no 
dollar  amount  or  figure  shall  be  included  in  the  de- 
mand for  the  relief  in  any  motion  for  judgment  in  any 
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action  for  damages,  or  personal  injury,  or  death,  but 
the  demand  shall  be  for  such  damages  as  are  reason- 
able during  the  trial”. 

Periodic  Payments  of  Awards 

HB  1147  (Pickett)  Supported.  Carried  over  from 
1976.  Killed.  This  bill  provided  for  periodic  payments 
to  be  incorporated  in  medical  malpractice  judgment 
orders  of  over  $100,000.  This  would  have  sub- 
stantially eliminated  lump-sum  recoveries,  and  the 
award  would  have  been  designed  to  meet  the  needs  of 
the  plaintiff. 

Statute  of  Limitation  Reduction  for  Minors 

SB  783  (Canada)  Supported.  Killed.  This  bill,  in- 
troduced at  the  request  of  the  Society,  would  have 
changed  the  statute  of  limitations  for  minors  in  con- 
nection with  claims  against  health  care  providers  to 
whichever  is  later,  of  two  years  from  injury  or  until 
the  child  reached  eight  years  of  age.  When  Senate  Bill 
565  was  introduced,  with  the  provision  changing  the 
basic  statute  from  two  years  from  occurrence  to  two 
years  from  discovery,  attention  shifted  to  that  bill, 
where  the  emphasis  was  on  maintaining  the  status 
quo.  Rejection  of  the  discovery  rule  in  SB  565  ended 
any  chance  of  passage  of  SB  783. 

Physician  Disciplinary  Measures 

HB  1558  (Philpott)  Supported.  Enacted.  The  bill 
requires  hospitals  to  report  to  the  appropriate  state 
board  when  any  health  professional  is  treated  for 
drug  addiction  or  chronic  alcohol  abuse,  or  for  men- 
tal illness  that  may  render  danger  to  the  health  pro- 
fessional himself,  the  public  or  his  patients.  Hospitals 
must  also  report  information  indicating  that  a health 
professional  may  be  guilty  of  unethical,  fraudulent  or 
unprofessional  conduct,  as  well  as  any  disciplinary 
action  taken  against  any  health  professional.  Physi- 
cians who  treat  other  physicians  for  mental  illness, 
drug  addiction  or  chronic  alcoholism  must  report  to 


the  Board  of  Medicine.  The  Society  and  its  com- 
ponent societies  are  required  to  report  any  dis- 
ciplinary action  taken  against  a health  professional. 
The  Board  of  Medicine  is  given  broader  investigatory 
powers.  All  who  report  pursuant  to  this  bill  are  given 
immunity  unless  they  acted  in  bad  faith  or  with  ma- 
licious intent.  When  introduced,  the  bill  made  contin- 
uing medical  education  a condition  for  relicensure. 
This  provision  was  deleted  in  the  House  Committee 
on  Health,  Welfare  and  Institutions  in  a close  vote. 

Mandatory  Continuing  Education  for  Relicensure 

HB  191  (Pendleton)  Opposed.  Carried  over  from 
1976.  Killed.  Would  have  made  continuing  education 
a condition  for  relicensure.  This  bill  was  defeated  on 
the  House  floor  by  a 44  to  31  vote. 

Medical  Malpractice  Premium  Equalization  Act 

HB  884  (Marks)  No  Position.  Carried  over  from 
1976.  Killed.  This  bill,  introduced  by  the  Insurance 
Commissioner,  proposed  to  redistribute  the  cost  of 
malpractice  insurance  by  shifting  the  major  part  of 
the  load  to  hospitals.  This  would  have  meant  that 
physicians  would  only  be  responsible  for  the  insur- 
ance to  cover  their  activities  outside  the  hospital.  The 
Virginia  Hospital  Association  was  opposed  to  this 
bill  for  a number  of  reasons.  The  primary  argument 
against  this  proposal  was  that  nonphysicians  would 
be  determining  physician  discipline  since  this  pro- 
posal could  essentially  make  employees  out  of  all 
physicians  practicing  medicine  in  Virginia  hospitals. 

Impaired  Drivers 

SBs  141/150  (Truban)  Supported.  Carried  over 
from  1976.  Killed.  The  Highway  Safety  Committee  of 
the  Society  reviewed  these  two  bills  enabling  physi- 
cians to  report  to  the  State  Department  of  Health  any 
patient  thought  to  be  physically  or  mentally  impaired 
as  a motor  vehicle  operator  and  provided  immunity 
from  civil  or  criminal  liability. 

Separate  Chiropractic  Board 

HB  821  (Axselle)  Opposed.  Carried  over  from  1976. 
Killed.  This  bill  was  introduced  at  the  request  of  a 
very  small  minority  of  12  to  15  chiropractors  who 
wished  to  have  a separate  chiropractic  board,  rather 
than  being  under  the  control  of  the  State  Board  of 
Medicine.  This  small  group  is  in  direct  conflict  with 
the  larger  and  older  chiropractic  association  from 
which  they  have  split.  The  larger  Virginia  Chiroprac- 
tic Association  was  officially  opposed  to  this  bill. 

Use  of  General  Anesthetics  by  Podiatrists 

HB  869  (Pendleton)  Opposed.  Carried  over  from 
1976.  Enacted.  The  bill  permits  a podiatrist  to  per- 


form surgery  on  a patient  who  is  under  a general 
anesthetic  but  only  in  a hospital  approved  by  the 
Joint  Commission  on  Accreditation  of  Hospitals  and 
“only  to  the  extent  permitted  by  the  rules  and  regu- 
lations of  such  hospitals.”  The  Society's  amendments 
to  the  bill  were  adopted  and  it  did  not  oppose  the  bill 
in  its  amended  form. 

Optometry  School 

SB  269  (Manns)  Opposed.  Carried  over  from  1976. 
Killed.  The  bill  was  committed  to  a study  by  the 
Council  on  Higher  Education  with  the  final  recom- 
mendation that  an  optometry  school  in  Virginia  can- 
not be  financially  justified  at  this  time. 

Voluntary  Formulary 

SB  109  (DuVal)  Opposed.  Carried  over  from  1976. 
Killed.  This  bill,  which  the  Society  opposed  in  1976, 
contained  essentially  the  same  provisions  outlined  in 
HB  205,  which  was  enacted  during  the  1976  session. 

Special  Education  Handicapped  Children 

SB  209  (Brault)  Supported.  Carried  over  from  1976. 
Killed.  This  bill  mandated  that  local  school  boards 
would  provide  special  education  for  handicapped 
children  either  directly  with  its  own  facilities  and 
personnel  or  under  contract  with  another  school  divi- 
sion and  provided  for  mechanisms  as  to  how  such 
education  would  be  paid  from  state  funds  to  such 
local  or  other  school  boards. 

Blood  Donation  Deductions 

SB  284  (F.  T.  Gray)  Supported.  Carried  over  from 
1976.  Killed.  “The  amount  of  $25  for  every  pint  of 
human  whole  blood  donated  by  the  taxpayer  may  be 
used  as  a deduction  on  the  state  income  tax,  provid- 
ing that  no  more  than  four  such  deductions  shall  be 
allowed  any  one  individual  in  any  one  tax  year.” 

Alcohol  and  Drug  Abuse  Treatment  Insurance 

SB  489  (Truban)  Opposed.  Carried  over  from  1976. 
Enacted.  Provides  that  insurance  companies  must 
give  the  public  the  right  to  purchase  insurance  poli- 
cies that  include  coverage  for  limited  treatment  of 
drug  abuse  and  alcoholism.  Amendments  removing 
the  mandatory  aspect  of  this  coverage  removed  the 
original  Society’s  objection  to  this  bill. 

Virginia  Students  in  Virginia  Medical  Schools 

SB  493  (Townsend)  Opposed.  Carried  over  from 
1976.  Killed.  “Beginning  with  the  1977-78  school 
year,  the  number  of  students  admitted  each  year  to 
the  entering  class  of  the  medical  school  of  any  state- 
supported  institution  of  higher  education  who  have 
not  been  domiciled  in  this  state  for  a period  of  at  least 
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a year  immediately  preceding  their  admission  shall 
not  exceed  10%  of  the  total  number  of  students  ad- 
mitted to  such  entering  class  in  such  year.”  It  was  the 
consensus  that  such  a restrictive  statute  was  not  nec- 
essary at  this  time. 

Good  Samaritan  Paid  Rescue  Squad 

SB  491  (Townsend)  Supported.  Carried  over  from 
1976.  Killed.  This  bill  provided  for  immunity  of  all 
paid  rescue  squad  members  rendering  emergency  care 
or  assistance. 

Legislative  Fiscal  Notes 

HB  21  (McMurran)  Supported.  Carried  over  from 
1976.  Killed.  This  bill  provided  that  no  request  for 
legislation  in  the  future  which  will  require  an  ex- 
penditure of  state  or  local  funds  will  be  considered 
unless  a fiscal  note  has  been  attached  showing  the 
estimated  dollar  increase  or  decrease  in  revenues  for 
expenditures  expected. 

Family  Planning  Information  For  New  Parents 

HB  757  (Hailey)  Opposed.  Carried  over  from  1976. 
Enacted.  Requires  hospitals  to  make  available  to  ma- 
ternity patients  information  on  family  planning,  un- 
less medically  contraindicated.  The  Society  did  not 
oppose  the  bill  in  its  amended  form. 

Local  Health  Department  Costs 

HB  11  22  (Cranwell)  Opposed.  Carried  over  from 
1976.  Killed.  “Notwithstanding  any  other  provision 
of  law,  there  is  hereby  appropriated  from  the  general 
fund  of  the  State  Treasury  a sum  sufficient  to  fund 
100%  of  the  cost  of  the  local  health  departments  and 
their  programs.” 

Commission  of  Health  Regulatory  Boards 

HB  1206  (McMurtrie)  Supported.  Carried  over 
from  1976.  Enacted.  Separates  the  health  regulatory 
board  from  the  Department  of  Professional  and  Oc- 
cupational Regulation.  It  creates  a new  department 
consisting  of  the  Board  of  Medicine,  Board  of  Den- 
tistry, Board  of  Nursing,  Board  of  Pharmacy,  Board 
of  Optometry,  Board  of  Funeral  Directors  and  Board 
of  Veterinary  Examiners.  A commission  will  be 
created  to  supervise  this  group,  consisting  of  one 
member  from  each  board  and  four  members  ap- 
pointed by  the  Governor  from  the  state  at  large.  One 
of  the  principle  objectives  of  the  department  will  be 
to  provide  greater  coordination  and  cost  reduction 
among  the  participating  boards. 

Statute  of  Limitations 

SB  565  (Michael  and  Philpott)  Strongly  opposed. 
Enacted.  A complete  revision  of  Title  8 of  the  Vir- 


ginia Code  relating  to  civil  remedies  and  civil  pro- 
cedure. As  introduced,  the  bill  provided  that  for  mal- 
practice claims  against  professionals,  the  two-year 
statute  of  limitations  begins  only  when  the  alleged 
injury  was,  or  reasonably  should  have  been,  discov- 
ered (the  discovery  rule).  Under  the  present  statute 
the  two-year  period  commences  when  the  injury  oc- 
curs. With  the  discovery  rule  there  is  no  certain  time 
when  the  statute  of  limitations  has  run,  which  can 
cause  major  recordkeeping  problems,  increase  the 
possibility  of  stale  and  fraudulent  claims,  and  com- 
plicate insurance  protection  when  insurance  is  writ- 
ten on  a claims-made  basis.  The  discovery  rule  was 
defeated  and  the  present  statute  of  limitations  was 
reinstated.  The  Society,  other  professions  and  the 
insurance  industry  supported  retention  of  the  present 
rule. 

Public  School  TB  Certificates 

SB  651  (Walker)  No  Position.  Killed.  Related  to  a 
registered  nurse  signing  an  annual  TB  certificate  stat- 
ing a public  school  employee  appears  free  of  commu- 
nicable TB,  or  a nurse  under  the  supervision  of  a 
physician. 

Repeal  of  Motorcycle  Helmet  Law 

HB  1287  (Bagley)  Opposed.  Killed.  Would  have 
repealed  the  requirement  for  wearing  a protective 
helmet  while  operating  a motorcycle. 

Autopsies  Result  of  Fire 

HB  1544  (G.  W.  Jones)  No  Position.  Killed.  Pro- 
vided for  “an  autopsy  to  be  performed  upon  the 
sudden  death  of  any  person  as  an  apparent  result  of 
fire.” 

Malpractice  Medical  Review  Panel  and  Standards  of 
Care 

HB  1390  (Philpott)  No  Position.  Enacted.  This  bill 
provides  that  members  of  medical  review  panels  may 
be  selected  on  a state-wide  basis,  rather  than  by  con- 
gressional district.  Apparently  the  Virginia  Supreme 
Court  has  been  having  difficulties  selecting  panel 
members  when  selection  is  limited  to  residents  of  the 
congressional  district  in  which  the  claim  will  be 
heard.  The  bill  further  provided  in  its  initial  form  that 
instead  of  applying  the  standard  of  care  in  the  locality 
in  which  the  alleged  act  of  malpractice  occurred,  a 
state-wide  standard  of  care  would  be  followed.  After 
discussions  with  a number  of  doctors,  primarily  from 
rural  areas,  the  Society  urged  that  the  bill  be 
amended  to  permit  consideration  of  the  local  stand- 
ard. The  bill  now  provides  for  a state-wide  standard, 
except  that  a local  standard  may  be  applied  if  (con- 
sidering the  services  and  facilities  available  in  the 
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locality  and  the  customary  practice  in  the  locality)  it 
is  determined  that  a local  standard  is  more  appropri- 
ate. The  Society  supported  the  bill  in  its  amended 
form. 

Medical  and  Surgical  Consent  under  18 

HB  1600  (Baliles)  No  Position.  Enacted.  “Any  per- 
son under  18  years  of  age  who  is  or  has  been  married 
shall  be  deemed  an  adult  for  the  purpose  of  giving 
consent  to  surgical  and  medical  treatment  and  shall 
not  require  the  consent  of  his  or  her  parent  or  guard- 
ian.” 

Credentials  for  Certain  Health  Professions 

HJR  190  (Axselle)  No  Position.  Killed.  Requested 
the  Commission  for  Professional  and  Occupational 
Regulation  to  establish  a committee  to  study  the 
provision  of  credentials  for  certain  health  profes- 
sions. 

Subpoena  of  Medical  Records  Before  Suit 

HB  1475  (F.  C.  Bagley)  No  Position.  Killed.  Called 
for  a subpoena  of  medical  records  to  be  issued  before 
a malpractice  suit  was  filed.  Records  requested  would 
only  apply  to  the  injury  in  question  and  would  have 
to  be  supplied  within  20  days. 

Patient  Records 

HB  1535  (Allen)  Opposed.  Enacted.  This  bill  is  a 
result  of  a compromise,  supported  by  the  Society  and 
the  Hospital  Association,  as  a result  of  which  a re- 
lated bill  was  killed  and  HB  1535  was  amended.  The 
bill,  as  amended,  provides  that  in  contemplation  of 
any  suit  for  damages  for  personal  injuries,  a patient’s 
attorney  can  request  copies  of  the  patient’s  hospital 
or  physician’s  records  before  the  suit  has  been  filed. 
The  hospital  or  physician  has  15  days  to  respond  to 
the  request.  If  there  is  no  response,  the  attorney  can 
subpoena  the  records,  in  which  event  they  must  be 
provided  within  20  days  of  the  date  of  delivery  of  the 
subpoena.  Hospitals  and  physicians  are  to  be  rein- 
bursed  for  the  reasonable  cost  of  furnishing  the  rec- 
ords. The  bill  further  provides  that  a physician  may 
direct  that  copies  be  made  available  to  the  patient's 
attorney,  and  not  to  the  patient,  if  the  physician 
believes  that  furnishing  the  information  to  the  patient 
may  be  injurious  to  his  health. 

Health  Fair  Tests 

HB  1679  (Pendleton)  Supported.  Enacted.  This  bill 
was  introduced  at  the  request  of  the  Society.  It  pro- 
vides that  the  results  of  any  laboratory  tests  or  other 
examination  not  conducted  under  the  supervision  of, 
or  at  the  request  of,  a physician  shall  be  reported  to 


the  person  who  is  the  subject  of  such  test  or  exam- 
ination. The  only  exception  is  for  tests  conducted 
under  the  auspices  of  the  State  Department  of 
Health.  The  bill  further  provides  that  any  physician  is 
immune  from  liability  from  failure  to  review,  or  to 
act  in  response  to,  any  unsolicited  test  unless  such  test 
is  provided  directly  to  the  physician  by  the  person  so 
examined  or  by  the  State  Health  Department.  The 
bill  contains  an  emergency  clause  and  is  enforced 
from  its  enactment. 

Voluntary  Formulary 

HB  1751  (Glasscock)  Opposed.  Enacted.  As  finally 
adopted,  the  amendments  to  the  Voluntary  For- 
mulary will  preserve  until  January  1,  1979,  the  pres- 
ent practice  whereby  a physician  may  permit  usage  of 
the  Voluntary  Formulary  by  writing  “V.  F.”  or  “Vol- 
untary Formulary  Permitted”  by  his  signature.  Be- 
ginning January  1 , 1979,  prescriptions  forms  will  con- 
tain two  signature  lines,  beneath  one  of  which  will  be 
printed  the  words  “Voluntary  Formulary  Permit- 
ted,” while  “Dispense  as  Written”  will  be  printed 
beneath  the  other  line.  The  physician  will  sign  which- 
ever line  he  desires.  The  requirement  that  the  phar- 
macist notify  the  physician  in  writing  within  48  hours 
after  he  has  used  the  Voluntary  Formulary  has  been 
deleted.  The  Society  did  not  oppose  the  bill  in  its 
amended  form. 

Licensure  of  Clinical  Psychologists 

HB  1946  (Stambaugh)  Supported.  Killed.  Called 
for  the  licensure  and  examination  of  clinical  psychol- 
ogists to  be  under  the  control  of  the  Board  of  Medi- 
cine rather  than  the  Virginia  Board  of  Psychologists 
Examiners. 

Good  Samaritan  Paid  Emergency  Service 

HB  2042  (Brickly)  Supported.  Enacted.  Calls  for 
immunity  for  police,  fire  or  other  public  officials  or 
paid  emergency  service  personnel  who  render  emer- 
gency assistance. 

Death  with  Dignity  Study 

HR  37  (Lechner)  No  Position.  Agreed  to.  Calls  for 
a study  of  the  rights  of  the  terminally  ill,  the  family 
and  the  healing  arts  profession  and  to  recommend 
appropriate  legislation  for  1978. 

Rights  of  the  Unborn 

HJR  2 19  (Morrison ) No  Position.  Killed.  Called  for 
Congress  to  propose  an  amendment  to  the  Constitu- 
tion to  protect  the  rights  of  the  unborn. 

Separate  Chiropractice  Board 

HJR  243  (Axselle)  Opposed.  Killed.  Requested  the 
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Department  of  Professional  and  Occupational  Regu- 
lation to  study  the  need  for  a Board  of  Chiropractic 
Medicine. 

Certificate  of  Need 

SB  721  (Brault)  Supported.  Enacted.  The  certificate 
of  need  requirement  does  not  apply  to  doctors’  of- 
fices, but  SB  721  excludes  from  the  definition  of  doc- 
tors' offices  all  “independent  laboratories  where  spe- 
cialized centers  or  clinics  developed  for  the  provision 
of  outpatient  or  ambulatory  surgery,  renal  dialysis 
therapy,  radiation  therapy,  computerized  tomo- 
graphy (CT)  scanning,  or  other  medical  or  surgical 
treatments  requiring  the  utilization  of  equipment  not 
usually  associated  with  the  provision  of  primary 
health  services,  the  cost  of  which  exceeds  $200,000 
per  unit  of  equipment  or  such  greater  amount  as  may 
be  prescribed  by  the  Board  of  Health.”  The  pro- 
ponents of  this  provision  urge  that  it  is  necessary  to 
have  some  control  over  the  acquisition  of  the  most 
expensive  items  of  equipment,  primarily  CT  scanners. 

There  is  opposition  to  the  certificate  of  need  legis- 
lation in  the  House  of  Delegates,  and  the  bill,  as 
finally  adopted,  requires  a two-year  study  of  the  en- 
tire subject  matter.  The  Society  supported  the  bill 
after  it  was  amended  to  make  clear  that  the  typical 
doctor’s  office  was  not  covered  and  to  increase  the 
equipment  minimum  from  $100,000,  as  adopted  by 
the  Senate,  to  $200,000. 

Placing  Children  for  Adoption  by  Physicians 

SB  770  (Michael)  No  Position.  Killed.  Provided  for 
a physician  to  place  a child  for  adoption  without 
being  subject  to  current  limitations  set  forth  in  other 
requirements  relating  to  adoption  procedures.  “No 
physician  shall  charge  any  fee  of  any  kind  for  the  use 
of  his  services  for  placing  a child  in  an  adopted  home. 
Any  physician  who  violates  the  provisions  of  this 
sub-section  shall  be  guilty  of  a Class  V Felony.” 

Eyeglass  Advertising 

SB  848  (Holland)  No  Position.  Killed.  Removed  the 
prohibition  regarding  the  advertising  of  eyeglasses, 
spectacles,  lenses,  etc. 


Death  With  Dignity 

HB  1840  (Pickett)  Opposed.  Killed.  California’s 
“Natural  Death  Act”  provided  that  a physician 
would  be  allowed  to  disconnect  life-support  equip- 
ment from  a dying  patient  who  had  authorized  such 
discontinuance  in  advance.  Under  this  bill,  a physi- 
cian cannot  be  sued  or  prosecuted  for  implementing 
such  a “living  will.”  The  will  must  be  renewed  every 
five  years  to  be  valid.  It  can  be  acted  on  only  after  two 


physicians  certify  a patient  is  hopelessly  ill,  with 
death  imminent  no  matter  what  treatment  is  used. 

Medical  Students  in  Hospitals 

HB  1852  (Hobson)  Supported.  Enacted.  This  bill 
permits  third  and  fourth  year  medical  students  to 
conduct  physical  examinations  and  prepare  medical 
history  information  in  hospitals.  The  bill  makes  clear 
that  the  physician  still  has  absolute  responsibility  for 
the  patient,  stating:  "Nothing  in  this  section  shall 
have  the  affect  of  removing  the  responsibility  of  the 
attending  physician  to  assure  that  a licensed  physi- 
cian shall  do  a history  and  physical  examination  on 
each  hospitalized  patient.”  ■■ 


Program  Procedure  Revised 

There  will  be  a new  publication  schedule  for  the 
program  for  the  Annual  Meeting  1977  October 
13-16  in  Richmond. 

All  copy  should  be  received  no  later  than  July  28. 

This  includes  names  of  delegates,  listings  of  specialty 
and  alumni  meetings,  details  of  recreational  events, 
Auxiliary  information — any  and  all  program  material. 

The  program  is  to  be  inserted  in  its  final  booklet 
form  in  the  September  issue  of  Virginia  Medical. 


For  the  Discriminating 
Eye  Physician 

Depend  on  the  Services  of  a 
Guild  Optician 


IN  LYNCHBURG,  VA. 

A.  G.  JEFFERSON 

INC. 

Downtown  Office  Midtown  Office 

Allied  Arts  Buildings  2010  Tate  Springs  Road 

REGISTERED  OPTICIANS 

WE  DO  NOT  PRESCRIBE  GLASSES — 

WE  MAKE  THEM 
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A full  range  of  S 


treatment.. 


As  an  Air  Force  physician,  you  may  practice  your  specialty  in  modern,  well- 
equipped  facilities  with  a complete  support  staff. 

In  addition  to  the  wide  spectrum  of  clinical  experience  you'll  gain,  you'll 
have  administrative  support  to  alleviate  most  of  the  clerical  workload.  The  type 
of  medicine  you  will  practice  is  based  on  the  needs  of  your  patients,  regardless 
of  their  financial  status. 

For  yourself  and  your  family.  Air  Force  medicine  will  provide  reasonable 
working  hours,  excellent  pay,  30  days  of  paid  vacation  each  year,  and  many 
other  benefits. 

Consider  the  Air  Force  Medical  Corps  - a reasonable  alternative  for  to- 
day's physicians. 

For  complete  information  contact: 


MSgt.  Charles  R.  Flutton,  Health  Professions  Recruiting 
6767  Forest  Hill  Ave.,  Suite  300, 

Richmond,  VA  23225,  (804)  782-2127 


Air  Force.  A great  way  of  life. 


BOOKS 


Take  Care  of  Yourself,  a Consumer’s  Guide  to  Medi- 
cal Care,  by  Donald  M.  Vickery,  MD,  and  James  F. 
Fries,  MD.  Softcover,  269  pp,  Reading,  Massachu- 
setts, Addison-Wesley  Publishing  Company,  1976, 
$5.95. 

Physician  Review. 

Drs.  Vickery  and  Fries  have  written  a very  good 
book  and  an  important  book. 

The  book  is  an  attempt  to  outline  to  any  reason- 
ably intelligent  lay  person  the  practical  ways  to  care 
for  himself  and  avoid  going  to  a physician  and  how  to 
thrive  when  under  a physician's  care.  There  are  chap- 
ters devoted  to  general  advice  on  how  to  keep  healthy 
by  avoiding  tobacco  and  alcohol,  etc.;  other  chapters 
on  how  to  find  the  right  physician,  what  to  expect 
from  a doctor  in  his  office  and  from  a hospital.  The 
bulk  of  the  book  is  arranged  under  easily  understood 
headings  such  as  “Sprains,”  “Chest  pain,”  “Weak- 
ness,” “Lice,”  “Heartburn,”  etc.  Under  each  such 
heading,  and  there  are  68,  there  is  a simple  descrip- 
tion of  the  scope  of  the  problem,  possible  etiologies, 
“Home  Treatment”  and  “What  to  Expect  at  the  Doc- 
tor’s Office.”  On  the  facing  page,  in  every  case,  is  a 
flow-chart  or  decision-tree  which  directs  the  patient, 
on  the  basis  of  his  or  her  own  observation,  under 
what  circumstances  a physician  should  be  called.  Spe- 
cific drugs  are  mentioned  for  home  treatment  and 
proper  admonitions  are  given  against  taking  multiple 
drugs  simultaneously.  In  summary,  the  book  is  a 
practical  guide  to  caring  for  oneself  but  with  danger 
signals  emphasized  to  indicate  when  to  call  a physi- 
cian; in  addition,  the  book  gives  advice  on  how  to 
make  the  medical  system  work  for  the  patient. 

The  quality  of  the  advice,  in  the  opinion  of  this 
reviewer,  is  very  high.  There  are  some  specific  points 
with  which  I disagree  with  the  authors;  but  in  large 
part,  the  information  is  well-based  and  presented 
without  bias.  It  truly  seems  to  me  that  the  authors  are 
the  patient’s  advocates.  The  patient  or  “consumer”  in 
this  book  is  implicitly  acknowledged  to  be  an  in- 
telligent, rational  being  who  can  make  important  de- 
cisions. This  is  in  refreshing  contrast  to  the  supine, 
witless  and  dependent  patient  that  our  present  system 
tends  to  develop. 

There  are  occasional  points  with  which  I would 
disagree.  For  example,  the  patient  is  told  that  if  the 
“limb  is  crooked,”  the  patient  should  “see  physician 
today.”  If  a limb  is  crooked,  I should  think  the  pa- 


tient should  see  the  physician  immediately.  In  certain 
conditions,  the  decision-tree  is  skimpy  (i.e.,  head  in- 
jury) and  the  humor  of  the  subheads  in  the  indexes 
for  the  ears,  nose  and  throat,  skin  problems  and 
nervousness  sections  seem  to  me  inappropriate. 

This  is  an  important  book  because  it  is  written  for 
the  intelligent  citizen  and  it  treats  the  reader  as  if  he 
or  she  is  responsible,  well-motivated  and  competent. 
Such  an  attitude  as  expressed  by  physicians  is  in 
striking  contrast  to  the  more  common  view  of  the 
past  30  to  40  years,  i.e.,  the  physician  as  an  om- 
niscient, unchallengable,  Olympian  figure  and  the  pa- 
tient as  a servile,  dependent,  helpless  clod.  The  latter 
view  of  the  physician  had  some  value  years  ago  when 
virtually  the  only  thing  a physician  could  accomplish 
was  to  calm  and  reassure  the  patient.  Today,  there  is 
sufficient  knowledge  available  about  the  biology  of 
disease  that,  in  my  opinion,  we  can  profitably  instruct 
patients  at  an  early  age  about  common  ailments  and 
how  to  care  for  themselves.  By  this,  I do  not  mean  an 
insultingly  simple  course  in  hygiene;  instead,  I envis- 
ion both  theoretical  and  practical  courses  in  human 
biology  in  high  school  and  college. 

In  summary,  this  book  is  a very  good  early  attempt 
to  confer  responsibility  for  health  on  the  most  gen- 
uinely motivated  person  in  the  whole  health  scheme, 
the  patient. 

John  T.  Farrar,  MD 

Medical  College  of  Virginia 
Richmond  VA  23298 


Lay  Review. 

This  book  is  aimed  at  educating  the  layman  in 
medical  care,  and  this  layman  finds  it  absolutely  first- 
class. 

Dr.  Vickery  is  a Herndon,  Virginia,  internist;  Dr. 
Fries  is  at  the  Stanford  University  Medical  School. 
They  were  mutually  disturbed  to  find  so  many  pa- 
tients coming  into  their  offices  with  problems  needing 
only  simple  home  treatment,  so  they  collaborated  on 
this  book.  They  describe  the  signs  and  symptoms  of 
common  complaints  and  illnesses,  give  guidelines  as 
to  whether  or  not  the  problem  needs  a doctor,  and 
offer  advice  on  elementary  home  treatment  wherever 
it  is  an  appropriate  course.  The  result  is  fascinating 
reading  and  a fine  reference  book.  Remarkably,  al- 
though its  theme  is  self-help,  it  everywhere  reinforces 
the  authoritative  role  of  the  physician. 
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It  is  an  attractive  book  graphically,  with  unusual 
animation  of  design,  but  its  most  striking  pages  are 
those  carrying  the  highly  original  flow-charts  devised 
to  present  treatment  assessment;  Dr.  Vickery  devel- 
oped such  flow-charts  for  training  doctors’  aides  in 
the  army  at  Ft.  Belvoir,  and  later  used  the  technique 
for  training  Red  Cross  volunteers  and  then  his  own 
nurses  and  receptionists.  Reproduced  here  is  one  of 
these  charts.  There  are  67  others,  covering  myriad 
everyday  complaints  that  cause  alarm,  plus  garden- 
variety  illnesses  and  the  childhood  rashes.  For  the 
layman,  these  charts  are  wonderfully  easy-to-follow, 
lucid  procedures. 

The  narrative  discussion  of  the  problem,  printed 
opposite  each  chart  is  similarly  clear;  first  the  prob- 
lem and  its  signs  and  symptoms  are  presented  (en- 
grossing reading  to  the  layman),  then  specific  home 
treatment  is  carefully  described,  and  then  there’s 
“What  to  Expect  at  the  Doctor’s  Office.”  What  a 


good  idea  this  last  paragraph  is!  Half  the  anguish  of  a 
disorder  is  dread  of  the  unknown  medical  procedure 
ahead. 

There  is,  indeed,  an  entire  chapter  titled,  “The 
Office  Visit,”  explaining  the  doctor’s  procedures, 
from  the  taking  of  medical  history  through  review  of 
systems  and  on.  This  chapter  also  has  a section 
“Learn  to  Observe  Yourself,”  (so  that  you  can  de- 
scribe the  problem  cogently  to  your  doctor).  There 
are  other  excellent  discussion  sections.  This  lay  re- 
viewer found  “The  Home  Pharmacy”  of  great  value. 

Very  thoughtfully  worked  out,  this  book,  by  a 
distinctive  medical  intelligence.  And  the  writing  is 
exemplary — conversational  and  concise.  Why  isn’t  a 
book  like  this  made  a textbook  in  our  schools?  And 
why  doesn't  my  doctor  have  copies  of  it  in  his  waiting 
room,  instead  of  those  tired,  tacky  old  periodicals?  It 
is  a most  creative  effort  to  inform  the  patient  and,  in 
doing  so,  to  help  the  doctor.  A.G. 
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Have  headaches  been  persistent  for 
more  than  a few  days? 
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Are  headaches  worse  in  the  morning? 
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At  a recent  Council  meeting,  Dr.  W.  Leonard  Weyl,  President  of 
The  Medical  Society  of  Virginia,  concentrates  on  his  notes.  In  the 
background  far  right  is  Dr.  William  J.  Hagood,  Jr.,  President-Elect. 


Portraits 


Dr.  K.  K.  Wallace,  Jr.,  Speaker  of  the  House,  looks  toward  a guest 
who  is  addressing  the  Council  in  session.  At  left.  Dr.  James  Hal 
Smith,  and  at  right,  Dr.  Harry  C.  Kuykendall,  both  Councilors. 
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Society  and  Medicine: 

Four  Origins  of  Current  Disaffection 

THE  HEALING  ARTS  have  filled  an  essential 
role  in  every  society  from  the  most  primitive  to 
the  most  advanced,  for  every  human  society  has  suf- 
fered from  injury  and  disease;  and  in  every  society 
there  have  been  healers  to  cope  with  this  aspect  of 
human  experience.  Indeed,  no  society  has  ever  existed 
or  can  exist  without  a medical  profession.  Some 
member  or  members,  self-selected  or  chosen  by  the 
group,  savage  medicine-man,  shaman,  or  sophis- 
ticated scientist  will  emerge  to  accept  responsibility 
for  the  care  of  the  sick  or  injured. 

Society  has  openly  recognized  the  essentiality  of 
the  healing  professions.  In  Ecclesiasticus  there  is  the 
admonition  to  seek  out  a physician  before  you  have 
need  of  him.  Sir  William  Osier  opined  that  the  desire 
to  take  medicine  is  perhaps  the  greatest  feature  which 
distinguishes  man  from  animals. 

Yet,  while  the  need  for  the  profession  and  the 
importance  of  the  doctor  are  clearly  recognized  and 
accepted,  there  has  always  been  an  ambivalence,  a 
love-hate  relationship. 

Three  faces  wears  the  doctor:  when  first  sought 
An  angel's:  and  a god’s  the  cure  half-wrought. 

But  when,  the  cure  complete,  he  seeks  his  fee 
The  Devil  looks  less  terrible  than  he. — Anon. 

Hippocrates  observed — predating  Freud  by  a good 
many  years — that  “Some  patients,  though  conscious 
that  their  condition  is  perilous,  recover  their  health 
simply  through  their  contentment  with  the  goodness 
of  their  physician.”  Conversely,  the  British  poet  and 
diplomat,  Matthew  Prior,  wrote,  “Cured  yesterday  of 

Presented  as  the  1 3th  Annual  Sanger  Lecture  at  the  Med- 
ical College  of  Virginia,  Richmond.  April  23,  1977. 


my  disease,  I died  last  night  of  my  physician.”  And 
Baron  Gottfried  Wilhelm  von  Leibnitz,  the  German 
philosopher  stated,  “I  often  say  a great  doctor  kills 
more  people  than  a great  general.” 

Note  that  these  last  two  quotations  date  to  the  19th 
century.  The  harsh  judgment  of  our  profession  and  of 
the  doctor’s  efforts  is  understandable  in  that  day. 
Tragic  suffering,  sorrow  and  untimely  death  were 
little  influenced  for  the  better  by  medical  attention. 
Wounds  were  probed  by  a rag  on  the  end  of  a stick. 
Fevers  were  treated  by  blood-letting  and  purging. 
Surgery  was  done  with  no  regard  to  sepsis  and  with 
no  anesthesia.  Effective  drug  therapy,  immuniza- 
tions, public  health  preventive  measures  and  modern 
surgery  were  years  in  the  offing.  On  a statistical  basis 
the  average  patient  had  less  than  a fifty-fifty  chance  of 
being  helped  by  the  ministrations  of  his  doctor. 

This  has  changed  now.  We  are  in  the  golden  age  of 
scientific  medicine.  More  often  than  not  the  patient 
can  be  helped  a great  deal  by  his  doctor.  And  yet,  the 
ambivalence  persists. 

The  individual  doctor  is  still  revered  by  most  of  his 
patients.  All  public  opinion  polls  reveal  medicine  to 
be  among  the  most  highly  regarded  of  professions. 
Many  families  still  consider  the  profession  of  medi- 
cine a lofty  goal  for  their  children,  and  applicants  still 
flood  the  medical  school  admission  offices.  But, 
sadly,  doctors  as  a group  and  the  health  professions 
as  entities  are  suspect.  Mistrust,  suspicion,  and  even 
hostility  seem  to  be  increasing.  Television  documen- 
taries, magazine  articles  and  newspaper  exposes  bear 
testimony  to  this.  A recent  magazine  article  titled, 
“How  to  Choose  Your  Doctor,”  made  the  points, 
“Be  an  assertive  patient”  and  “Don't  let  your  doctor 
intimidate  you.”  The  clearest  evidence,  perhaps,  is 
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“The  first  origin  of  conflict  is  a loss  of  a clear  definition  of  a doctor’s  job.  In 
older  and  simpler  days  it  was  understood  that  he  doctor  could  rarely  cure  but 
could  usually  relieve  suffering  and  could  always  comfort.  Today  there  is  an 
increasing  trend  to  discard  that  concept  as  unacceptable.’’ 


seen  in  the  number  and  magnitude  of  the  malpractice 
suits. 

Added  evidence  is  the  strong  system  of  controls 
that  the  government,  in  the  name  of  the  people,  is 
imposing.  The  profession  is  approaching  the  satura- 
tion point,  if  not  complete  inundation,  in  the  alpha- 
bet soup  of  agencies,  laws  and  directives.  A govern- 
ment role  in  medicine  is  not  new  or  unexpected. 
Lawmakers,  the  general  public  and  doctors  them- 
selves recognize  that  the  practice  of  medicine  and  the 
health  of  the  citizens  require  protective  and  enabling 
legislation.  For  example,  the  Code  of  Hammurabi, 
2000  years  before  Christ,  set  forth  for  the  Babylonian 
physicians  a list  of  fees  and  the  penalties  for  malprac- 
tice. Our  Virginia  Assembly  passed  laws  as  early  as 
1639  that  dealt  with  the  problems  of  what  were  con- 
sidered to  be  excessive  physician  fees  and  neglect  of 
patients.  But  there  has  never  been  anything  before 
that  has  approached  the  level  of  control  presently 
instituted  or  planned  in  Washington. 

The  origins  of  our  present  state  are  exceedingly 
multiple  and  complex.  Inherent  in  our  profession  of 
medicine  are  certain  characteristics  that  predispose  it 
to  being  a target  for  those  it  serves.  There  has  been 
and  always  will  be  concern  about  fees.  The  goal  of 
our  profession  is  service  to  all  regardless  of  ability  to 
pay,  yet  medicine  as  a profession  is  Big  Business  in 
capital,  even  capitalistic,  letters,  a cornerstone  of  the 
Establishment.  There  have  been  and  always  will  be 
personality  clashes,  differences  of  opinions,  honest 
mistakes  and  failures,  and  the  psychological  effect 
that  illness  can  have  on  the  doctor-patient  relation- 
ships. Unfortunately  we  have  had,  and  always  will 
have,  evil  characters  masquerading  as  honest  doctors. 
These  problems  are  to  be  deplored  and  should  be 
dealt  with  as  effectively  as  possible. 

Current  disaffection,  however,  seems  to  go  deeper, 
to  affect  broader  segments  of  society  more  strongly 
than  ever  before,  and  to  be  a startling  and  perverse 
phenomenon  of  our  time. 

Scientific  revolutionary  changes  which  have  ex- 
ceeded man’s  evolutionary  capacity  constitute,  as  I 


see  it,  the  underlying  common  denominator  of  the 
turmoil  that  pervades  society  and  in  which  medicine, 
as  a part  of  society,  is  caught  up.  The  human  race 
required  millions  of  years  to  develop  a thin  veneer  of 
civilization.  Now,  in  the  past  several  score  of  years, 
science  has  wrought  more  change  than  in  all  of  pre- 
vious human  experience.  There  is  instant  communi- 
cation in  living  color,  supersonic  transportation  and 
impending  colonization  of  the  moon  in  conjunction 
with  further  space  exploration.  Scientists  are  ready  to 
manipulate  the  genetic  structure  of  living  matter. 
The  list  is  as  long  as  it  is  impressive. 

One  of  the  serious  consequences  is  that  science  has 
clearly  brought  man  to  the  point  that  his  judgment, 
value  system  and  philosophy  is  not  equal  to  his  de- 
mands and  expectations.  The  revolution  of  rising  ex- 
pectations results  in  unmet  demands,  disappoint- 
ment, frustration  and  hostility.  The  response  of 
society  as  a whole  in  our  present  time  is  to  attack  the 
source  of  the  disappointment,  and,  often,  to  urge  the 
federal  government  to  take  coercive  action. 

THERE  are  at  least  four  origins  of  conflict  that 
relate  to  the  scientific  explosion  and  unmet 
demands  and  expectations  that  many  members  of 
society  have  for  the  profession  of  medicine.  The  first 
is  a loss  of  a clear  definition  of  the  doctor's  job,  of 
what  can  and  should  be  expected  of  the  medical  pro- 
fession. In  the  older  and  simpler  days  it  was  under- 
stood that  the  doctor  could  rarely  cure  but  could 
usually  relieve  suffering  and  could  always  comfort. 
He  prevented  illness  when  possible  and  treated  it  as 
best  he  could  when  it  appeared.  One  was  healthy  if 
he  wasn't  sick.  The  terms  illness  and  disease  were 
clearly  understood.  Galen's  concept  that  "that  condi- 
tion in  which  we  do  not  suffer  or  are  not  impeded 
in  the  activities  of  life  we  call  health''  was  more  or 
less  accepted. 

Today  there  is  an  increasing  trend  to  discard  that 
concept  as  unacceptable.  In  this  age  of  scientific  med- 
ical miracles  medicine  must  do  better.  Expanded 
goals  are  epitomized  by  the  World  Health  Organiza- 


“A  second  origin  of  disaffection  stems  from  the  current  undertaking  of 
society  and  government  to  define  and  ensure  the  rights  of  every  citizen.  It  is 
inevitable  that  the  responsibility  of  government  for  the  health  of  its  citizens  is  a 
major  issue.  There  is  nothing  basically  new  about  this.” 
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We  interrupt  this  journal  to  tell  you  that 
Virginia  Medical  has  won  first  prize  in  its 
category  in  the  1977  medical  journalism  competi- 
tion sponsored  by  Sandoz  Pharmaceuticals. 

The  award  consists  of  a plaque  and  a check 
for  $500.  A Sandoz  executive  will  present  the 
award  to  the  Editor  and  The  Medical  Society 
of  Virginia’s  President  before  the  House  of  Dele- 
gates at  the  Annual  Meeting  in  Richmond,  Vir- 
ginia, on  October  13. 

The  Sandoz  Medical  Journal  Awards  are  con- 
ferred for  outstanding  appearance  and  editorial 
content.  There  are  prizes  in  six  categories; 
two  prizes  are  given  in  each  category,  first  and 
honorable  mention.  Virginia  Medical  weighed 
into  the  heavyweight  class:  state  medical  journals 
with  circulations  over  3,000.  This  category  in- 
cludes the  fine  periodicals  of  the  larger  medical 
societies.  The  honorable  mention  winner  in  this 
class,  for  instance,  was  Texas  Medicine , a 
handsome  journal  with  abundant  editorial  content, 
stunning  artwork  covers  and  strong  typography 
in  the  modern  manner. 

It  is  a distinct  compliment  for  Virginia 


Medical  to  be  recognized  in  such  sophisticated 
company. 

These  awards  are  part  of  a year-round  effort 
by  Sandoz  Pharmaceuticals  to  enhance  journal- 
istic skills  among  physician-editors  and  their 
staffs  of  over  200  local  medical  publications 
throughout  the  nation.  Sandoz  commissions  top 
professionals  to  design  and  implement  work- 
shops, a newsletter  and  other  techniques. 

Virginia  Medical’s  managing  editor  went  to 
Chicago  for  the  1977  Sandoz  Workshop,  a 
highly  instructive  day-long  meeting.  The  journals 
published  by  those  attending  the  session  were 
analyzed,  and  incisive  recommendations  for  im- 
provement were  offered.  It  was  invigorating 
“therapy,”  and  the  pages  of  Virginia  Medical 
are  much  the  better  for  it. 

The  letter  informing  Virginia  Medical’s 
Editor  of  the  award  read,  “Many  excellent 
publications  were  submitted,  and  the  judges 
found  it  very  difficult  to  select  the  winners. 
You  and  your  associates  indeed  should  be  very 
proud.” 

Indeed  we  are! 
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“A  third  origin  of  disaffecton  is  the  unalterable  nature  of  human  biology. 
While  great  scientific  strides  have  been  made,  treatment  is  still  largely  replace- 
ment or  palliative  or  supportive.  Doctors  may  alter  the  time  of  death  but  not 
the  fact  of  death.  The  young  may  die,  the  old  must.” 


tion  definition  of  health  as  a state  of  complete  phys- 
ical, mental  and  social  well-being,  not  just  the  ab- 
sence of  disease  or  infirmity. 

This  broadened  definition  of  health  involves  the 
medical  profession  more  heavily  than  ever  before  in 
perplexing  problems  of  society  which  extend  far  be- 
yond the  usually  accepted  provence  of  medicine  but 
unquestionably  have  a bearing  on  the  sense  of  well- 
being of  every  individual.  Racial  tension,  urbaniza- 
tion, housing,  clothing,  recreation,  personal  habits 
and  poverty  are  but  some  of  the  examples. 

Many  of  the  determinants  of  well-being  are  under 
the  control  of  the  individual  alone,  including  habits 
of  eating,  drinking,  medication,  drugs,  exercise,  rec- 
reation and  mental  mechanisms  that  lead  to  harmful 
attitudes  of  slothfulness,  greed,  lust,  false  pride,  envy, 
covetousness  and  hate.  Only  the  individual  can  sub- 
stitute more  positive  attitudes.  It  is  also  clear  that 
only  the  individual  can  make  the  final  judgment  as  to 
his  self-conceived  sense  of  well-being,  regardless  of 
what  his  state  of  health  may  appear  to  be. 

Some  of  the  determinants  of  health-well-being  are 
under  the  control  of  church,  community,  social  or- 
ganizations, schools,  family  and  friends.  These  out- 
side forces  can  provide  moral  support,  inspiration, 
altruistic  goals,  companionship,  recreation,  educa- 
tion, intellectual  stimulation — in  sum,  many  of  the 
factors  that  are  necessary  for  most  persons  to  develop 
into  and  to  remain  mature,  self-reliant,  responsible 
and  productive  members  of  society.  These  qualifying 
adjectives  are  obviously  critical  in  any  analysis  of  the 
health-well-being  of  an  individual.  An  unfortunate 
paradox  of  our  time  is  that  such  supports  are  becom- 
ing increasingly  weaker  at  the  time  that  they  are 
needed  the  most. 

To  charge  physicians  with  maintaining  or  restoring 
health  that  embraces  every  conceivable  human  activ- 
ity and  interrelationship,  extending  beyond  biology 
to  cultural,  social  and  psychological  areas,  puts  the 
physician  and  the  medical  profession  in  an  intoler- 
able position.  The  doctor  cannot  do  this  job,  and,  if 
he  is  expected  to  do  it,  he  is  doomed  to  failure,  and 
society  to  disappointment. 

A second  origin  of  disaffection  stems  from  the 
current  undertaking  of  our  society  and  of  our  govern- 
ment to  define  and  to  ensure  the  rights  of  every 
citizen.  It  is  inevitable  that  the  responsibility  of  gov- 
ernment for  the  health  of  its  citizens  is  a major  issue. 


There  is  nothing  basically  new  about  this.  Govern- 
ments have  been  concerned  with  the  health  of  the 
citizen  down  through  the  centuries,  and  under- 
standably so.  Aristotle  in  the  4th  Century  B.C.  de- 
clared that  health  of  mind  and  body  is  so  fundamen- 
tal to  the  good  life  that,  if  we  believe  men  have  any 
rights  at  all  as  human  beings,  they  have  an  absolute 
moral  right  to  the  measure  of  good  health  that  society 
is  able  to  give  them.  Disraeli,  British  prime  minister 
in  the  19th  century,  stated  that  the  health  of  the 
people  is  really  the  foundation  upon  which  all  their 
happiness  and  all  their  power  as  a state  depend. 

Note  that  neither  attempted  to  define  health  or 
“the  measure  of  good  health  that  society  is  able  to 
give  them.”  What  is  new  is  that  our  government  is 
making  an  earnest  endeavor  to  establish  the  defini- 
tion of  health,  to  determine  the  measure  of  health 
that  is  the  right  of  every  citizen,  and  to  set  about 
providing  that  measure. 

It  is  at  this  point  that  the  WHO  definition  of  health 
and  the  identification  of  the  doctor’s  job  become 
critical,  for  the  strong  arm  of  law  and  force  may  enter 
the  picture.  If  health  care  is  judged  to  be  an  in- 
alienable right,  and  health,  presumably,  is  to  be  ex- 
pected from  health  care,  it  is  essential  that  society  as  a 
whole  understand  what  health  is,  what  our  govern- 
ment can  be  expected  to  do  to  provide  it,  and  what 
the  medical  profession  can  do  about  it.  It  is  not 
unlikely  that  these  may  become  Supreme  Court  issues 
since  many  people  consider  that  Constitutional  rights 
are  at  stake.  Indeed,  a start  in  this  direction  was  taken 
in  the  Supreme  Court  decision  regarding  abortion. 

Should  it  be  determined  by  law  that  financial  fac- 
tors are  denying  the  full  measure  of  adequate  health 
care  providing  health  defined  as  well-being  to  any 
citizen,  or  that  maldistribution  of  health  personnel 
and  facilities  because  of  the  professional’s  choice  of 
location  and  habits  are  failing  to  provide  adequate 
health  care,  then  it  would  follow  that  the  federal 
government  must  undertake  to  pay  the  bills,  specify 
the  numbers  and  specialties  of  doctors  in  training, 
allocate  types  and  location  of  practice  units,  clinics 
and  hospitals,  and  establish  working  patterns  and 
salary  structure.  Legal  as  well  as  legislative  fiat  could 
put  the  government  in  control  of  the  profession. 

The  lid  on  this  Pandora’s  box  has  already  been 
raised  enough  for  the  escape  of  some  problems  that 
will  probably  prove  to  be  insoluble. 
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“A  fourth  origin  of  disaffection,  let’s  fact  it,  resides  with  us  and  with  our 
health  professions.  There  are  some  sick,  incompetent  and  crooked  members  of 
our  profession.  Some  of  our  members  should  practice  a higher  level  of  medi- 
cine. Communications  between  doctor  and  patient  should  be  improved.” 


The  humane  concept  of  adequate  health  care  as  an 
inalienable  right  is  difficult  to  debate.  Like  so  many 
of  the  great  and  complex  issues  facing  our  country 
there  is  no  clear-cut  answer.  There  would  be  no 
problem  if  there  were.  In  a sense,  we  are  damned  if  we 
do  and  damned  if  we  don’t  go  this  route.  There  is  no 
doubt  that  there  is  disease  in  this  country  that  can  be 
medically  treated  but  is  not,  and  suffering  that  can  be 
prevented  or  ameliorated  but  is  not.  There  are  basic 
human  needs  that  are  not  being  met.  But  attempting 
to  meet  these  needs  results  in  problems  that  are  in- 
credibly complex. 

Even  if  citizens  in  need  of  adequate  health  care 
were  receptive  to  and  cooperated  with  its  provision, 
and  this  is  far  from  true,  it  is  quite  arguable  that  no 
right  to  health  care  can  exist  when  there  is  no  way 
that  such  a right  can  be  provided.  No  country  is 
wealthy  enough,  nor  will  its  citizens  submit  to  tax- 
ation severe  enough,  to  support  a program  providing 
health  care  on  demand.  There  will  never  be  enough 
doctors,  other  health  care  personnel,  or  facilities  to 
meet  uncontrolled  demands  for  medical  attention, 
much  less  to  provide  the  ill-defined  entity  or  adequate 
health  care. 

However  these  great  issues  may  be  resolved,  there 
will  inevitably  be  new  tensions  between  society  and 
medicine. 

A third  origin  of  disaffection  is  the  basically  unalte- 
rable nature  of  human  biology.  With  the  aid  of  mod- 
ern science,  most  trauma  can  be  treated  effectively. 
Many  infections  can  be  prevented  or  cured.  Some 
cancers  can  be  eradicated  or  held  in  check  in- 
definitely. A number  of  childhood  defects  can  be 
corrected.  Surgical  mortality  is  low  and  surgical  tech- 
niques are  mind-boggling.  Maternal  and  infant  mor- 
tality is  near  an  irreducible  minimum.  Life  span  is 
extended  year  by  year. 

Yet,  when  all  of  that  is  said,  the  medical  profession 
is  largely  occupied  with  the  inexorable  processes  of 
aging  and  progressive  organ  failure;  with  metabolic 
defects  and  altered  immune  responsiveness;  with  de- 
generative disease  and  heritable  disorders;  and  with 
psychological  and  emotional  responses  to  the  prob- 
lems of  every  day  living.  While  great  scientific  strides 
have  been  made  in  many  of  these  areas,  treatment  is 
still  largely  replacement  or  palliative  or  supportive, 
but  rarely  curative.  Doctors  may  alter  the  time  of 
death  but  not  the  fact  of  death.  The  young  may  die. 


the  old  must. 

The  doctor  who,  himself,  is  caught  up  in  this  re- 
lentless progression  of  life  can  become  the  scapegoat 
for  patients  and  their  families  who  cannot  face  or 
accept  inexorable  reality.  The  participant  may  be- 
come confused  with  the  event,  as  was  the  case  when 
the  lone  survivor  of  a great  battle,  bringing  back 
word  of  the  magnitude  of  the  defeat  to  the  waiting 
women  of  Athens,  was  stabbed  to  death  by  them.  At 
least  the  doctor  is  no  longer  buried  with  his  deceased 
patient. 

Scientific  advances  in  and  of  themselves  have  pre- 
cipitated new  problems  for  our  profession.  Diagnos- 
tic and  therapeutic  procedures  now  available  are  of- 
ten very  costly,  time-consuming,  painful  and  even 
dangerous.  There  may  appear  to  be  little  evidence  of 
benefit.  How  far  need  or  must  a doctor  go  in  applying 
all  that  can  be  used  in  a particular  situation?  Ethical 
and  moral  issues  related  to  application  of  new  tech- 
niques and  procedures,  death  with  dignity,  even  the 
definition  of  death  are  but  a few  that  now  plague  us. 

The  frailty  of  human  existence  is  all  too  often  more 
than  a match  for  even  the  greatest  of  scientific  ad- 
vances. Disappointment  and  frustration  may  be  the 
lot  of  those  who  put  their  faith  in  scientific  medicine. 

A fourth  origin  of  disaffection,  let’s  face  it,  resides 
with  us  and  with  our  health  professions.  This  has 
been  explored  in  depth,  repeatedly,  over  the  past  few 
years  by  lay  and  medical  writers.  There  are  some  sick, 
incompetent  and  crooked  members  of  our  profes- 
sions. With  all  of  the  modern  advantages,  some  of 
our  members  should  practice  a higher  level  of  medi- 
cine. Communication  between  doctor  and  patient 
could  be  improved  in  certain  instances.  There  may  be 
times  when  the  patient  is  justified  in  his  contention 
that  the  value  of  services  received  does  not  approxi- 
mate the  amount  of  the  bill  rendered.  Late  appoint- 
ments, impossible  telephone  manners  and  failure  to 
make  urgently  requested  house  calls  may  be  quite 
disturbing. 

The  four  points  here  discussed  obviously  do  not 
comprise  an  encyclopedic  list  of  origins  of  conflict 
betweeen  society  and  medicine.  They  are  important 
ones,  however,  that  demand  our  attention.  An  identi- 
fication of  and  a study  of  these  issues  is  the  first 
necessary  step  in  order  for  society  and  medicine  to 
resolve  its  disaffection. 

W.  T.  Thompson,  Jr.,  MD 
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Richmond's  newest,  fully  staffed  general  hospital  located  in  western  Henrico  County. 

Intensive  Care  and  Coronary  Units  Nuclear  Diagnostic  Capability 

Medical/Surgical  Units  236  Semi-Private  and  Private  Beds 


Henrico  Doctors’  Hospital 

1602  Skipwith  Road,  Richmond,  Virginia,  Phone:  285  7411 


Administrator:  James  R.  Seitz 


BAYBERRY  PSYCHIATRIC 
HOSPITAL 

530  East  Queen  Street 
Hampton,  Virginia  23669 

A private  hospital  for  diagnosis  and  treatment  of  psychiatric  dis- 
orders. Hospital,  day  care,  outpatient,  and  consulting  services. 
AMA-approved  psychiatric  residency  program. 

Wendell  J.  Pile,  M.D.,  Medical  Director 
Howard  L.  Cox,  M.D.  Jonathan  G.  Solomon,  M.D.,  Ltd. 
Basil  E.  Roebuck,  M.D.  Douglas  H.  Chessen,  M.D. 


VIRGINIA  MEDICAL  OBITUARY 


Memoir  of  Asa  W.  Viccellio 
1911-1977 

By  Ralph  R.  Landes,  MD 

Their  story  is  not  graven  in  stone  but  lives  on  without  visible 
symbol  woven  into  the  stuff  of  other  men’s  lives.  Pericles 

Asa  William  Viccellio  was  born  in  Chatham,  Vir- 
ginia, on  July  9,  191 1 . Of  his  ancestry  we  will  mention 
only  that  he  came  from  a long  line  of  Virginians  on 
his  mother’s  side.  His  paternal  great-grandfather  was 
a musician  in  the  armed  forces  of  the  Emperor  of 
Austria  and  came  to  Virginia  in  time  to  join  the 
Confederate  forces  during  the  War  Between  the 
States.  The  Italian  province  of  Venice  was  at  one  time 
under  the  rule  of  Austria  and  many  gifted  Venetians 
moved  to  Austria  in  the  16th  and  17th  centuries.  The 
Viccellio  name  was  one  of  Venice’s  proudest.  The 
family  name  of  the  great  painter  Titian  was  Vic- 
cellio— and  our  Vic  was  fond  of  recalling  this  fact. 

He  grew  up  in  Chatham  among  a large  family  of 
brothers  and  sisters,  attended  the  College  of  William 
and  Mary,  and  graduated  from  George  Washington 
University  School  of  Medicine  in  1943.  He  earned  his 
own  way  through  medical  school  working  long  hours 
in  the  post  office.  As  a junior  and  senior  medical 
student  he  worked  as  an  intern  at  the  Alexandria 
Hospital,  where  he  also  spent  his  internship  in  1943- 
1944. 

Following  this  he  spent  two  years  as  a medical 
officer  in  the  army  in  the  Pacific.  On  leaving  the  army 
he  came  to  Danville  and  began  a sort  of  mixed  res- 
idency at  the  Memorial  Hospital  from  January  1947 
until  he  could  take  his  State  Board  Examinations  in 
June  1947.  During  these  months  of  waiting  he  as- 
sisted Dr.  Roy  Upchurch,  Dr.  Clyde  Bailey  in  surgery 
and  Dr.  Walter  McMann  in  obstetrics.  It  was  from 
Dr.  McMann  that  he  gained  his  enthusiasm  and  skill 
in  obstetrics  which,  together  with  general  practice,  he 
practiced  for  many  years. 

The  number  of  children  he  assisted  into  the  world 
is  legion — and  many  carry  the  middle  name  Viccellio, 
after  the  beloved  physician  who  delivered  them. 

He  was  the  epitome  of  the  family  physician  of 
earlier  years.  When  I first  came  to  Danville  in  1949, 
Vic  was  recognized  on  his  house  calls  by  his  red  jeep, 
not  only  in  the  city  but  deep  into  the  country  and  at 


all  hours  of  the  day  and  night.  Many  farmers  would 
meet  him  at  the  end  of  paved  roads  and  bring  him  to 
their  sick  through  muddy  trails  by  horse  and  wagon. 
He  was  known  by  everyone — the  elite  and  the  lowly, 
the  whites  and  the  blacks.  He  was  never  in  a hurry 
and  he  learned  every  patient’s  name  and  family  his- 
tory— and  never  forgot  them. 

Through  all  his  30  years  of  practice  he  was  a famil- 
iar figure  at  all  hours  in  the  emergency  rooms  and 
corridors  of  the  hospital.  He  was  the  trusted  physi- 
cian of  the  employees  of  Dan  River  Mills  during  the 
years  he  spent  as  Medical  Director:  He  was  the  physi- 
cian of  the  presidents  of  the  mill  as  well  as  of  their 
lowliest  employees,  and  he  treated  all  of  them  with 
skill  and  compassion.  He  was  honored  by  having  held 
the  presidency  of  the  Danville-Pittsylvania  Academy 
of  Medicine  and  of  the  Memorial  Hospital  staff.  He 
was  a friendly  man  with  earthy  humor,  a man  of 
virtue,  skill  and  selflessness.  All  who  knew  him  loved 
and  respected  him. 

He  died  of  a heart  attack  on  March  9 at  his  home 
in  Danville.  His  colleagues,  friends  and  patients  are 
the  poorer  by  his  passing. 

Prepared  and  published  at  the  request  of  the  Danville- 
Pittsylvania  Academy  of  Medicine.  M 


Robert  William  Hartley,  MD 

At  the  age  of  58  years,  Dr.  Robert  William  Hart- 
ley, Collinsville  internist,  died  on  March  1 1 . He  was  a 
graduate  of  the  University  of  Virginia  School  of 
Medicine,  Charlottesville. 

Henry  A.  Wiseman,  III,  MD 

Dr.  Henry  A.  Wiseman,  III,  Danville  surgeon,  died 
March  26.  He  was  57  years  old.  Dr.  Wiseman  was  a 
graduate  of  the  University  of  Virginia  School  of 
Medicine  and  had  belonged  to  The  Medical  Society 
of  Virginia  25  years. 

David  S.  Skloff,  MD 

At  the  age  of  46  years.  Dr.  David  Samuel  Skloff, 
Hampton,  died  on  March  6.  He  was  a graduate  of  the 
Medical  College  of  Thomas  Jefferson  at  the  Univer- 
sity of  Philadelphia.  His  specialty  was  obstetrics  and 
gynecology. 
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J0HNST0N-W1LLIS 

HOSPITAL 

RICHMOND,  VIRGINIA 


A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SECTION 


Mastectomy 
Prosthesis 

15  years  of  experience 
in  surgical  and 
mastectomy  fittings 

Custom  fitted  brassieres  and  girdles, 
with  special  attention  to  the 
problem  figure. 

Debbie’s  Foundations 

215  East  Grace  Street 
Richmond,  Virginia  23219 
804-649-8224 


Give  Yourself  a 
Keogh-Approved 
reo. 


Plan  Now  to  Get 
1977  Tax  Savings 


If  you’re  self-employed,  you  can  put  up  to 
$7,500  into  an  insured  Keogh  Plan— and  cut  your  taxable 
income  each  year. 

You  are  guaranteed  high  tax-deferred  earn- 
ings . . . income  for  life  ...  a disability  option.  Only  an  in- 
sured retirement  plan  can'  give  you  these  guarantees. 

Former  Congressman  Keogh  who  wrote  the 
Keogh  bill  is  Home  Life’s  retirement  plan  consultant. 

Who  should  know  more  about  Keogh  Plans 

than  Keogh ? 


Thomas  R.  Clary 

Home  Life  Insurance  of  New  York 
Suite  804,  700  East  Main  St.,  Richmond  Va.,  23219 

(804)  643-3591 


Don’t  forget! 


VALENTINE’S  MEAT  EXTRACT 
6 fl.  oz.,  16  fl.  oz.,  1 gal. 

LIQUID  EXTRACT  OF  LIVER 
‘VALENTINE’ 

8 fl.  oz.,  1 gal. 

Both  available 

through  your  local  pharmacy. 

Valentine  Company 
P.O.  Box  7360 
Richmond,  Virginia  23221 


VI RGI N IA  M EDICAL  CLASSI  FI  ED 


Virginia  Medical  Classified  insertions  accepted  at  the  dis- 
cretion of  the  Editor.  Rates:  $10  per  insertion  for  50  words  or 
less,  IO<t  per  word  in  excess  of  50.  Classified  display  available 


PHYSICIANS  who  have  had  a minimum  of  one  year  of 
approved  psychiatric  residency  are  advised  that  applications 
are  now  being  received  by  the  Virginia  Institute  of  Group 
Psychotherapy  for  fall  enrollment.  The  nonprofit,  two-year 
Institute  is  designed  primarily  for  working  health  profes- 
sionals and  provides  on-the-job  training  in  addition  to  regular 
curriculum  courses.  For  particulars  write  Registrar,  Virginia 
Institute  of  Group  Psychotherapy,  3001  Fifth  Avenue,  Rich- 
mond VA  23222. 

CONFERENCES  FOR  MEDICAL  PROFESSIONALS— 
A calendar  listing  of  over  500  national/international  meet- 
ings, conferences  and  seminars  in  the  medical  sciences  for 
1977.  All  medical  specialties  included.  Send  $10.  check  or 
money  order  payable  to  Professional  Calendars,  PO  Box 
40083,  Washington  DC  20016. 

WANTED — Family  physician  to  work  full  or  part-time  in 
three-man  group  practice  in  Hopewell.  Telephone  804  458- 
8535. 

OFFICE  SPACE  in  Annandale,  Virginia — 1200  square  feet 
medical  office  space,  previously  occupied,  available  im- 
mediately. Private  building  easily  accessible  from  main 
thoroughfare.  Call  703  256-5870. 

INDUSTRIAL  MEDICINE  PHYSICIAN,  suburban  Rich- 
mond, for  a plant  of  5,000  employees,  to  perform  entry  and 
exit  phvsicials,  workman’s  compensation  verification,  and 
other  duties  as  assigned  in  a 40-hour  work  week  environ- 
ment. License  to  practice  medicine  in  Virginia  required. 
Salary:  $35,000  to  $40,000.  Relocation  costs  paid  if 
applicable.  Please  send  confidential  resume  to  PO  Box  6396, 
Norfolk,  VA  23508. 


PETERSBLIRG,  VIRGINIA — Physician  wanted. 
Must  be  graduate  of  recognized  medical  college  with 
at  least  one  year  postgraduate  training  in  an  approved 
residency  program  or  a minimum  of  three  years  of 
experience  working  in  a specific  medical  specialty 
such  as  internal  medicine  or  family  practice,  and  a 
license  to  practice  medicine  in  the  Commonwealth 
of  Virginia  or  eligibility  therefore.  Considerable 
knowledge  of  principles  of  modern  practices  of  gen- 
eral medicine  and  the  ability  to  diagnose  and  pre- 
scribe for  most  clients  of  an  acute  medical-surgical 
hospital.  Salary  range:  $28,000  to  $43,000.  Please 
reply  to  L.  E.  Doucet,  Director,  Box  4030,  Peters- 
burg, VA  23803,  804  861-7345.  EOE. 


at  $20  per  50  words.  Copy  due  by  the  fifth  oj  the  month  prior 
to  month  of  publication.  Send  to  the  Managing  Editor,  4205 
Dover  Road,  Richmond  VA  23221. 


ARLINGTON,  VIRGINIA — Medical  offices  centrally 
located  near  excellent  hospitals  Washington  suburb.  4,000 
sq.  ft.  Functional  suite  ideal  group  or  expense  sharing.  4 
consultation  rooms,  10  examining,  X-ray,  lab,  reception 
room,  business  office.  Can  be  subdivided  three  individual 
practices.  Ample  parking/storage.  Under  $5/sq.  ft.  Available 
7-1-77.  Raymond  L.  Schwartz,  MD,  3231  Juniper  Lane, 
Falls  Church  VA  22044,  703  534-3716. 

GENERAL  SURGEON  to  share  volunteer  duty  with  me 
for  one  to  three  weeks  at  Schweitzer  Hospital,  Haiti,  best 
hospital  in  the  country,  this  August  1977.  Personal  inquiries 
invited.  Martin  Donelson,  Jr.,  MD,  1035  Main  Street, 
Danville  VA  24541,  804  792-4211. 

SOUTHWEST  VIRGINIA— Appalachia— General  psy- 
chiatrist wanted.  Psychiatric  consultation,  evaluation  and 
treatment.  Good  colleges,  good  schools,  good  hospitals  and 
team.  Virginia  license,  AMA-American  Medical  Associa- 
tion, APA-American  Psychiatric  Association.  Send  vitae  and 
for  info,  write:  Pierce  D.  Nelson,  MD,  Mental  Health 
Clinic,  Inc.,  Wise  Medical  Clinic  Building,  Box  920,  Wise 
VA  24293. 

DOCTOR'S  OFFICE  FOR  RENT,  approximately  1,000 
sq  feet.  Bon  Air  Medical  Building,  8710  Choctaw  Road, 
Richmond  VA  23235.  Contact  Gray  Realty  Corp.,  804 
353-4610,  or  804  320-7971. 

NORTHERN  VIRGINIA:  Three-year  Psychiatric  Res- 
idency Program.  120-bed  hospital  located  in  suburban  Wash- 
ington, DC.  Emphasis  on  comprehensive  psychiatric  care  of 
inpatient,  outpatient  and  day  care  patients.  Supervision  by 
full-time  psy  chiatric  staff  and  psychiatrists  in  private  practice 
in  the  community.  Training  emphasizes  familiarity  with  mul- 
tiple theoretical  approaches  and  multiple  techniques  of  treat- 
ment. Salary,  with  Virginia  license:  1st  year,  $21,400;  2nd 
year,  $22,400;  3rd  year,  $23,400.  Without  license:  1st  year, 
$18,700;  2nd  year,  $19,600;  3rd  year,  $20,500.  American 
internship  required.  ECFMG  for  FMG’s  required.  Write  to 
Director  of  Training,  Northern  Virginia  Mental  Health  In- 
stitute, 3302  Gallows  Road,  Falls  Church  VA  22042.  EOE 

ARE  YOU  MOVING?  Please  let  us  know!  Send  your 
address  plus  your  mailing  label  with  ME  number  to 
Virginia  Medical,  4205  Dover  Road,  Richmond  VA  23221. 
Thank  You! 

PATRONIZE  OUR  ADVERTISERS! 
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WHO’S 

WHO 

IN  VIRGINIA  MEDICINE 

Dr.  Elam  C.  Toone,  Jr.,  retired 
chairman  of  the  rheumatology  de- 
partment at  the  Medical  College  of 
Virginia,  Richmond,  was  given  a spe- 
cial service  award  by  the  Virginia 
chapter  of  the  Arthritis  Foundation 
at  its  recent  annual  meeting.  Dr. 
Toone  organized  one  of  the  first  ar- 
thritis clinics  in  the  US  at  the  Col- 
lege in  1938. 

Towell  Secrist,  MD,  Triangle,  is 
the  new  president  of  the  Prince  Wil- 
liam County  Medical  Society. 
Elected  to  serve  with  him:  Drs.  Jo- 
seph Puglise,  Lorton,  president-elect; 
Robert  M.  Regan,  Manassas,  vice- 
president;  and  Carl  S.  Shapiro, 
Burke,  secretary. 

Dr.  Charles  L.  Cooke’s  article, 
“The  Art  of  Avoiding  Patient  Com- 
plaints,” as  excerpted  in  the  March 
issue  of  Virginia  Medical, 
prompted  a call  from  the  Physicians 
Radio  Network  in  Washington  to 
inquire  about  taping  an  interview 
with  Dr.  Cooke  for  broadcasting. 
This  is  a new  service,  broadcasting 
medical  news  24  hours  a day  over  an 
FM  subcarrier  channel.  It  has  sta- 
tions in  28  cities;  one  may  soon  be 
located  in  Virginia. 

Dr.  Norman  J.  Knorr  is  the  new 

dean  of  the  University  of  Virginia 
School  of  Medicine,  Charlottesville, 
succeeding  Dr.  William  R.  Drucker, 
dean  for  the  past  five  years.  A psy- 
chiatrist, Dr.  Knorr  has  been  asso- 
ciate dean  and  director  of  admis- 
sions of  the  School  of  Medicine;  he 


came  to  the  University  in  1970  from 
Johns  Hopkins  University,  Balti- 
more. 

What  prolific  authors  Charlottes- 
ville’s physicians  are!  A recent 
ramble  through  the  specialty  jour- 
nals that  come  into  Virginia  Medi- 
cal’s office  brought  the  names  of  30 
Virginia  physician-authors  to  eye — 
and  23  of  them  are  from  Charlottes- 
ville! Here  they  are: 

Chest: 

“Transvenous  Pulmonary  Embo- 
lectomy  for  Acute  Massive  Pul- 
monary Embolism,”  by  Drs.  Wil- 
liam G.  Scoggins  and  Lazar  J. 
Greenfield,  Charlottesville. 

“Partial  Anomalous  Pulmonary 
Venous  Drainage  and  Mitral  Ste- 
nosis” (editorial),  by  Drs.  J.  Frank 
Damniann,  Jr.,  and  Martha  A.  Car- 
penter, Charlottesville. 

Surgery  Gynecology  & Obstetrics: 
“Misleading  Pneumoperito- 
neum,” by  Drs.  James  G.  Chandler 
and  Gerald  T.  Golden,  Charlottes- 
ville. 

“Rapid  Antibiotic  Disk  Sensi- 
tivities of  Burn  Eschar  and  Infected 
Wounds,”  by  Drs.  Milton  T.  Edg- 
erton  and  Richard  F.  Edlich,  Char- 
lottesville, (with  three  others). 

“Submucosal  Vagotomy  of  the 
Canine  Gastric  Fundus,”  by  Drs.  G. 
Carwell  and  F.  E.  Rosato,  Norfolk, 
and  Dr.  N.  J.  Jackson,  Hampton 
(with  H.  D.  McDougal,  PhD). 

“Evaluation  of  the  Painful  Hip  by 
Aspiration  and  Arthrography,”  by 
Drs.  R.  W.  McLaughlin  and  R. 
Whitehill,  Charlottesville. 

Southern  Medical  Journal: 

“Close  Monitoring  is  Essential 
during  Isoniazid  Prophylaxis,”  by 
Drs.  Nuzhet  O.  Atuk  and  Andrew  I), 
Hart,  Charlottesville  (with  Ella  H. 
Hunt,  RN). 

“Adoption  in  Evolution:  Recent 
Influences  on  Adoption  in  Vir- 
ginia,” by  Dr.  Andre  P.  Derdyn, 
Charlottesville. 

“Venous  Aneurysms,”  by  Dr. 
Michael  H.  Friedman,  Alexandria 


(with  a Washington  DC  physician). 

“Medical  Education:  Retro- 
spective and  Prospective  Observa- 
tions,” by  Dr.  Oscar  Swineford,  Jr., 
Charlottesville. 

“Lymphomatoid  Papulosis  and 
Other  Pseudomalignancies  of  the 
Skin,”  by  Drs.  Fletcher  C.  Askew, 
Kenneth  E.  Greer  and  Larry  L.  Le- 
gum,  Charlottesville. 

“1/21  Translocation,”  by  Drs. 
James  Q.  Miller  and  Ann  Johanson, 
Charlottesville  (plus  four  non- 
medical authors). 

“Trabeculectomy,”  by  Drs. 
James  G.  Ferguson,  Jr.,  and  Roder- 
ick MacDonald,  Richmond. 

“Osteotomy  of  the  Metatarsals 
for  Pes  Cavus,”  by  Dr.  Lee  W.  Shaf- 
fer, Roanoke,  and  Dr.  Gwo-Jaw 
Wang,  Charlottesville. 

JAMA: 

“Vasovagal  Pseudohemorrhage, 
Complication  of  Percutaneous 
Renal  Biopsy,”  by  Drs.  W.  Kline 

Bolton,  Robert  S.  Gibson  and  Peter 
F.  Ellis,  Charlottesville. 

Dr.  Donald  L.  Brummer,  Rich- 
mond, has  received  the  24th  annual 
Douglas  Southall  Freeman  Award 
from  the  Virginia  Lung  Association. 
Professor  of  preventive  medicine  at 
the  Medical  College  of  Virginia,  Dr. 
Brummer  is  a past  president  of  both 
the  Virginia  Thoracic  Society  and 
the  Richmond  Area  Lung  Associa- 
tion. 

Dr.  David  W.  MacMillan,  Rich- 
mond ophthalmologist,  was  elected 
president  of  the  Virginia  Society  for 
the  Prevention  of  Blindness  at  its 
recent  annual  meeting.  Dr.  Alfred  F. 
Suarez,  Fairfax,  was  elected  a direc- 
tor. 

New  head  of  the  bureau  of  child 
health,  Virginia  Department  of 
Health,  is  Dr.  William  I.  Neikirk, 
previously  associate  professor  of  pe- 
diatrics at  the  University  of  Vir- 
ginia, Charlottesville. 
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A character 

all  its  own. 

Valium  (diazepam)  is  a 
benzodiazepine  with  a 
character  all  its  own. 
Pharmacologically,  it  has  been  described 
as  more  potent  mg-per-mg  than  other 
available  anxiolytic  benzodiazepines. 
Pharmacokinetically,  only  Valium  pro- 
vides active  diazepam  as  well  as  the 
active  metabolites  3-hydroxydiazepam, 
desmethyldiazepam  and  oxazepam. 

But  the  individual  character  of 
Valium  is  even  more  apparent  clinically 
than  pharmacokinetically.  And  far  more 
significant.  That’s  because  of  the  patient 
response  obtained  with  Valium.  A re- 
sponse which  brings  a calmer  frame  of 
mind.  A response  which  has  a pro- 
nounced effect  on  the  somatic  symp- 
toms of  anxiety,  particularly  muscular 
tension.  A response  which  helps  the  pa- 
tient feel  more  like  himself  again  be- 
cause of  the  way  Valium  reduces  the 
overwhelming  symptoms  of  anxiety  and 
psychic  tension. 

Another  important  aspect  of  the 
clinical  character  of  Valium  is  safety. 
Though  drowsiness,  ataxia  and  fatigue 
are  possible,  these  and  more  serious 
side  effects  are  rarely  a problem.  Of 
course,  as  with  all  CNS-acting  drugs, 
patients  taking  Valium  should  be  cau- 
tioned against  driving,  operating 
dangerous  machinery  or  the  simultane- 
ous ingestion  of  alcohol. 

Unquestionably,  many  psychother- 
apeutic agents,  including  other  benzo- 
diazepines, have  antianxiety  effects. 

But  one  fact  remains:  you  get  a certain 
kind  of  patient  response  with  Valium. 

It’s  a response  you  want.  A response 
you  know.  A response  you  trust  as  part 
of  your  overall  management  of  anxiety 
and  psychic  tension. 

ValiumL 

(diazepam)^ 

2-mg,  5 mg,  10-mg  scored  tablets 

a prudent  choice  in  psychic 
tension  and  anxiety 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional  fac- 
tors; psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute  agitation, 
tremor,  delirium  tremens  and  hallucinosis  due  to 
acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathol- 
ogy; spasticity  caused  by  upper  motor  neuron  dis- 
orders; athetosis;  stiff-man  syndrome;  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the 
drug.  Children  under  6 months  of  age.  Acute  narrow 
angle  glaucoma;  may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively 
in  convulsive  disorders,  possibility  of  increase  in  fre- 
quency and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity 
of  seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and  al- 
cohol) have  occurred  following  abrupt  discon- 
tinuance (convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful  surveil- 
lance because  of  their  predisposition  to  habituation 
and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should  al- 
most always  be  avoided  because  of  in- 
creased risk  of  congenital  malformations 
as  suggested  in  several  studies.  Consider 
possibility  of  pregnancy  when  instituting 
therapy;  advise  patients  to  discuss  therapy 
if  they  intend  to  or  do  become  pregnant. 
Precautions:  If  combined  with  other  psycho- 
tropics or  anticonvulsants,  consider  carefully  phar- 
macology of  agents  employed;  drugs  such  as 
phenothiazines,  narcotics,  barbiturates,  MAO  in- 
hibitors and  other  antidepressants  may  potentiate  its 
action.  Usual  precautions  indicated  in  patients  se- 
verely depressed,  or  with  latent  depression,  or  with 
suicidal  tendencies.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and  debilitated 
to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue,  de- 
pression, dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary  re- 
tention, blurred  vision.  Paradoxical  reactions  such  as 
acute  hyperexcited  states,  anxiety,  hallucinations,  in- 
creased muscle  spasticity,  insomnia,  rage,  sleep  dis- 
turbances, stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and 
liver  function  tests  advisable  during  long-term 
therapy 
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INSURANCE  PLANS 

FOR  MEMBERS  AND  THEIR  DEPENDENTS 


DISABILITY  INCOME  PLAN 

Pays  When  Income  is  Interrupted  Due  to  Accident  or  Sickness 
Conversion  Privilege— Guaranteed  Renewable  to  Age  65 
Pays  OVER  AND  ABOVE  other  Plans 


PROFESSIONAL  OVERHEAD  EXPENSE 

Helps  Pay  Office  Expenses  While  Disabled— up  to  $4,200  Monthly 


$50,000  Major  Medical  Plan* 

$500  or  $1,000  Deductible;  Covers  Hospital  Cost,  Physician  and  Surgeon  Fees 
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The  President 
Reports  On 
CMP  Decisions 


Actions  on  continuing  medical  edu- 
cation by  the  House,  the  Executive 
Committee  and  the  Council  are  ex- 
plained, and  the  MSV  President  urges 
confirmation  by  the  membership. 

IN  Williamsburg  last  November,  the  House  of 
Delegates  of  the  Medical  Society  of  Virginia  con- 
sidered the  matter  of  continuing  medical  education  as 
a requirement  for  Society  membership  and  recom- 
mended that  such  a requirement  be  adopted  as  soon 
as  certain  conditions  could  be  met.  These  conditions 
were  that  the  formulation  of  the  program  itself  be 
completed,  that  the  method  by  which  credits  could  be 
attained  be  determined,  and  that  a statement  be  pre- 
pared on  the  minimum  number  of  credits  required  of 
each  member  over  a period  of  one  year  or  more. 

To  implement  the  wishes  of  the  House  of  Dele- 
gates, I called  a meeting  of  the  Society’s  Executive 
Committee,  representatives  of  the  State  Board  of 
Medicine,  and  other  Society  leaders  on  M ay  13,  1 977, 
to  discuss  this  issue  further  and  prepare  recommen- 
dations to  the  Society's  membership.  During  this 
meeting  all  aspects  of  continuing  medical  education 
were  discussed,  along  with  the  options  available  to 
the  Society. 

At  the  conclusion  of  the  meeting,  the  Executive 
Committee  unanimously  adopted  and  sent  to  the 
Council  a resolution  recommending  that  continuing 
medical  education  be  made  a requirement  for  Society 
membership  and  that  30  hours  of  Category  I credit 
and  60  hours  of  Category  ll-VI  credit  be  established 
as  minimum  requirements  over  each  three-year  pe- 
riod. It  was  further  resolved  that  the  Society  “con- 
tinue to  encourage  all  Virginia  physicians  to  seek  the 
highest  level  of  continuing  medical  education 
achievement  through  certification  and  various 
awards  proved  by  the  Society,  specialty  associations 
and  other  medical  associations.” 

The  Executive  Committee’s  resolution  was  then 
presented  to  the  Council  on  May  14,  1977.  After  a 
thorough  discussion,  it  was  approved  unanimously. 
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In  making  this  decision,  the  Council  noted  the 
tremendous  pressures  for  mandatory  continuing 
medical  education  that  have  been  developing  in  Vir- 
ginia’s General  Assembly.  During  the  1977  legislative 
session,  mandatory  continuing  medical  education  for 
relicensure  was  brought  up  for  consideration  on  two 
occasions,  once  as  a separate  bill  and  once  as  part  of 
the  Risk  Management  Package.  An  intensive  effort 
by  the  Society  defeated  this  legislation,  but  it  is  clear 
that  sentiment  among  legislators  for  mandatory  con- 
tinuing medical  education  is  definitely  increasing.  In 
addition,  the  State  Board  of  Medicine  has  been  ac- 
tively working  for  mandatory  continuing  medical 
education  for  relicensure. 

Today  30  states  and  the  District  of  Columbia  re- 
quire continuing  medical  education  for  relicensure 
and/or  society  membership,  and  of  our  neighboring 
states  only  West  Virginia  does  not  have  a mandatory 
program. 

Early  this  year  the  State  Bar  Association  adopted  a 
continuing  education  program  for  membership 
which,  while  setting  minimal  standards,  established  a 
precendent  for  professional  organizations  in  Virginia 
and  generated  further  support  for  mandatory  contin- 
uing medical  education  in  the  General  Assembly. 

In  view  of  all  these  factors,  the  Council’s  approval 
of  the  resolution  was  a practical  and  wise  one,  and  I 
concur  in  it.  I believe  that  it  is  wrong  for  our  profes- 
sional Society  to  subject  itself  to  public  criticism  for 
denying,  seemingly,  the  importance  of  a practice  in 
which  virtually  all  Society  members  are  already  ac- 
tively participating  and  have  done  so  for  many  years. 
Today  there  are  continuing  medical  education  pro- 
grams in  operation  throughout  the  state  that  are 
readily  accessible  to  all  physicians,  and  the  minimun 
requirements  established  by  the  approved  resolution 
should  pose  no  hardship  for  any  Society  members. 

Our  Society's  by-laws  require  that  any  change  in 
membership  requirements  be  subjected  to  a vote  by 
the  general  membership  and  that  proxy  voting  for 
important  matters  such  as  this  be  permitted.  Accord- 
ingly, I am  calling  a meeting  of  the  membership  for 
September  17,  1977,  in  Richmond,  to  vote  on  this 
important  matter.  Proxy  ballots  and  pertinent  infor- 
mation on  this  meeting  will  be  sent  to  all  members  in 
the  next  few  weeks. 

I hope  that  MSV  members  will  take  an  affirmative 
approach  in  considering  this  controversial  problem, 
and  I urge  you  to  vote  to  support  the  actions  of  your 
Council  and  your  House  of  Delegates. 

W.  Leonard  Weyl,  MD,  President, 
The  Medical  Society  of  Virginia. 
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This  announcement  is  neither  an  offer  to  sell  nor  a solicitation  of  an  offer  to  buy  any  of  these  securities. 

The  offering  is  made  only  by  Prospectus. 


6 Year  Thrift  Certificates 

available  in  a minimum  denomination  of  $5,000 

Available  directly  to  the  public  in  the  states  of  Connecticut, 

Florida,  Louisiana,  Maryland,  Mississippi,  New  Jersey,  New 
York,  Virginia  and  District  of  Columbia. 

FIRST  PENNSYLVANIA 
FINANCIAL  SERVICES,  INC. 

A subsidiary  of  First  Pennsylvania  Corporation 

First  Pennsylvania  Financial  Services,  Inc.  is  primarily  a management  and 
holding  company  with  total  assets  of  over  $190  million.  Its  principal  business, 
consumer  finance  lending  to  individuals,  is  conducted  through  its  wholly- 
owned  subsidiaries:  Industrial  Finance  & Thrift  Corporation  (Termplan)  and 
Investors  Loan  Corporation.  Together  they  have  approximately  220  offices 
in  23  states. 

To  receive  a free  Prospectus  and  further  information,  send  in  the  coupon  from 
this  ad.  Or  call  toll  free  (800)  523-4583. 
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FINANCIAL  SERVICES,  INC. 

a First  Pennsylvania  company 


Mail  to:  First  Pennsylvania  Financial  Services,  Inc., 

1500  Chestnut  Street, 

Philadelphia,  PA  19101. 

Please  send  me  the  free  Prospectus  which  offers  First  Pennsylvania 
Financial  Services  Thrift  Certificates: 

Name . 

(Please  Print) 

Address 

City State Zip 

Phone 

(Business) 


(Home) 


MEETINGS 

ABOUT 

MEDICINE 


September 

Medical  Knowledge  Self-Assessment  Program,  spon- 
sored by  the  American  College  of  Physicians  in 
association  with  the  Medical  College  of  Virginia, 
Hyatt  House,  Richmond,  September  7-11.  Ameri- 
can College  of  Physicians,  Convention  Depart- 
ment, 4200  Pine  Street,  Philadelphia  PA  19104. 

Acute  Problems  in  Neurology,  sponsored  by  the  De- 
partments of  Neurology  and  Continuing  Educa- 
tion of  the  School  of  Medicine,  Medical  College  of 
Virginia,  Tides  Inn,  Irvington,  September  22-25. 
Richard  M.  Mansfield,  EdD,  Program  Director, 
CME,  MCV  Station,  Richmond  VA  23298. 

Recent  Advances  in  Fertility  Management,  spon- 
sored by  the  Johns  Hopkins  University  School  of 
Medicine,  Department  of  Gynecology  and  Obstet- 
rics, Village  of  Cross  Keys  Inn,  Baltimore,  Septem- 
ber 29-October  1.  Dr.  Ronald  T.  Burkman,  De- 
partment of  Gynecology  and  Obstetrics,  the  Johns 
Hopkins  Hospital,  Baltimore,  Maryland  21205. 

October 

Child  Neurology  Society  Annual  Meeting,  sponsored 
by  Department  of  Neurology  of  the  University  of 
Virginia  School  of  Medicine,  McLeod  Hall,  Char- 
lottesville, October  6-8.  Office  of  CME,  Box  368, 
Charlottesville  VA  22901. 

Perspectives  in  Pediatrics,  sponsored  by  the  Depart- 
ment of  Pediatrics  of  the  University  of  Virginia 
School  of  Medicine,  Donaldson-Brown  Center  for 
CME  at  VPI,  Blacksburg,  October  12.  Office  of 
CME  as  above. 

Annual  Meeting  of  The  Medical  Society  of  Virginia, 

Hotel  John  Marshall,  Richmond,  October  13-16. 


Adolescent  Medical  and  Social  Problems,  3rd  Annual 
Postgraduate  Course,  sponsored  by  Section  of 
Adolescent  Medicine,  Department  of  Pediatrics  of 
the  Medical  College  of  Virginia  and  the  Institute 
for  Continuing  Education,  Hospitality  House, 
Williamsburg,  October  13-14.  Institute  for  Contin- 
uing Education,  PO  Box  11083,  Richmond  VA 
23230. 

Topics  in  Gastroenterology  and  Liver  Disease:  Medi- 
cal and  Surgical  Aspects,  sponsored  by  the  Depart- 
ments of  Medicine  and  Surgery  of  Johns  Hopkins 
School  of  Medicine,  Baltimore,  October  13-15. 
Theodore  M.  Bayless,  MD,  Blalock  903,  the  Johns 
Hopkins  Hospital,  Baltimore  MD  21205. 

Thyroid  Nodules  and  Thyroid  Cancer  Seminar, 
Sponsored  by  the  Department  of  Nuclear  Medi- 
cine/Radiology at  the  University  of  Virginia 
School  of  Medicine,  McLeod  Hall,  Charlottesville, 
October  18-19.  Office  of  CME,  Box  368,  Char- 
lottesville VA  22901 . 

Modern  Trends  in  the  Management  of  Epilepsy, 
sponsored  by  the  Department  of  Neurology  of  the 
University  of  Virginia  School  of  Medicine,  Omni 
International  Hotel,  Norfolk,  October  30.  Office  of 
CME  as  above. 


American  Medical  Association 

Regional  CME  Meeting,  Sept.  30-Oct.  2,  the 
Homestead,  Hot  Springs,  Virginia 
Clinical  Convention,  Dec.  4-7,  Chicago 
Scientific  Meeting,  Dec.  10-13,  Miami  Beach 
Annual  Convention,  June  17-22,  1978,  St.  Louis 
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THE  PORTSMOUTH  PSYCHIATRIC  CENTER 


Serving  Eastern  Virginia,  a private, 
90-bed  comprehensive  psychiatric 
center  for  the  treatment  of  adults  and 
adolescents. 

Fort  Lane  and  Crawford  Parkway 
Portsmouth,  Virginia  23704 
Phone  (804)  393-0061 


Ronald  I.  Dozoretz,  M.D.,  Medical  Director 
Joseph  W.  Barnard,  M.D. 

Joseph  J.  Allen,  M.D. 

E.  Daniel  Kay,  Jr.,  M.D. 

Thomas  K.  Tsao,  M.D, 

B,  William  Freund,  Jr.,  M.D. 

John  G.  Buchanan.  M.D. 

Charles  E.  Parker,  D.O. 


Lenard  J.  Lexier,  M.D. 

Robert  H.  Kerter,  M.D. 

Dennis  M.  Spiers,  M.D. 
Magnus  Lakovics,  M.D. 
Melvin  N.  Bass,  Administrator 


THE  ROANOKE  VALLEY  PSYCHIATRIC  CENTER 


Serving  Western  Virginia,  a private, 
100-bed  comprehensive  psychiatric 
center  for  the  treatment  of  adults  and 
adolescents. 


1902  Braeburn  Drive 
Salem,  Virginia  24153 
Phone  (703)  989-3351 

John  O,  Hurt,  Jr.,  M.D,,  Medical  Director 
Walter  B,  Blair,  M.D. 


J.  Richard  Frazier.  M.D. 

John  S.  DeVerter,  M.D. 

Phillip  M.  Clifton,  M.D. 

Edward  R.  Green.  M.D. 

William  D.  Clarkson,  M.D. 

Barbara  B.  Rosado,  Administrator 


Psychiatric  Center 


Fully  accredited  by  the  Joint  Commission  on  Accreditation  of  Hospitals  and  accepted  by  most  major  insurance  carriers,  including 
CHAMPUSand  Blue  Cross. 


Annals  of  Virginia  Medicine : 
John  Peter  Mettauer,  1787-1875 

L.  Benjamin  Sheppard,  MD,  Richmond,  Virginia 


“A  genius  of  his  time,  he  gave  Virginia  and  America  a dynamic  chapter  in 
advancing  medicine.  Tribute  should  be  paid  to  this  great  physician,  surgeon, 
ophthalmologist,  and  notable  Virginian.” 


Seldom  in  the  annals  of  Virginia  medicine  has  there 
been  a man  who  accomplished  so  much,  in  his  time,  as 
did  John  Peter  Mettauer.  As  we  find  gold  deposited  in 
the  crevices  of  stone  so  we  find  the  wealth  of  history 
deposited  in  the  crevices  of  time.  By  constant  searching 
and  refinement  we  extract  the  best  from  friends,  rela- 
tives and  volumes  of  literature. — The  Author. 

ACCOMPANYING  the  American  expedition  of 
Generals  Lafayette  and  Rochambeau  in  1777 
was  a young  French  surgeon  from  northern  Alsace  by 
the  name  of  Dr.  Francis  Joseph  Mettauer.1,2  After  the 
Battle  of  Yorktown,  a regiment  of  their  soldiers  was 
quartered  in  Kingsville,  Prince  Edward  County,  dur- 
ing the  winter  of  I 78 1 ,3,4  The  ledger  kept  there  by  Dr. 

Presented  as  the  18th  Annual  Walter  Reed  Lecture  to  the 
Historical  Section  of  the  Richmond  Academy  of  Medicine, 
Richmond,  Virginia,  February  22,  1977. 


Mettauer  indicates  that  among  his  patients  were  such 
prominent  citizens  as  Patrick  Henry,  Robert  Lawson, 
John  Randolph,  Judith  Randolph,  Peter  Francisco 
and  Nathaniel  Venable.5  These  and  others  prevailed 
upon  the  young  surgeon  to  remain  in  the  new  country 
and  settle  permanently  in  Prince  Edward  County.  Dr. 
Francis  Joseph  Mettauer  is  listed  as  the  first  physi- 
cian of  Prince  Edward  County  and  bought  property 
near  the  Glebe.6,4  Soon  afterwards,  Dr.  Mettauer 
married  Jemimah  Gaulding,  and  in  1787  they  had  a 
son,  John  Peter.1 

Little  is  known  about  John  Peter  Mettauer  during 
his  youth  except  that  he  was  a diligent  student.  He 
was  brought  up  in  an  atmosphere  of  culture  and 
refinement,  in  a section  of  the  state  noted  for  its 
aristocratic  families. 

Apparently  the  youth  decided  early  in  his  life  to 
follow  his  father’s  profession,  and  in  1805,  at  the  age 
of  18  years,  he  enrolled  in  Hampden-Sydney  College 
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near  his  home.1  While  there,  Mettauer  was  one  of  the 
earliest  members  of  the  Philanthropic  Society,  a liter- 
ary society  which  is  still  active  today. 7'8'9-10  Before 
graduating  from  Hampden-Sydney  he  was  offered  an 
appointment  in  medicine  at  the  University  of  Penn- 
sylvania. There  he  received  his  medical  degree  in 
1809,  and  he  appears  to  have  remained  in  Phila- 
delphia an  extra  year  for  postgraduate  study.11  His 
medical  education  at  the  University  of  Pennsylvania 
was  the  most  favorable  obtainable  in  America  at  that 
time.  His  thesis  was  entitled  “Disease.”  In  recogni- 
tion of  his  outstanding  services,  Hampden-Sydney 
conferred  upon  him  an  honorary  AM  degree  in 
1 839. 121 

At  Pennsylvania,  the  young  Mettauer  was  partic- 
ularly fortunate  in  coming  under  the  tutalage  of  such 
outstanding  physicians  as  William  Shippen,  Casper 
Wistar,  Philip  Syng  Physick  and  Benjamin  Rush,  and 
profited  much  from  these  associations.  His  ability 
was  recognized  early,  and  he  recorded  the  following: 
“On  a certain  day  as  I chanced  to  be  on  Market 
Street,  Dr.  Wistar,  who  happened  to  be  on  the  oppo- 
site side,  crossed  over,  seemingly  to  meet  me;  after 
grasping  my  hands  with  his  own,  he  thus  accosted 
me:  'Dr.  Mettauer,  my  young  friend,  I am  happy  to 
meet  you  and  congratulate  you  on  your  examination, 
which,  I take  pleasure  in  informing  you,  was  entirely 
satisfactory  to  the  professors  and  agreeable  to  the 


.JU3T  TO  THE  WESl  WAS  THE  MEDICAL  r®“ 
SCHOOL  OF  JOHN  PETER  MPTAUcR,  WHICH  JC,. 
BECAME  A BRANCH  Of  hAHDOLFH-MAUDN  f- 
COLLEUE  IN  \U1.  V WAS  DISCONTINUED.^'; 
PROBABLY  IN  18n1.  Uh.  METTAUER,  ONE 
OF  THE  LEADING  SURGEONS  OF  THE  DAY  (t  T; 
PRACTICED  UNTIL  HIS  DEATH  IN  1875. 
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Fig.  1.  Historical  road  marker  on  Route  15  near  Boydton, 
Virginia,  indicating  the  site  of  the  medical  school  originally 
founded  by  Dr.  Mettauer. 


University.  You  have  the  means  in  your  hands  for 
success  in  your  profession.  Continue  your  studious 
habits  and  nothing  but  bad  health  or  early  death  can 
disappoint  you.’”13 

Classroom  notes  taken  by  John  Peter  Mettauer  on 
lectures  given  by  Dr.  Benjamin  Rush  are  the  only 
known  ones  from  that  great  teacher.14  The  influence 
of  Dr.  Rush  had  a lasting  effect  on  a mind  as  recep- 
tive and  able  as  Mettauer's,  and  he  carried  from  his 
teaching  the  inspiration  and  devotion  to  science  and 
the  search  for  truth  which  illuminated  his  days  of 
arduous  medical  practice  in  Virginia. 

Dr.  Mettauer  returned  home  from  the  University 
of  Pennsylvania  to  practice  with  his  father,  who  died 
three  years  later,  and  he  left  Prince  Edward  County 
only  twice  during  his  long  career.  Once  was  during 
the  War  of  1812  when  he  went  to  Norfolk  as  a sur- 
geon in  the  United  States  Army.12  The  second  time 
was  some  20  years  later  when  in  1835  he  was  ap- 
pointed to  the  chair  of  surgery  at  the  Washington 
Medical  College  of  Baltimore,  later  known  as  the 
Medical  Department  of  the  University  of  Mary- 
land.15 He  taught  in  Baltimore  for  two  years  only  and 
in  1 837  returned  to  his  beloved  Virginia  to  resume  his 
former  practice.  He  was  content  to  spend  practically 
his  whole  life  in  the  country  community  where  he  was 
born.  As  a young  man  he  had  bought  a large  tract  of 
land  between  Kingsville  and  Worsham.4  The  place 
was  relatively  self-sustaining. 

It  was  said  that  he  was  very  active,  strong,  and 
never  had  a sick  day.16  He  would  have  scorned  a 
reputation  which  rested  solely  on  his  surgical  and 
medical  writings,  yet  these  were  voluminous,  for  he 
contributed  to  a majority  of  the  medical  journals 
published  in  the  United  States  during  his  day.17  The 
essays  included  scholarly  dissertations  on  surgery  and 
medical  problems,  with  special  reference  to  fevers.  He 
conclusively  recognized  typhoid  fever  as  a separate 
disease.18  He  was  far  ahead  of  his  time  in  his  views 
and  practice,  wherein  he  advocated  new  methods  of 
diagnosis  and  new  methods  of  treatment. 

IN  THE  LATE  18th  century  and  mid-19th  century 
five  medical  schools  emerged  in  Virginia;  one  was 
founded  by  Dr.  Mettauer.  In  1779  a school  of  medi- 
cine was  established  at  William  and  Mary  by  Thomas 
Jefferson.  This  was  active  for  three  or  four  years.19  In 
1824  Thomas  Jefferson  established  a chair  of  Anat- 
omy and  Medicine  at  the  University  of  Virginia.  The 
College  of  the  Valley  of  Virginia  at  Winchester,  was 
granted  a charter  by  the  Commonwealth  of  Virginia 
in  1826;  this  later  became  the  Winchester  Medical 
College.20  In  1837,  Hampden-Sydney  College  created 
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a medical  department  located  in  Richmond  which 
ultimately  became  the  Medical  College  of  Virginia.21 

Mettauer  established  the  Prince  Edward  Medical 
Institute  at  Worsham,  Virginia,  in  1837.  Dr.  Met- 
tauer’s  increasing  fame  as  a teacher  was  no  less  than 
that  of  a surgeon.  Many  promising  young  men  who 
desired  to  study  medicine  came  to  him  as  private 
pupils.  Most  of  these  were  Virginians.  Adjacent  to  his 
home  was  his  office,  and  next  to  that  the  medical 
school,  a part-brick,  part-frame  building  with  a cu- 
pola on  top.22  On  the  first  floor  was  his  operating 
room,  on  the  second  floor  laboratories  for  students. 
In  1847  the  school  affiliated  with  Randolph  Macon 
College,  then  at  Boydton,  Virginia,  becoming  its 
Medical  Department,  with  Dr.  Mettauer  as  the  pro- 
fessor assisted  by  his  sons,  Francis  Joseph  and  Henry 
Archer.23  24  The  standards  were  high  from  the  begin- 
ning, and  the  courses  given  were  accepted  for  full 
credit  in  the  best  schools  of  our  country.9  His  faith  in 
the  future  of  quality  medicine  encouraged  him  to 
train  young  men.  To  quote  the  concluding  paragraph 
from  his  I 849  introductory  lecture  to  the  new  class  of 
students  at  Randolph  Macon  Medical  School:  “Our 
profession,  young  gentlemen,  is  the  link  that  unites 
Science  and  Philanthropy.  It  is  one  of  the  strongest 
ligaments  that  binds  together  the  discordant  elements 
of  society.  It  teaches  the  rich  their  dependence  and 
elevates  the  poor  to  a sense  of  innate  dignity  of  their 
nature.  Its  aim  is  to  add  to  the  comfort  and  duration 
of  human  life.”25  The  medical  department  had  30  to 
35  students  enrolled  yearly  for  a ten-month  course, 
with  each  of  the  students  required  to  write  a thesis, 
which  Dr.  Mettauer  termed  “memoirs.”  He  instilled 
his  own  dignity  and  culture  into  the  lives  of  each  of 
his  students.  We  do  not  know  the  exact  date  of  the 
closing  of  the  school,  but  it  was  at  the  beginning  of  or 
during  the  early  days  of  the  War  Between  the  States.3 
In  1876  the  medical  school  building  was  sold  to  a 
local  merchant  named  Hart,  who  remodeled  the  cu- 
pola for  his  daughter's  playhouse.26 

Dr.  Mettauer  showed  an  interest  in  education  in 
general,  for  in  1 838  he  was  one  of  the  trustees  for  the 
Young  Ladies'  Seminary  of  Prince  Edward  County. 

METTAUER  was  an  avid  reader,  not  only 
while  he  was  a medical  student  but  through- 
out his  life.  A majority  of  physicians  of  that  day  made 
their  calls  on  horseback,  but  Mettauer  went  in  his 
carriage  and  was  driven  around  Prince  Edward 
County  by  his  coachman,  thus  enabling  him  to  read 
and  write  between  calls.  He  owned  a large  library. 
Once  after  some  years  of  practice  he  wrote  to  a 
friend,  “Though  doomed  to  labor  in  the  country  as  a 
practitioner,  I resolve  to  continue  my  studious  habits 


Fig.  2.  This  cupola  housed  the  bell  of  the  Randolph  Macon 
Medical  School  building.  It  is  now  in  the  Science  Museum 
of  Virginia,  Richmond. 


and  if  possible  not  fall  behind  in  the  daily  improve- 
ments of  the  profession.”13  Thus  he  may  be  said  to 
have  been  a pioneer  in  continuing  medical  education. 

At  first  his  practice  was  general,  with  a few  surgical 
cases.  Soon  his  reputation  in  diversified  surgical  tech- 
niques brought  him  cases  from  a distance,  finally 
making  it  necessary  to  establish  and  conduct  a clinic. 
Mettauer’s  operations  were  characterized  by  his  ex- 
cellent training  at  the  University  of  Pennsylvania,  by 
his  inventiveness,  his  own  daring  skills,  and  by  his 
initiative  and  originality.  He  reflected  the  influence  of 
Dr.  Physick,  particularly  in  his  ophthalmic  surgery 
and  in  his  lateral  method  of  lithotomy.  Prior  to  1830 
the  reports  on  surgery  performed  in  Virginia  were 
scarce.  After  1830  Dr.  Mettauer,  through  his  writ- 
ings, put  surgery  in  Virginia  on  a high  plane.  He  was 
an  eminent  master  surgeon  doing  an  enormous  quan- 
tity of  operative  work.  He  pioneered  in  our  country 
in  surgical  cleanliness,  in  practical  anesthesia  with 
opium  and  spirits,  in  inventiveness  and  scientific  re- 
search. He  experimented  with  the  use  of  metallic 
sutures.11  He  was  noteworthy  for  his  meticulous  at- 
tention to  a patient’s  preoperative,  operative,  and 
postoperative  care.  He  practiced  surgery,  he  taught 
surgery  and  he  wrote  about  surgery.10'27  In  1837  he 
was  the  first  surgeon  in  America  to  report  a successful 
operation  on  cleft  palate.  He  had  first  performed  this 
operation  in  1827  using  an  instrument  he  had  de- 
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In  the  Museum  of  Dr.  Mettauer’s  alma  mater.  Hampden- 
Sydney  College,  Prince  Edward  County,  Virginia,  hangs 
this  oil  portrait  of  the  doctor  as  a young  man.  The  author 
tells  the  story  of  its  acquisition. 

signed  himself.28-29'30  In  1829  he  performed  his  first 
ligation  of  the  carotid.31,17  He  was  one  of  the  first  to 
undertake  such  operations  as  the  amputation  of  the 
shoulder  and  resection  of  the  superior  maxilla.32,33 

He  was  apparently  the  first  surgeon  to  operate 
successfully  for  vesico-vaginal  fistula  in  1832.  This 
procedure  he  described  in  the  American  Journal  of 
Medical  Sciences  and  stated,  “I  am  decidedly  of  the 
opinion  that  every  case  of  Vesico-Vaginal  Fistula  can 
be  cured  and  my  success  justifies  this  statement.”34,35 
His  success  in  this  operation  was  apparently  due  to 
the  use  of  the  indwelling  catheter  and  the  use  of 
metallic  sutures.24,35  In  1852  Dr.  Marion  Sims  showed 
how  this  country  surgeon  had  influenced  him  when 
he  made  his  classic  report  “On  the  Treatment  of 
Vesico-Vaginal  Fistula,”  giving  credit  to  Dr.  Met- 
tauer's  pioneer  work  in  using  metal  sutures  some  19 
years  previously.36,37  Surgery  more  and  more  com- 
manded most  of  his  time.  In  1 849  Dr.  Mettauer  wrote 
“A  Memoir  on  Stricture  of  the  Urethra,”  dedicating 
it  to  Dr.  T.  D.  Mutter,  a surgeon  of  note  in  Phila- 
delphia.38 There  is  ample  authority  for  the  statement 
that  for  40  years  Dr.  Mettauer  always  had  from  45  to 
60  surgical  patients  under  his  care.28  Not  only  was  his 
private  hospital  constantly  filled  but  many  of  the 


hotels  in  Kingsville  and  Worsham  as  well  as  many 
private  residences  housed  patients  awaiting  their  turn 
for  an  operation  or  recovering  from  one.  The  Ameri- 
can Medical  Biographies  notes,  “Of  the  many  able 
men  that  the  Old  Dominion  has  given  the  medical 
profession,  Dr.  Mettauer  was  unquestionably  the 
most  remarkable.”  He  performed  every  operation 
known  in  his  day.28 

In  1845,  at  the  peak  of  his  career.  Dr.  Mutter 
expressed  the  opinion  that  Dr.  Mettauer  was  ‘ facile 
princeps  of  the  medical  and  surgical  world.”28  In  1954 
Dr.  Mettauer  was  recognized  by  the  dedication  of  the 
Mettauer  Wing  to  the  Southside  Community  Hospi- 
tal in  Farmville,  Virginia.39  At  the  ceremonies,  Sam- 
uel D.  Rodgers  of  Prince  Edward  County  recalled 
how,  when  he  was  a Hampden-Sydney  student,  he 
acquired  for  the  college’s  Philanthropic  Society  the 
oil  protrait  of  Dr.  Mettauer  still  in  its  possession. 
During  a visit  to  Dr.  Mettauer's  widow  at  her  home, 
he  related,  she  mentioned  that  she  had  two  oil  por- 
traits of  her  husband  and  offered  to  give  one  to 
Hampden-Sydney — an  offer  accepted  at  once  by  Mr. 
Rodgers.  Later,  the  portrait  retained  by  the  widow 
was  destroyed  when  her  home  burned,  and  the  por- 
trait at  Hampden-Sydney  is  now  the  only  one  in 
existence.40 


OPHTHALMOLOGY  in  Virginia  emerged  as  a 
separate  specialty  early  in  the  19th  century, 
largely  through  the  efforts  and  initiative  of  this  coun- 
try physician.  His  achievements,  oddly  enough,  have 
merited  only  meager  accounts  and  have  been  in- 
cluded in  only  a few  of  the  medical  reference  mate- 
rials. Although  he  would  not  have  so  characterized 
himself,  he  may  be  considered  Virginia’s  first  oph- 
thalmologist. 

At  the  age  of  27  he  began  to  employ  the  couching 
method  for  his  cataract  surgery,  with  certain  modifi- 
cations and  with  excellent  results.  He  used  this 
method  regularly  thereafter,  with  an  unfaltering  facil- 
ity. An  article  written  by  Dr.  Mettauer  entitled, 
“Contributions  to  Ophthalmic  Surgery,”  was  pub- 
lished in  the  Richmond- Louisville  Medical  Journal, 
June,  1874.  His  opening  paragraph  states: 

The  writer  having  enjoyed  opportunities  of  treating 
cataract  upon  quite  an  extensive  scale,  presumes  to 
off  er  this  summary  of  his  experience  to  his  profes- 
sional brethern,  chiefly  because  the  methods 
adopted  by  him  differ  from  those  now  generally 
employed;  and  his  experience  dates  back  for  more 
than  forty  years.41 

Mettauer  mentioned  that  he  employed  the  extrac- 
tion method  for  cataracts  only  twice  in  more  than  800 
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operations.  The  results  of  this  method  convinced  him 
that  extraction  was  not  safe  in  a country  practice,  and 
he  determined  to  operate  in  the  future  by  the  couch- 
ing or  depressing  method.  Couching  is  a method  of 
depressing  the  opaque  lens  of  the  eye  into  the  poste- 
rior vitreous.  It  was  used  as  early  as  1000  B.C.  by 
Susruta,  the  Father  of  Hindu  cataract  surgery.42 
There  have  been  many  variations  of  this  operation.  In 
reviewing  Dr.  Mettauer’s  operative  procedure  and  at 
the  same  time  referring  to  Dr.  Henry  H.  Smith’s  book 
on  operative  surgery  published  in  1855,  it  would  ap- 
pear that  Mettauer  did  what  we  would  term  today  a 
needling  procedure  of  the  lens,  and  then  depressed  or 
dislocated  the  opaque  lens  into  the  inferior-posterior 
vitreous.27  He  would  not  operate  when  one  eye  only 
was  affected  as  he  knew  it  would  be  difficult  for  the 
patient  to  adapt  to  glasses. 

To  quote  from  Dr.  Mettauer’s  article  on  cataract 
surgery: 

The  needle  employed  by  the  writer  in  the  early 
periods  of  his  ophthalmic  surgery  was  such  as  Dr. 
Physick  advised,  and  he  continued  to  use  it  for  a 
number  of  years  with  very  good  success.  This  in- 
strument he  always  considered  to  be  needlessly 
large  and  long,  in  many  instances  the  puncture 
formed  by  it  bled  so  freely  as  to  embarrass  the 
operation,  the  blood  escaping  into  the  cavity  of  the 
eye,  now  and  then.  Besides,  the  wound  being  too 
large,  the  aqueous  humor  frequently  escaped  before 
the  depression  was  perfected;  it  also  seemed  to 
cause  undue  inflammation.41 

Dr.  Mettauer  designed  a needle  of  very  small,  deli- 
cate size  and  spear-pointed,  with  a short  and  conical 
shank,  the  shank  being  so  formed  as  to  fill  the  wound 
when  carried  to  the  proper  depth,  which  prevented 
the  escape  of  aqueous  humor.41 

To  continue  in  his  words  with  his  cataract  oper- 
ative technique: 

Every  preliminary  having  been  arranged,  the  sur- 
geon may  commence  the  operation  by  entering  the 
selected  needle  one  or  two  lines  from  the  corneo- 
sclerotic  junction  behind  the  iris,  next  to  the  ex- 
ternal canthus,  and  at  a point  a line  or  two  below 
the  horizontal  semi-diameter  of  the  globe  flatwise, 
The  point,  after  entering  the  cavity  of  the  eye, 
should  be  carried  horizontally  through  it,  in  a line 
midway  between  the  anterior  surface  of  the  opacity 
and  the  iris,  but  inclining  slightly  backward,  until  it 
appears  in  the  centre  of  the  pupil.  It  must  now  be 
directed  to  the  centre  of  the  opacity,  plunged  into  its 
capsule,  and  so  manipulated  as  to  lacerate  that 
structure  extensively.  The  needle  should  now  be 
carried  a Jew  lines  farther  into  the  eye,  turned 
flatwise,  then  placed  upon  the  superior  border  of  the 


cataract,  and  by  a depressing  movement  downwards 
and  backwards,  that  body  must  be  displaced  into 
the  bottom  of  the  eye,  and  beneath  the  vitreous 
humor  if  practicable.41 

We  assume  that  Dr.  Mettauer’s  lines  were  equiva- 
lent to  millimeters.  Dr.  Mettauer  always  waited  a few 
seconds  after  surgery  to  see  if  the  lens  would  again 
reappear  in  the  pupil,  and  if  so,  he  redepressed  it  and 
continued  the  procedure  until  it  was  firmly  fixed  in 
the  posterior  vitreous.  After  a few  seconds,  if  the 
opacity  did  not  reappear,  the  needle  knife  was  with- 
drawn. Postoperative  dressings  were  used  and  the 
patient  was  kept  in  the  upright  position,  standing  or 
sitting  for  a day  and  night,  often  for  three  days.  The 
recumbent  position  would  endanger  the  reappear- 
ance of  the  cataract.  If  pain  and  inflammation  ap- 
peared, an  anodyne  was  given.  Atropine  was  used  to 
keep  the  pupil  dilated  and  prevent  iris  adhesions.  The 
outer  dressings  and  physical  after-care  were  scrupu- 
lously administered  under  Dr.  Mettauer’s  direction. 
He  stated  that  out  of  more  than  800  cases  only  five 
unfortunate  terminations  followed.41 

For  three  generations  the  Mettauer  men  were  med- 
ically inclined,  beginning  with  Francis  Joseph  Met- 


Fig.  4.  Technique  of  couching  operation  for  senile  cataract 
from  Dr.  H.  H.  Smith’s  book,  System  Operative  Surgery, 
published  in  1854  and  used  as  a reference  by  Dr.  Mettauer. 
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tauer,  the  surgeon  for  the  French  Army;  then  his  two 
sons,  Francis  Joseph,  Jr.,  and  John  Peter;  and  then 
John  Peter’s  three  sons,  Francis  Joseph,  Flenry 
Archer  and  Edward  Mumford.15  In  Prince  Edward 
County  the  Mettauer  name  is  a legend9;  the  fame  of 
the  Mettauer  name,  primarily  through  John  Peter, 
was  not  confined  to  Prince  Edward  County  alone,  for 
through  his  unselfish,  dedicated,  corrective  service  to 
mankind,  it  became  known  nationally,  even  inter- 
nationally. Since  none  of  his  sons  married,  the  family 
name  of  Mettauer  in  Virginia  has  ceased  to  be.15 

Dr.  George  Ben  Johnston  in  his  presidential  ad- 
dress to  the  American  Surgical  Association  in  1905 
spoke  about  Dr.  Mettauer’s  3000-page  unpublished 
manuscript,  hand-written  on  the  old  blue  legal  cap 
paper  of  Mettauer’s  day.  This  unfortunately  seems  to 
have  been  lost.13  The  University  of  Pennsylvania  has 
a 216-page  manuscript  on  blue  legal  cap  paper  with 
23  subjects  discussed. 

DR.  METTAUER  not  only  manifested  his  dex- 
terity as  a surgeon  but  also  as  an  inventor; 
under  his  direction  many  instruments  of  his  own 
design  were  made  in  the  blacksmith’s  shop  of  Peter 
Porter  in  Farmville.13 

He  was  tall,  erect,  with  flashing  black  eyes.  He  was 
married  four  times  and  had  12  children,  six  of  whom 
lived,  three  sons  and  three  daughters.  A friend  of 
Mettauer’s  who  had  known  him  for  30  years  was 
asked  if  the  doctor  lived  happily  with  each  of  his 
wives.  He  promptly  replied,  “Oh  yes,  he  must  have, 
they  all  died  a natural  death.’’15 

During  the  last  week  of  his  life,  his  88th  year,  he 
did  three  successful  operations;  one  was  for  cataract, 
one  for  bladder  stone  and  one  was  an  amputation  of 
the  breast.15 

Dr.  Mettauer  was  characterized  as  being  somewhat 
eccentric.  It  was  his  invariable  custom  to  wear  on  all 
occasions  a high  silk  beaver  hat,  even  at  meals43  and 
left  directions  that  he  should  be  buried  with  his  hat 
on.  We  assume  he  was  sensitive  about  his  baldness. 


Fig.  3.  Drawing  of  an  eye  speculum  designed  by  John  Peter 
Mettauer. 


He  also  wore  kid  gloves  while  lecturing,  perhaps  to 
keep  his  hands  in  condition  for  delicate  surgery. 

His  long,  laborious  career  of  service  came  to  an 
end  on  November  22,  1875.  According  to  Dr.  George 
Ben  Johnston,  he  was  called  out  to  attend  a case  of 
opium  poisoning  a short  distance  from  his  house;  he 
tramped  through  the  snow,  forgetting  himself,  with 
his  interest  entirely  on  his  patient,  and  contracted  a 
cold  which  rapidly  developed  into  pneumonia.  Two 
days  later  he  was  dead.313 

A coffin  eight  feet  long  was  necessary  to  contain  his 
body  with  his  favorite  article  of  dress,  his  stove  pipe 
hat,  along  with  a considerable  number  of  his  in- 
struments and  a parcel  of  letters  from  his  first  wife.13 

Legend  has  it  that  the  funeral  cortege,  with  the 
coffin  protruding  from  the  rear  of  the  horse-drawn 
hearse,  proceeded  from  his  home  towards  Kingsville, 
where  he  was  buried  in  the  wooded  family  cemetery. 
A long  sermon  was  preached  on  the  text  from  the 
eighth  chapter  of  Jeremiah,  “Is  there  no  balm  in 
Gilead;  is  there  no  physician  there?’’26 

In  1927  The  Medical  Society  of  Virginia  erected  a 
stone  to  the  memory  of  Dr.  Mettauer  and  placed  it  at 
the  head  of  his  grave.  His  remains  had  been  moved 
previously  to  the  Hampden-Sydney  Cemetery.  The 
remains  of  his  father,  Francis  Joseph,  and  one  of  his 
sons,  Henry  Archer,  flank  him  there.1 

It  is  time  that  medical  history  and  physicians  rec- 
ognize Dr.  John  Peter  Mettauer  as  he  so  rightly  de- 
serves. He  holds  the  honor  of  two  firsts  in  this  coun- 
try, the  plastic  surgical  correction  of  cleft  palate  and 
the  cure  of  vesico-vaginal  fistula.  He  loved  his  fellow 
man  and  did  all  in  his  power  to  give  him  relief.  He 
was  a scholar,  surgeon,  inventor,  writer  and  educa- 
tor. Untiring,  bold,  even  daring,  skilled,  resourceful, 
zealous,  a genius  of  his  time,  he  gave  Virginia  and 
America  a dynamic  chapter  in  advancing  medicine. 
Tribute  should  be  paid  to  this  great  physician,  master 
surgeon,  ophthalmologist  and  notable  Virginian  of 
the  19th  century. 
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State  of  the  Art 
One  Hundred  Years  Ago 


These  paragraphs  were  published  in  the  April,  1877, 
issue  of  the  Virginia  Medical  Monthly  in  a report 
of  proceedings  of  the  Richmond  Academy  of  Medicine. 

Unsuspected  Glycosuria.  Dr.  J.  B.  McCaw,  in  ex- 
amining the  urine  of  a gentleman  who  was  applying 
for  life  insurance,  and  whom  the  doctor  had  often 
before  examined  and  thought  healthy,  was  surprised 
to  find  a specific  gravity  of  1 057  with  great  glycosuria. 
The  patient  had  lost  no  flesh  and  was  apparently  in 
good  health  at  the  time.  Under  dietetic  treatment,  the 
register  fell  to  1037,  and  the  glycosuria  was  greatly 
diminished. 

Green  Urine.  Dr.  J.  S.  Wellford  exhibited  a speci- 
men which  he  was  satisfied  was  not  due  to  any  drug 
but  to  some  pathological  change  causing  great  waste 
of  tissue. 

Dr.  W.  W.  Parker  had  a patient  who  once  passed 
green  urine,  but  it  also  contained  blood. 

One  of  Dr.  J.  N.  Upshur's  patients  once  took  an 
overdose  of  iodide  potassium,  and  a few  hours  later 
passed  green  urine  freely. 

Large  Dose  of  Morphia.  Dr.  M.  L.  James  reported 
the  case  of  a woman  at  the  Alms  House  who,  because 
of  the  acquired  opium  habit,  now  requires  26  grains 
of  sulphate  of  morphia  hypodermically  to  induce 
sleep.  She  began  the  use  of  morphia  four  years  ago. 

Tinctura  Ferri  Chloridi  for  Erysipelas.  Dr.  E.  T. 

Robinson  called  attention  to  the  article  of  Mr.  Bell, 
recently  republished  in  Braithwaite's  Retrospect. 
With  the  tincture  made  by  the  old  formula  of  the 
British  Pharmacopoeia  (prior  to  1860),  Mr.  Bell  had 
been  very  successful  in  the  treatment  of  erysipelas, 
whereas  failures  were  frequent  when  resort  was  had 
to  the  preparation  made  by  the  formula  of  the  present 
Pharmacopoeia. 

Dr.  R.  T.  Coleman  thinks  that  tincture  of  iron,  as 
we  find  it  now  in  the  drug  stores,  is  of  undoubted 
value  for  cutaneous  erysipelas.  But  in  phlegmonous 
erysipelas,  his  best  results  have  come  from  the  use  of 
blisters  and  free  incisions  into  the  cellular  tissue,  if 
the  blisters  have  not  been  used  in  time  to  save  the 
cellular  tissue. 

Dr.  W.  W.  Parker  during  the  past  20  years  has 
treated  about  125  cases  of  erysipelas  with  excellent 
success  by  the  use  of  the  tincture  of  muriate  of  iron  of 


the  shops.  In  only  five  or  six  cases  in  which  this  agent 
did  not  appear  to  do  good,  carbonate  of  iron  effected 
cures. 

Dr.  George  Ross  said  he  was  now  treating  a case  of 
phlegmonous  erysipelas  in  which  tincture  of  iron  did 
no  good  whatever. 

Cure  of  Opium  Habit.  Dr.  Parker  has  now  under 
his  care  a woman  who  used  to  take  a drachm  or  more 
of  morphia  per  week;  but  now  she  does  not  take  a 
drachm  in  a month.  He  believes  the  opium  habit  can 
be  cured  in  two  or  three  weeks.  For  the  case  under 
treatment,  he  commenced  by  giving  20  grains  of 
chloral-hydrate  every  four  hours,  and  a constantly 
diminishing  dose  of  morphia — the  doses  of  chloral 
being  also  lessened,  and  the  intervals  lengthened. 

Salicylic  Acid  and  Salicin  in  Acute  Rheumatism.  Dr. 

J.  S.  Wellford’s  usual  prescription  is  a solution  of  16 
grains  salicylic  acid  in  one  fluid  ounce  of  solution  of 
acetate  of  ammonia.  Dose,  one  half  once  every  three 
hours. 

Metastasis  of  Mumps  to  Testicles  in  a child  one 
year  old.  Dr.  O.  Fairfax  reported  the  case.  During  the 
50  years  in  which  he  had  been  in  practice,  he  had 
never  before  seen  a case  of  metastasis  to  the  testicles 
in  a child  so  young. 

Puerperal  Convulsion.  Dr.  J.  S.  Wellford  mentioned 
a case.  The  child  born  during  one  of  the  convulsions 
itself  had  convulsions  when  a year  old  without  appar- 
ent cause.  Are  children  born  during  convulsions  in 
the  mother  more  apt  than  other  children  to  have 
convulsions? 

Dr.  R.  T.  Coleman  said  he  does  not  lose  more  than 
one  mother  in  16  or  18  cases  of  convulsions,  since  he 
has  resorted  to  bleeding  as  the  remedy.  Under  the 
opium  treatment  the  mortality  was  about  50%. 

Dr.  L.  S.  Joynes  referred  to  the  success  reported  in 
the  journals  crediting  the  use  of  veratrum  viride. 

Blepharospasm.  Dr.  Edwards  reported  a case  of 
this  trouble  of  the  eyelids  which  resisted  treatment  by 
any  of  the  bromides,  arsenic,  calabar  bean,  amyl- 
nitrite,  blisters  over  temples,  or  electricity.  Patient, 
girl  1 I years  old.  Cause  unknown,  unless  nervous 
temperament.  No  intestinal  irritation  or  brain 
trouble  or  other  affection  of  eye.  The  blepharo-spasm 
has  lasted  a year.  Information  wanted.  M 
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Reye’s  Syndrome:  a Review  of  Six  Cases 

Gregory  L.  Holmes,  MD,  Charlottesville,  Virginia 


The  clinical  presentation,  laboratory  findings,  mode  of  treatment  and  out- 
come of  Reye’s  syndrome  in  six  children  are  described,  and  the  literature  is 
reviewed. 


Since  its  description  in  1963  by  Reye,  the 
syndrome  of  a diffuse,  severe  encephalopathy  as- 
sociated with  fatty  degeneration  of  viscera,  has  be- 
come increasingly  recognized  as  a distinct  clinical  and 
pathological  entity  in  children.1  The  purpose  of  this 
paper  is  to  review  the  last  six  cases  at  the  University 
of  Virginia  Hospital  and  briefly  describe  the  clinical 
presentation,  laboratory  findings,  mode  of  treatment 
and  outcome  of  this  frequently  devastating  illness. 

Clinically  the  disease  presents  with  an  acute  onset, 
one  day  to  a week  after  a viral  illness,  such  as  vari- 
cella or  an  upper  respiratory  tract  infection.  The  dis- 
ease is  then  characterized  by  persistent  vomiting  and 
a progressive  encephalopathy  leading  to  irritability, 
lethargy  and  eventual  coma,  without  evidence  of  any 
focal  neurological  symptoms.  Fever,  papilledema  and 
convulsions  can  be  part  of  the  presenting  symptoms 
but  are  not  absolute  (Table  1 ).  Three  of  the  six  chil- 
dren seen  at  the  University  of  Virginia  presented  with 
varicella,  three  with  another  type  of  viral  type  illness. 
The  range  of  ages  was  from  2 years  to  14  years.  All 
were  agitated  and  presented  with  vomiting. 

There  is  almost  always  evidence  of  hepatic  dys- 
function, as  manifested  by  elevations  of  blood  am- 
monia,2 serum  glutamic  oxaloacetic  transaminase 
and  elevated  prothrombin  time.  Secondary  to  this 
hepatic  dysfunction,  up  to  50%  of  the  patients  may 
have  hypoglycemia  and  elevated  salicylate  levels  and 
often,  because  of  the  vomiting,  may  be  dehydrated. 

From  the  Department  of  Neurology,  University  of  Vir- 
ginia School  of  Medicine,  Charlottesville  VA  22901. 
Submitted  12-16-76. 


All  of  the  children  at  the  University  of  Virginia  had 
elevated  SGOT  and  ammonia,  with  the  range  of  am- 
monia on  admission  varying  from  140  to  365 
mcg/100  dl.  Three  of  our  children  had  elevated  sa- 
licylate levels,  but  because  most  of  the  children  were 
referred  from  other  institutions  with  intravenous 
lines  in  place,  none  presenting  to  our  hospital  had 
hypoglycemia.  Lumbar  puncture,  although  helpful  in 
ruling  out  meningitis,  can  be  dangerous,  and  is  of  no 
help  in  making  the  diagnosis.  There  is  usually  few  or 
no  cells,  a normal  protein  and  depression  of  glucose 
in  those  patients  with  prolonged  hypoglycemia.  As 
can  be  seen  in  Table  1,  this  was  again  confirmed  in 
our  patients. 

In  the  literature,  characteristic  pathological  find- 
ings in  the  children  who  come  to  autopsy  include 
small  droplet  fat  infiltration  of  the  liver  and  abnor- 
malities in  hepatocyte  mitochondria3  4 as  well  as  kid- 
neys, heart,  lungs,  pancreas  and  brain.  The  brains  in 
these  children  revealed  an  increase  in  weight  with 
flattened  gyri,  decreased  ventricular  size  and  frequent 
cerebellar  coning,  consistent  with  brain  edema.  Elec- 
tronmicroscopy  of  the  brain  revealed  bleb  formation 
and  edematous  ballooning  of  myelin  without  any 
evidence  of  inflammatory  disease.5 

There  have  been  numerous  therapeutic  modalities, 
each  with  their  advocates  and  critics.  Peritoneal 
dialysis,6  exchanged  transfusion78  and  intracranial 
pressure  monitoring9  have  received  the  majority  of 
attention.  Lovejoy  et  al  staged  the  coma  of  Reye’s 
syndrome  into  stages  1 to  5 and  correlated  the  degree 
of  hyperammonemia,  rate  of  progression  to  the  first 
three  clinical  stages,  onset  of  seizure  activity  in  stage 
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Table  1.  Clinical  Review  of  Six  Children  Treated  for  Reve’s  Syndrome  at  the  University  of  Virginia  Hospital. 


Age 

4 1/2 

2 

5 4/12 

14 

8 

7 

Sex 

M 

M 

F 

F 

F 

F 

Preceding  Illness 

Flu  sx’s 

Varicella 

Varicella 

Varicella 

Flu  sx’s 

Flu  sx's 

V omiting 

+ 

+ 

+ 

+ 

+ 

+ 

Irritability 

+ 

+ 

+ 

+ 

+ 

+ 

Agitation 

+ 

+ 

+ 

+ 

+ 

+ 

Coma  Stage 

1-2 

2-3 

4 

2-3 

4 

2-3 

Hepatomegaly 

sl 

no 

sl 

sl 

sl 

no 

Lab* 

SGOT  (60  IU) 

168 

220 

535 

1 100 

309 

131 

SGPT  (45  IU) 

180 

884 

900 

130 

NH3  (48  mcg/dl) 

163 

175 

365 

142 

220 

150 

Glucose 

160 

148 

70 

100 

265 

100 

Salicylate 

1 

1 

1 

CSF: 

Cells 

4 rbc’s 

60  rbc's 

0 rbc’s 

0 rbc’s 

0 rbc’s 

0 rbc's 

0 wbc’s 

2 wbc’s 

2 wbc’s 

0 wbc’s 

5 wbc’s 

0 wbc’s 

Glucose 

117 

67 

56 

50 

162 

83 

Protein 

16 

20 

14 

10 

22 

14 

EEG  Stage** 

None 

2 

4 

3 

4 

2 

Treatment 

Decadron 

X 

X 

X 

Mannitol 

X 

X 

X 

Glycerol 

X 

X 

X 

Exchange  (#) 

XI 

X2 

X7 

X4 

Neomycin 

X 

X 

X 

X 

Vitamin  K 

X 

X 

X 

Outcome 

doing  well 

doing  well 

death 

doing  well 

death 

doing  well 

* Upper  limits  in  parentheses. 

**  Type  1,  rhythmic  slowing  with  dominant  theta  waves,  rare  delta;  Type  2,  dysrhythmic  slowing  with  dominant  delta  and  some  theta; 
Type  3,  disorganized,  monorhythmic  or  polyrhythmic  delta  with  burst  suppression  or  brief  isoelectric  intervals;  Type  4.  isoelectric. 


3,  increased  cerebrospinal  fluid  pressure  in  stage  4, 

and  a prothrombin  time  in  stage  3 that  was  13  or 

more  seconds  above  control,  with  a fatal  or  very  poor 

outcome.3 * * * * * * 10  All  children  who  were  beyond  stage  3 
either  died  or  had  severe  neurological  deficits.  Ex- 
change transfusions  or  conventional  therapeutic 

means  of  reducing  increased  cranial  pressure  did  not 

lower  the  mortality.  These  findings  were  again  proved 
accurate  in  our  patients.  The  two  children  who  died 
were  both  in  stage  4 coma  and  had  higher  ammonia 

levels  than  those  who  survived. 

Treatment  at  the  University  of  Virginia  has  con- 
sisted of  trying  to  reduce  ammonia  via  neomycin  per 

nasal  gastric  tubes,  aquamephytum  (Vit  K)  IV  to 
counteract  prolonged  prothrombin  time  and  manni- 
tol, decadron  and  glycerol  for  increased  intracranial 
pressure.  Although  at  the  University  of  Virginia  and 
many  other  institutions  exchange  transfusions  are 
still  used  in  the  advanced  stages  of  coma,  other 
groups  have  demonstrated  considerable  success  in 

monitoring  and  treating  increased  intracranial  pres- 
sure. A review  of  22  cases  at  Y ale-New  Haven  Hospi- 
tal where  the  exchange  transfusion  procedure  has 
been  used  for  five  years  did  not  show  it  to  be  any 
more  effective  than  simple  supportive  care  in  the 
treatment  of  Reye’s  syndrome.  For  that  reason,  the 


Yale  group  has  begun  to  treat  vigorously  the  increase 
in  intracranial  pressure.  They  have  thus  far  had  con- 
siderable success  in  utilizing  continuous  ventricular 
pressure  monitoring  with  maintenance  of  increased 
intracranial  pressure  below  20  mm  of  mercury  by 
means  of  continuous  maintenance  of  hypocarbia, 
hyperosmolality  and  sedation.11 

As  emphasized  by  Nadler,12  the  inability  to  identify 
the  product  or  products  responsible  for  the  progres- 
sive encephalopathy  makes  attempts  at  specific  ther- 
apy for  Reye's  syndrome  difficult. 

Although  there  are  numerous  theories  regarding 
the  etiology  of  Reye’s  syndrome,  none  have  yet  been 
proven.  While  an  unequivocally  effective  means  of 
treating  this  syndrome  has  not  been  shown;  it  is  clear 
that  the  child  does  best  when  the  diagnosis  is  made 
early  and  supportive  measures  are  initiated.  It  is  ex- 
tremely important  for  the  general  clinician  to  remain 
alert  for  this  illness. 
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Primary  Hyperlipidemia 
Associated  With 
Cutaneous 
Xanthomatosis 

Warren  L.  Moorman,  MD, 
and  Robert  F.  Roth,  MD, 
Salem,  Virginia 


a medical  aphorism  could  be  coined  on  review- 
ing this  case:  as  all  that  glitters  is  not  gold,  so  all 
that  glitters  with  cholesterol  is  not  pathognomonic  of 
athersclerosis. 

Case  Report 

MGG  was  a 59-year-old  housewife,  Gravida  111,  Para  1. 
AB  II  with  a chief  complaint  of  unsightly  nodular  yellowish 
infiltrates  in  the  skin.  The  patient  reported  onset  of  a yel- 
lowish nodule  in  the  skin  over  the  right  pectoral  area  15 
years  ago.  Gradually  over  the  next  five  years  numerous 
other  yellowish  and  orange-colored  granulomatous  lesions 
appeared  on  the  trunk  and  extremities.  She  was  accustomed 
to  an  egg-rich,  high  cholesterol  diet. 

Her  first  consistent  medical  treatment  started  in  1968,  at 
which  time  her  physician  discovered  a serum  cholesterol  of 
390.  She  responded  briefly  to  sodium  dextrothyroxin 
(Choloxin ) 2 mg  daily,  with  a 2 1%  lowering  of  cholesterol 
to  310  and  then  300,  but  she  rebounded  to  400  six  months 
later.  A trial  on  clofibrate  (Atromid-S)  yielded  no  improve- 
ment. The  patient  was  uncooperative  in  followup  and  in 
dietary  restriction.  Her  cholesterol  over  the  years  was  con- 
sistently between  350  and  400. 

On  September  10,  1973,  the  authors  saw  the  patient  for 
the  first  time  on  referral  by  her  family  physician  because  of 
a xanthoma  tuberosum  of  the  medial  right  upper  eyelid 
which  was  cosmetically  offensive  and  impeded  opening  of 
the  lid  freely.  Five  days  later  this  lesion,  including  an  adja- 
cent xanthelasma  (x.  palpebrarum)  was  resected.  Pathology 
confirmed  the  diagnosis.  Photographs  were  taken  which 
revealed  a golden-colored  complexion  with  scattered  gran- 
ulomatous marginated  infiltrates  of  the  skin. 

The  patient  was  advised  to  stay  on  a low  cholesterol,  low 
fat  diet,  to  which  she  gave  mixed  adherence.  She  was  kept 
on  Choloxin,  1 or  2 mg  daily  until  she  discontinued  the 
medication  herself  in  May,  1975,  because  she  believed  she 

Presented  at  the  annual  meeting  of  the  Southwestern 
Virginia  Medical  Society,  Blacksburg,  Virginia,  April  8, 
1976.  Address  Dr.  Moorman  at  the  Lewis-Gale  Clinic, 
1802  Braeburn  Drive,  Salem  VA  24153. 

Submitted  6-9-76. 


Fig.  1 . Followup  of  eyelids  with  no  recurrence  of  xanthoma 
tuberosum  and  reduced  xanthelasma. 


Fig.  2.  Partial  resolution  of  xanthoma  tuberosum  of  right 
neck  after  therapy. 


Fig  3.  Xanthelasma  showing  foam  cells  without  multi- 
nucleated  giant  cells  typical  of  xanthelasma  of  right  upper 
eyelid. 
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was  making  no  progress  and  also  because  of  drug  expense. 
However,  slides  taken  in  1976  showed  marked  improve- 
ment in  general  complexion  and  some  diminution  in  tu- 
berous xanthomata.  There  had  been  no  recurrence  in  the 
eyelids.  However,  there  were  residual  xanthelasmas. 

On  February  21,  1976,  her  cholesterol  was  405,  phospho- 
lipids 398  and  total  lipids  1,055.  Lipid  phenotype  and 
cryoglobulin  were  not  available.  The  authors  feel,  however, 
that  the  patient  fits  in  a Federickson’s  Type  1 1 -A  hyperlipo- 
proteinemia. In  history  and  physical  exam  the  patient 
showed  no  signs  of  arteriosclerotic  heart  disease.  EKG  was 
normal.  The  patient  was  normotensive  with  bounding  dor- 
salis pedis  pulses.  Normal  eye  grounds  and  no  corneal 
arcus  senilus.  The  patient  was  encouraged  to  remain  on 
Choloxin  2 mg  daily  in  hopes  that  her  chief  complaint. 

Myoglobinuria 
and  Rhabdomyolysis 
After  Exercise 

Raphael  H.  Greenstein,  MD, 
Blacksburg,  Virginia 

The  possibil  ity  of  renal  damage  of  considerable  de- 
gree after  severe  exercise  may  not  be  sufficiently  rec- 
ognized. Hamilton1  and  his  associates  in  1972  re- 
ported a case  of  a 19-year-old  university  student  who 
developed  acute  tubular  necrosis  following  wrestling. 
They  extensively  reviewed  the  literature  of  acute  ne- 
crosis occurring  after  rhabdomyolysis  and  myoglobi- 
nuria and  found  that  although  myoglobinuria  might 
be  common,  cases  with  acute  tubular  necrosis  were 
not  frequent.  Koshy2  and  associates  reported  a pa- 
tient with  rhabdomolysis  who  had  two  separate 
episodes.  The  first  attack  occurred  after  exercise  and 
the  second  was  associated  with  a respiratory  virus 
infection;  the  patient  expired  after  the  second  episode 
and  acute  renal  failure  was  a part  of  his  terminal 
picture.  Gitin3  and  his  associates  from  the  Naval 
Medical  Field  Research  Laboratory  at  Camp  Le- 
jeune.  North  Carolina,  point  out  that  they  have 
made  every  attempt  to  acquaint  drill  instructors 
about  the  perils  of  this  problem.  With  this  back- 
ground the  following  case  histories  are  presented. 

From  the  Student  Health  Service,  Virginia  Polytechnic 
Institute  & State  University,  Blacksburg.  Address  Dr. 
Greenstein  at  the  Department  of  Medicine,  Veterans  Ad- 
ministration Hospital,  Salem  VA  24153. 

Submitted  5-15-76. 


cosmetic  abhorrence  of  her  skin  changes,  could  be  amelio- 
rated. 

The  seeming  freedom  from  arteriosclerotic,  pe- 
ripheral vascular  disease  suggests  that  the  high  phos- 
pholipids observed  may  be  combined  with  much  of 
her  cholesterol  in  the  form  of  alpha  lipoprotein  rather 
than  the  atherogenic  preBeta  and  Beta  lipoproteins. 
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Case  1. 

A 20-year-old  male  student  was  seen  at  the  Student 
Health  Service  on  February  11,  1973,  because  of  markedly 
swollen  edematous  triceps  muscles.  Both  triceps  muscles 
were  swollen  and  tender,  the  right  more  than  the  left.  He 
also  complained  that  his  urine  was  dark.  His  exercise  his- 
tory was  illuminating.  On  February  8 he  did  an  excessive 
amoung  of  pushups,  following  which  he  carried  a beer  keg 
weighing  approximately  75  pounds  up  a flight  of  stairs.  On 
February  9 he  noted  the  swelling  and  pain  in  his  triceps 
muscles,  and  on  February  10  the  wine-colored  urine. 

At  the  time  of  his  visit  to  the  Student  Health  Service  his 
blood  count  was  normal.  The  urine  was  burgundy  colored 
and  the  dip  stick  test  was  strongly  positive  for  blood.  There 
was,  however,  no  hematuria  (0-2  RBC  per  hpf).  Albumi- 
nuria was  l+.  His  serum  glutamic  pyruvic  transaminase 
(SGPT)  was  125  units  (normal  levels  up  to  30  units).  His 
blood  urea  nitrogen  was  7 mgms%. 

This  patient’s  symptoms  cleared  up  over  several  days. 
The  swelling  and  tenderness  of  his  triceps  muscles  gradually 
disappeared  and  his  urine  color  returned  to  normal.  On 
February  20,  1973,  his  symptoms  had  disappeared.  His 
urine  was  negative  for  pigmenturia  and  his  SGPT  was  16 
units. 

Case  2. 

A 19-year-old  male  student  was  seen  at  the  Student 
Health  Service  on  February  19,  1973,  with  a history  that 
earlier  that  day  he  ran  approximately  two  miles  and  that  at 
the  end  of  his  run  he  felt  "sick”.  He  also  noted  that  the 
urine  he  passed  was  dark  or  bloody.  His  examination  did 
not  reveal  any  localized  muscle  swelling  or  areas  of  muscle 
tenderness.  His  urine  was  burgundy  colored  and  dip  stick 
test  was  strongly  positive  for  blood  (probably  myoglobin). 
There  was  no  hematuria  (0-2  RBC  per  hpf).  He  did  have 
3+  albumin  in  the  urine  and  a few  finely  granular  casts.  His 
SGPT  was  normal  (5  units). 

He  was  asked  to  rest  overnight,  and  when  he  was  checked 
the  next  day  the  urine  was  light  and  there  was  no  positive 
(Continued  page  475.) 
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test  for  blood  (myoglobinuria).  He  had  only  a trace  of 
albumin  and  no  cylinduria  at  this  time  and  was  presumably 
over  the  episode. 

These  two  cases  are  instances  of  myoglobinuria 
from  exercise  in  presumably  normal  young  men  with 
no  history  of  any  congenital  myopathy.  Case  1 had 
definite  evidence  of  rhabdomyolysis,  and  his  exercise 
pattern  (pushups  and  carrying  a keg  of  beer)  was  not 
much  different  from  Hamilton’s  patient  who  had  his 
episode  from  wrestling  activity.  Case  2 presented  a 
milder  symptomatology.  He  had  definite  burgundy 
urine  and  probably  had  some  injury  to  the  pretibial 
muscles  in  his  running  activities.  The  lack  of  eleva- 
tion of  the  SGPT  would  suggest  a relatively  mild  to 
moderate  degree  of  muscle  injury. 

Although  neither  urine  was  examined  by  spectro- 
scopic techniques,  the  history,  the  burgundy  color  of 
the  urine  and  the  normal  color  of  blood  sera  made  it 
certain  that  he  pigmenturia  was  due  to  myoglobin. 

Harrison4  and  his  coworkers,  in  their  discussion  of 
myopathy  and  myoglobinuria,  generally  classify 
myoglobinuria  into  the  acquired  types  or  the  con- 
genital types.  The  acquired  types  include  crush  in- 
juries, strain  or  excessive  use  of  muscles  and  infarcted 
muscle  damage  secondary  to  vascular  occlusive  le- 
sions. Congenital  causes  include  defects  in  muscle 
metabolism  as  in  McArdle’s  disease.  In  either  case 
excessive  myoglobinuria  is  attended  with  risk  of  se- 
vere renal  damage.  Gitin  et  al  report  on  the  value  of  a 
preventive  educational  program  for  those  dealing 
with  people  making  heavy  demands  on  their  muscles. 
Prior  to  their  educational  program  at  Parris  Island 
Marine  Training  Center,  11  of  44  cases  of  myoglobi- 
nuria had  some  acute  tubular  necrosis.  After  making 
the  drill  instructors  aware  of  the  dangers  of  sore 
muscles  and  pigmenturia,  none  of  80  cases  of  myog- 
lobinuria and  rhabdomyolysis  progressed  into  acute 
tubular  necrosis. 

This  complication  of  exercise  and  its  potential  for 
serious  effects  should  be  borne  in  mind  by  all  physi- 
cians and  health  workers,  especially  those  dealing  in 
exercise  programs. 
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Stryker-Frame 

Death 

A.  R.  Coppola,  MD, 

Newport  News,  Virginia 

Treatment  of  fractures  of  the  cervical  spine  with 
skull  traction  and  positioning  of  the  patient  on  the 
Stryker  frame  led  to  a number  of  deaths  over  the 
years  which  were  difficult  of  explanation.  These  fatal- 
ities usually  occurred  when  the  patient  was  placed  in 
the  face-down  position.  Consideration  of  pulmonary 
embolism,  myocardial  infarction  and  further  sub- 
luxation of  fracture  did  not  seem  to  explain  ade- 
quately the  cause  of  death.  The  author  believes  that 
most  probably  the  mechanism  of  death  is  vascular 
insufficiency  to  the  brain  stem  secondary  to  com- 
promise of  the  vertebral  circulation,  especially  in  the 
elderly,  when  hyperextension  of  the  head  may  occur 
in  the  face-down  position  in  the  presence  of  cervical 
osteophytes  and  spondylosis.  The  following  case  is 
briefly  reported  to  illustrate  such  a situation  in  at 
least  one  patient  in  the  author’s  experience  over  the 
years. 

An  elderly  gentleman  was  thrown  from  the  front  to 
the  rear  seat  in  a two-car  collision.  He  was  rendered 
immediately  quadriplegic  and  on  admission  to  the 
hospital  was  found  to  have  a fracture-dislocation  of 
C5  on  C6.  There  were  marked  arthritic  changes  with 
multiple  disc  space  narrowing  and  osteophytic  nar- 
rowing of  foramina  evident  on  cervical  spine  films. 
Immediate  application  of  Crutchfield  tongs  and  ini- 
tial weight  of  40  pounds  resulted  in  complete  reduc- 
tion of  the  dislocation.  The  weight  was  reduced  to  20 
pounds  and  the  patient  admitted  to  the  intensive  care 
unit.  Further  films  revealed  that  the  reduction  was 
maintained.  Five  hours  after  admission  and  approxi- 
mately 3‘/2  hours  after  transfer  to  the  unit,  cardiac 
arrest  occurred  just  a few  moments  after  the  patient 
was  turned  in  the  Jace-down  position.  Although  heart 
action  was  restored  for  a brief  period  of  time  death 
ensued  after  about  45  minutes.  No  autopsy  could  be 
obtained. 

Surgical  treatment  of  fracture  dislocation  of  the 
cervical  spine  has  consisted  of  the  use  of  tongs 
(Crutchfield,  Vinke,  White,  etc.)  with  cervical  trac- 
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Clinical  Notes 


tion  and  varying  amounts  of  weight.  This  accepted 
procedure  has  been  taught  to  most  orthopedists  and 
neurosurgeons  early  in  their  training.  In  patients  who 
have  sustained  an  accompanying  injury  to  neural  tis- 
sue the  patient  has  usually  been  placed  on  a Stryker 
frame  or  similar  apparatus  so  that  turning  may  be 
accomplished  every  several  hours,  and  the  tongs  have 
usually  been  maintained  for  a varying  period  of  time, 
usually  six  weeks.  In  recent  years  improvements  con- 
sisting of  use  of  the  “halo”  and  early  surgery  with 
anterior  cervical1  or  posterior  fusion  has  been  uti- 
lized. Despite  these  advances  in  operative  inter- 
vention most  patients  are  nonetheless  placed  in  tongs 
and  traction  for  a period  varying  from  24-96  hours 
before  surgery  is  accomplished.  During  this  interval, 
turning  the  patient  from  supine  to  face-down  position 
may  prove  lethal. 

Although  difficult  of  proof  in  the  absence  of  au- 
topsy it  may  be  presumed  that  death  of  such  rapid 
nature  in  this  patient  was  caused  by  ischemia  of  the 
brain-stem  when  the  patient's  position  was  changed 
with  accompanying  hyperextension  of  the  head  on 
the  neck.  Most  patients  complain  bitterly  on  turning 
frames  when  placed  in  the  face-down  position  and 
hyperextension  of  the  head  is  sometimes  avoided  only 
with  difficulty.  Excellent  reduction  of  the  fracture- 
dislocation  was  obtained,  and  his  rapid  demise  is 
predicated  on  hypoxia  of  the  brain-stem  consequent 
to  vertebral  insufficiency  as  a result  of  hyperextension 
and  vertebral  artery  compression. 

That  incomplete  lesions  of  the  cervical  cord  can  be 
aggravated  and  converted  to  complete  transections  of 
the  cord  has  been  known  for  a long  time.2  The  role  of 
cervical  spondylosis  has  been  adequately  elucidated.3 
Earlier  explanations  of  central  cervical  spinal  cord 
injury  with  the  syndrome  peculiar  to  this  type  of 
injury  were  described  by  Schneider,4,5  and  further 
clarified  in  later  articles.6,7  Early  reduction  of  the 
fracture-dislocation  with  especial  attention  to  the  role 
of  the  vertebral  arteries  in  supplying  circulation  to 
the  brain-stem  and  cord  may  be  of  paramount  impor- 
tance. An  already  compromised  circulation  existing 
in  older  patients  suffering  from  spondylosis  or  os- 
teophytic  spurring  may  be  seriously  jeopardized  by 
subluxation,  turning  of  the  head,  or  hyperextension 
when,  as  may  be  often  the  case,  one  vertebral  artery  is 


hypoplastic  and  little  if  any  collateral  circulation 
from  the  opposite  vertebral  artery  exists.  The  pres- 
ence of  congenitally  fused  vertebrae  with  distraction 
of  disc  spaces  above  and  below  such  a congenital 
fusion  should  alert  the  examiner  to  possible  future 
difficulties.8  That  mere  application  of  tongs  and  skel- 
etal traction  may  result  in  significant  vascular  distur- 
bance to  the  brain  stem  is  illustrated  by  the  report  of 
a posterior  inferior  cerebellar  artery  syndrome  sec- 
ondary to  ischemic  vertebral  artery  circulation.9  A 
more  recent  article  stresses  the  fact  that  even  in  the 
absence  of  gross  fractures  neck  injuries  may  result  in 
death  due  to  circulatory  insufficiency  to  the  brain 
stem.10 

That  brain-stem  dysfunction  may  occur  even  more 
frequently  than  reported  here  can  only  be  surmised 
by  the  author.  It  is  hoped  that  other  surgeons  may 
corroborate  the  author’s  hypothesis  and  add  to  it, 
leading  to  prevention  of  this  possible  mishap. 
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AMERICAN  MEDICAL  LABORATORIES,  INC. 

(formerly  Northern  Virginia  Pathology  Laboratories,  Inc.) 

1 1091  Main  Street 
Fairfax,  Virginia  22030 
Phone:  (703)  273-7400 

NEW  DIAGNOSTIC 
SERVICES  IN: 


VIRAL  ISOLATION  & IDENTIFICATION 

ALL  RESPIRATORY  VIRUSES 
SYSTEMIC  VIRUSES 
CUTANEOUS  VIRUSES 
GASTROINTESTINAL  VIRUSES 
CENTRAL  NERVOUS  SYSTEM  VIRUSES 
UROGENITAL  VIRUSES 

Isolation  and  identification  of  clinically  significant  viruses  are  rapidly  gaining 
acceptance  as  an  invaluable  aid  in  the  diagnosis  of  viral  disease.  In  the  past, 
laboratories  with  the  capability  to  furnish  these  important  results  within  a reasonable 
time  and  cost  have  been  rare  or  nonexistent. 

We  are  pleased  to  announce  that  AML  has  added  the  services  of  viral  isolation  and 
identification.  This  is  the  first  diagnostic  virology  laboratory  located  in  the  Metropolitan 
Washington  area  with  an  extended  pick-up  and  delivery  service  in  the  Eastern  region  of 
the  United  States.  This  insures  rapid  processing  of  specimens  and  maximum  recovery 
of  viruses.  Added  to  our  previously  existing  services  of  viral  serology  and  electron 
microscopy,  the  new  virology  services  allow  us  to  furnish  complete  laboratory  data  to 
the  physician  diagnosing  viral  diseases. 

AMERICAN  MEDICAL  LABORATORIES  is  a full-service  laboratory,  operated  and 
supervised  by  pathologists,  and  dedicated  to  providing  prompt  and  accurate  resuits. 

GENTLEMEN:  PLEASE  SEND  ME 

I I A Copy  of  Your  Professional  Services  Manual 

I I A Copy  of  Your  Capabilities  Brochure 

PLEASE  DELIVER: 

I I Vials  (request  number)  of  viral  transport  media  (VTM) 
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Psychiatry 


Group  “Intake” : a New  Interview 

Concept 

Mark  A.  Schoem,  MA,  Staunton,  Virginia 


In  a mental  health  center,  patient  processing  is  accelerated  and  staff  time 
conserved  when  new  patients  are  interviewed  in  groups. 


ANEW  procedure  for  processing  clinic  patients 
through  group  rather  than  individual  interviews 
was  initiated  in  March,  1975,  at  the  Valley  Mental 
Health  Center,  Staunton,  Virginia.  It  was  modeled 
after  a similar  procedure  at  the  Woodburn  Center  for 
Community  Mental  Health,  A nnadale,  and  the  Com- 
monwealth Psychiatric  Institute,  Richmond. 

Patients  calling  the  clinic  for  a first  appointment 
are  given  a choice  of  waiting  2-6  weeks  (depending  on 
the  waiting  list)  for  an  individual  intake  interview  or 
being  seen  for  the  first  time  in  an  intake  group.  The 
group  meeting  takes  place  every  Monday  and  Thurs- 
day for  one  hour;  therefore,  an  individual  would 
never  have  to  wait  more  than  four  days  for  an  ap- 
pointment. (In  the  case  of  emergencies  new  patients 
can  be  seen  any  working  day  during  working  hours.) 
Some  clinic  patients  are  excluded  from  the  group 
option:  those  under  18  years  of  age,  chronic  aftercare 
patients,  parents  coming  in  regard  to  a child,  couples 
and  patients  who  are  believed  to  be  psychotic.  The 
remaining  patient  group  eligible  for  the  intake  group 
represents  roughly  one-quarter  of  the  total  of  patients 
seen  at  this  clinic. 

According  to  Hirschowitz,  “The  process  of  diag- 
nosis, evaluation  and  disposition  in  most  psychiatric 
agencies  is  needlessly  labored,  often  wasteful,  always 

From  the  Valley  Mental  Health  Center.  1 9 South  Coalter 
Street.  Staunton  VA  24401 . Address  Mr.  Schoem  at  314  N. 
Sierra  Bonita  Ave.,  Los  Angeles  CA  90036. 
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costly  and  sometimes  ineffective."1  The  intake  group 
was  designed  to  speed  up  patient  processing  and  to 
increase  the  efficiency  of  paient  processing. 

Method  of  Evaluation 

Two  sample  groups  of  patients  were  compared. 
The  first  group  was  selected  form  patients  who  were 
seen  at  the  clinic  before  the  implementation  of  the 
intake  group;  the  second  group  from  those  seen  after 
implementation.  Patients  in  both  sample  groups  were 
included  in  the  sample  on  the  basis  that  they  fit  the 
criteria  for  the  intake  group.  The  Before  group  con- 
sisted of  all  patients  meeting  the  intake  group  criteria 
who  were  being  newly  evaluated  in  staff  conferences 
between  October  1,  1974,  and  February  4,  1975.  The 
After  group  consisted  of  all  patients  meeting  the  cri- 
teria who  were  staffed  between  March  10  and  May 
15,  1975.  The  Before  group  was  compared  with  the 
After  group  for  speed  of  processing  and  probability 
of  followthrough  by  patients.  Within  the  After  group, 
probability  of  followthrough  was  compared  between 
those  w'ho  came  through  the  intake  group  and  those 
w ho  chose  the  traditional  individual  intake  interview. 

Speed  of  processing  was  defined  as  the  “wait"  be- 
tween the  individual  intake  interview  and  the  staff 
conference  concerning  that  patient  or  the  next  ap- 
pointment with  that  patient  prior  to  staff  conference, 
whichever  came  first.  “Wait"  for  patients  coming 
through  the  intake  group  was  considered  to  be  essen- 
tially zero,  because  patients  were  usually  presented  to 
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staff  immediately  or  attented  the  intake  group  for  2-3 
successive  weeks  before  their  cases  were  presented  to 
staff. 

Followthrough  was  defined  as  follows:  Yes,  if  after 
disposition  by  recommendations  in  staff  conference 
the  patient  did  keep  an  appointment  for  therapy  or 
other  treatment.  No,  if  the  patient  did  not  keep  an 
appointment  for  therapy  or  other  treatment  after 
such  disposition.  No  attempt  was  made  to  evaluate 
success  of  treatment  or  to  differentiate  between  pa- 
tients who  dropped  out  shortly  after  beginning  treat- 
ment and  those  who  stayed  in  treatment  longer.  Per- 
sons who  were  seen  at  the  clinic  but  who  were 
evaluated  as  not  in  need  of  treatment  were  not  in- 
cluded in  the  samples. 

Results 

Patients  in  the  After  group  who  were  seen  in  regu- 
lar individual  intake  interviews  had  a significantly 
shorter  “wait”  than  patients  in  the  Before  group.  All 
patients  in  the  Before  and  After  groups  had  a similar 
probability  of  followthrough,  although  the  After 
group’s  percentage  of  those  who  followed  through 
was  slightly  higher.  Regular  intake  patients  in  the 
After  group  had  a slightly  lower  percentage  of  follow- 
through, but  intake  group  patients  in  the  After  group 
had  a followthrough  percentage  higher  than  that  of 
any  other  group. 

Discussion 

The  results  of  this  study  indicate  that  implementa- 
tion of  an  intake  group  procedure  was  effective  in 
speeding  up  the  processing  of  patients.  There  were 
two  reasons  for  this.  First,  patients  who  chose  the 
intake  group  did  not  have  to  wait  several  weeks  for 
their  first  appointment  and  were  maintained  in  close 
contact  with  the  clinic  until  a disposition  was  made 
concerning  their  therapy  or  other  treatment.  Second, 
patients  during  the  second  period  studied  who  chose 
to  be  seen  in  regular  intakes  had  a significantly 
shorter  wait  following  their  first  interview  than  did 
patients  form  the  Before  group.  The  median  waits 
were  four  calendar  days  versus  ten. 

The  results  showed  a similar  probability  of  follow- 
through for  the  Before  and  After  groups,  including 
those  in  the  After  group  who  came  through  the  intake 


group.  While  the  probability  of  followthrough  is  nei- 
ther greater  nor  smaller  for  the  intake  group,  the 
procedure  is  more  efficient  in  terms  of  staff  time 
because  the  new  patients  are  seen  in  a group  rather 
than  individually.  During  the  period  studied  1 5 of  36 
persons  (41.6%  of  the  sample)  attended  the  intake 
group. 

There  were  four  patients  who  did  not  return  to  the 
intake  group  a second  time  as  instructed.  If  these 
drop-outs  were  added  to  the  intake  group,  the  per- 
centage of  those  who  followed  through  at  that  stage 
would  be  more  nearly  identical  to  the  percentage  of 
followthrough  in  the  other  samples. 

Data  concerning  those  who  were  evaluated  as  not 
in  need  of  treatment  shows  another  interesting  trend. 
Three  persons  were  screened  out  after  coming  to  the 
intake  group,  while  only  one  who  had  been  through 
a regular  intake  was  screened  out — and  only  after 
having  been  staffed.  This  may  be  another  reason 
why  individual  intakes  are  wasteful. 

Another  factor  to  be  considered  is  the  effect,  if  any, 
of  patient  type  on  followthrough  probability.  Of  a 
total  of  1 8 patients  of  both  groups  w ho  did  not  follow 
through,  six  had  their  diagnoses  deferred.  Of  the 
remaining  12,  nine  received  diagnoses  which  were  re- 
ceived by  at  least  one  other  patient  in  the  total 
sample.  The  lowest  probability  of  followthrough  was 
for  depressive  neurosis:  five  of  14  patients  (35%)  did 
not  follow  through  (all  three  from  the  intake  group 
did  follow  through ).  Three  of  nine  patients  with  mar- 
ital maladjustment  did  not  follow  through  (one  out  of 
two  from  the  intake  group).  For  adjustment  reac- 
tions, one  of  12  did  not  followthrough  (both  from  the 
intake  did).  The  above  data  is  too  small  a sample  to 
be  more  than  suggestive;  for  example,  patients  of  the 
depressive  neurosis  diagnostic  type  seem  to  have  the 
poorest  probability  of  followthrough  of  all  patients 
who  fit  the  criteria  of  the  intake  group. 

In  conclusion,  the  evidence  shows  that  the  intake 
group  is  fulfilling  the  purpose  for  which  it  was  imple- 
mented, that  is,  increasing  the  efficiency  of  patient 
processing. 
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Chippenham  Hospital 


Tucker  Pavilion 

7101  Jahnice  Road  • Richmond,  Vircinia  23225 


South  Richmond’s  Only  Community  Hospital 
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1802  BRAEBURN  DRIVE. 
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Alvin  J Hurt.  M.D. 
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Otolaryngology 
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Pediatrics 
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John  T Walke.  M.D. 
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William  J.  Kagey.  M.D. 
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Warren  L.  Moorman.  M.D 
Robert  F.  Roth.  M.D. 
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Donald  W.  Spicer.  M.D 
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J.  William  Barnard.  M.D. 
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Thoracic  and  Vascular  Surgery 

William  L.  Sibley.  III.  M.D. 
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Richmond's  newest,  fully  staffed  general  hospital  located  in  western  Henrico  County. 
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BAYBERRY  PSYCHIATRIC 
HOSPITAL 

530  East  Queen  Street 
Hampton,  Virginia  23669 

A private  hospital  for  diagnosis  and  treatment  of  psychiatric  dis- 
orders. Hospital,  day  care,  outpatient,  and  consulting  services. 
AMA-approved  psychiatric  residency  program. 
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Annual  Meeting  1977,  October  13-16, 

Richmond 


rfS 


Minutes  of  the  Council 


A meeting  of  Council  of  The  Medical  Society  of 
Virginia  was  held  in  Richmond  at  the  Hyatt  House 
on  Saturday,  May  14,  1977. 

Members  Present:  Dr.  W.  Leonard  Weyl;  Dr.  Wil- 
liam J.  Hagood,  Jr.;  Dr.  Raymond  S.  Brown;  Dr. 
Charles  E.  Davis;  Dr.  K.  K.  Wallace,  Jr.;  Dr.  Harold 

L.  Williams;  Dr.  Gervas  S.  Taylor,  Jr.;  Dr.  Charles 

M.  Caravati,  Jr.;  Dr.  Gordon  G.  Birdsong;  Dr.  Gi- 
rard V.  Thompson,  Sr.;  Dr.  H.  C.  Alexander,  III:  Dr. 
George  M.  Nipe;  Dr.  Harry  C.  Kuykendall;  and  Dr. 
James  Hal  Smith 

Others  Present:  Dr.  Nicholas  G.  Colletti,  2nd  Vice 
President;  Dr.  Arthur  A.  Kirk,  3rd  Vice  President; 
Dr.  William  S.  Burton,  Dr.  J.  Latane  Ware,  Dr. 
Charles  H.  Crowder,  Jr.,  Dr.  W.  R.  Watkins,  Dr. 
William  E.  Painter,  Dr.  John  A.  Owen,  Jr.,  Dr.  Her- 
bert W.  Coone,  Dr.  Robert  V.  Gailliot  and  Dr.  Ger- 
ald J.  Fisher,  Vice-Councilors;  Dr.  F.  Ashton  Car- 
mines and  Dr.  Carl  E.  Stark,  AM  A Delegates;  Dr. 
John  A.  Martin,  Alternate  AMA  Delegate;  Dr. 
James  S.  Kitterman,  President-Elect,  Norfolk  Acad- 
emy of  Medicine;  Dr.  Norman  J.  Knorr,  Dean,  Uni- 
versity of  Virginia  School  of  Medicine;  Dr.  Gerald  H. 
Holman,  Dean,  Eastern  Virginia  Medical  School;  Dr. 
George  Carroll,  Secretary,  Virginia  State  Board  of 
Medicine;  Dr.  Howard  O.  Mott,  President-Elect,  Vir- 
ginia State  Board  of  Medicine;  Dr.  Melvin  Small, 
Chairman,  Commission  on  Continuing  Medical  Edu- 
cation; Dr.  James  M.  Moss,  Past-President,  The 
Medical  Society  of  Virginia;  Mr.  Robert  G.  Stuart, 


Executive  Secretary,  VaMPAC;  Mr.  Allen  Goolsby, 
Society  Attorney;  and  Mr.  Edward  S.  DeBolt. 

AMA  Issues 

Dr.  Weyl  announced  that  Dr.  Carl  Stark  is  now 
officially  the  Society's  fourth  Delegate  to  AMA.  He 
called  attention  to  the  fact  that  several  Virginia  spon- 
sored Resolutions  would  be  among  those  to  be  con- 
sidered by  the  AMA  House  of  Delegates  in  June. 

There  followed  a discussion  of  some  of  the  issues 
surely  to  be  considered  by  the  House  and  it  was 
agreed  that  national  health  insurance  would  again  be 
one  of  the  most  important.  The  Louisiana  State  Med- 
ical Society  has  announced  its  intention  to  introduce 
a somewhat  comprehensive  resolution  opposing 
AMA  sponsorship  of  national  health  insurance  legis- 
lation. Council  was  urged  to  read  AMA  guidelines  on 
national  health  insurance,  which  include  freedom  of 
choice  for  patients  as  well  as  freedom  for  physicians 
in  the  conduct  of  their  practice. 

Virginia’s  Delegates  agreed  that  they  need  a better 
sense  of  just  exactly  what  Council  and  the  member- 
ship wish  on  AMA  issues  of  the  day.  A discussion  of 
the  various  issues  by  Council  immediately  preceding 
AMA  annual  and  interim  sessions  should  prove  help- 
ful to  everyone. 

National  Health  Insurance 

The  issue  of  national  health  insurance  and  AMA- 
sponsored  legislation  on  the  subject  was  then  dis- 


The  Council  Voted  to  make  membership  in  The  Medical  Society  of  Virginia 
conditional  on  these  minimum  CME  requirements  over  each  three-year  period:  30  hours 
of  Category  I credit  and  60  hours  of  Category  1 1- VI  credit.  The  action  is  subject  to  a vote 
of  the  membership.  See  next  page  and  Dr.  VVeyl’s  discussion  page  438. 
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cussed  in  considerable  detail.  Dr.  Kuykendall  ex- 
pressed disappointment  over  the  fact  that  AMA  had 
failed  to  include  in  its  legislation  a preamble  dis- 
claiming any  need  for  national  health  insurance  at 
this  time.  It  was  pointed  out  that  such  a disclaimer 
would  be  difficult  to  add  to  the  legislation  now  that  it 
has  been  introduced. 

Dr.  Martin  reported  that  the  Roanoke  Academy  of 
Medicine  had  recently  conducted  a poll  of  its  mem- 
bers on  the  AMA  position  and  that  86  expressed 
support  and  46  were  opposed.  He  added  that  ap- 
proximately the  same  percentage  was  in  favor  of  uni- 
fied membership. 

Some  concern  was  expressed  as  to  whether  AMA 
had  indeed  committed  a tactical  error  in  sponsoring 
its  NHI  legislation.  There  was  some  question  as  to  its 
timing  and  its  possible  effect  on  the  Carter  adminis- 
tration. On  the  other  hand,  it  was  learned  that  some 
Virginia  Congressmen  share  the  opinion  that  na- 
tional health  insurance  will  be  pushed  in  the  Congress 
and  that  AMA  will  be  looked  to  for  advice  and 
guidance.  The  mandatory  aspects  of  HR- 1818  where 
employers  are  concerned  were  deplored  by  some. 

A motion  by  Dr.  Kuykendall  which  would  have 
asked  AMA  to  reconsider  its  position  on  national 
health  insurance  was  lost  for  want  of  a second.  He 
then  moved  that  Virginia’s  AMA  Delegates  be  re- 
quested to  do  whatever  might  be  necessary  to  have 
AMA  develop  a suitable  preamble  for  the  legislation 
it  has  sponsored  on  national  health  insurance.  The 
preamble  would  be  in  the  form  of  a disclaimer — 
pointing  out  the  lack  of  need  for  NHI  at  this  time. 
The  motion  was  seconded  and  carried. 

There  was  additional  discussion  concerning  the 
AM  A position  on  NHI  and  Dr.  Colletti  expressed  the 
opinion  that  the  so-called  “old”  arguments  against 
the  position  should  not  be  taken  lightly.  The  thought 
was  expressed  that  AMA  should  take  the  NHI  story 
to  the  American  people,  stressing  its  obvious  disad- 
vantages and  weaknesses.  A need  for  effective  public 
relations  was  believed  indicated.  Concern  was  ex- 
pressed over  the  cost  control  aspects  of  NHI  and  Dr. 
Weyl  expressed  disappointment  over  what  appears  to 
be  a lack  of  spirit  and  determination  on  the  part  of 
many  physicians  where  the  NHI  struggle  is  con- 
cerned. 

At  this  point  the  discussion  focused  on  the  Health 
System  Agencies  problem  (HSAs).  It  was  pointed  out 
that  HSAs  might  well  constitute  the  biggest  threat 
ever  to  American  medicine.  Dr.  Nipe  expressed  the 
opinion  that  most  people  are  simply  unaware  of 
HSAs  and  the  threat  they  pose.  He  followed  with  a 
motion  calling  for  the  Society’s  public  relations  con- 
sultants to  develop  and  implement  a campaign  for  the 
purpose  of  educating  all  Virginians  about  HSAs  and 
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their  inherent  dangers.  The  motion  was  seconded. 
Following  some  discussion  during  which  it  was 
agreed  that  physicians  also  need  to  be  educated  about 
the  problem  in  order  that  they  can  properly  meet 
their  responsibilities,  the  motion  was  adopted. 

Housestaff  Suit 

Several  members  have  voiced  concern  and  dis- 
content over  a recent  AMA  action  supporting  collec- 
tive bargaining  rights  for  resident  physicians.  AMA 
stepped  into  a Nebraska  dispute  over  such  rights  by 
filing  a "friend  of  the  Court”  brief  explaining  Associ- 
ation policy.  This  policy  states  that  housestaff  are 
employees  and,  consequently,  should  have  the  right 
to  a collectively  bargained  contract. 

It  was  learned  that  medical  schools  generally  hold 
that  housestaff  are  in  effect  part-time  students  and, 
therefore,  should  not  be  involved  in  collective  bar- 
gaining. While  there  is  no  real  objection  to  providing 
some  form  of  negotiating  procedure,  there  is  objec- 
tion to  collective  bargaining  when  it  provides  the 
right  to  strike. 

A motion  was  introduced  by  Dr.  Davis  calling  for 
Virginia’s  AMA  Delegates  to  express  strong  dis- 
pleasure with  the  AMA  position  and  action.  The 
motion  was  seconded  and  carried. 

Risk  Management 

The  Executive  Committee  of  Council  recently  met 
with  representatives  of  the  State  Board  of  Medicine 
and  Virginia  Hospital  Association  for  the  purpose  of 
discussing  ways  and  means  of  implementing  Vir- 
ginia’s recently  enacted  Risk  Management  Program. 
It  was  learned  that  strong  opposition  exists  among 
some  specialties — particularly  psychiatry.  Opponents 
feel  that  the  reporting  requirements  are  in  many  ways 
self-defeating.  It  was  agreed  that  a letter  or  bulletin 
explaining  the  legislation  and  its  intent  should  be 
mailed  to  the  membership  as  soon  as  possible. 

Mr.  Goolsby  expressed  concern  over  an  apparent 
conflict  with  federal  law  which  takes  a firm  stance 
concerning  confidentiality  in  those  hospitals  and  in- 
stitutions accepting  federal  funds.  It  was  agreed  that 
this  possible  conflict  should  certainly  be  resolved  be- 
fore the  implementation  is  begun. 

It  was  recognized  that  decisions  will  often  have  to 
be  made  as  to  whether  some  cases  should  be  reported. 
When  such  questions  exist,  it  will  be  necessary  for  the 
Board  of  Medicine  to  make  a definite  decision  before 
names  and  other  pertinent  facts  are  made  known.  Dr. 
Mott  assured  Council  that  the  Board  is  only  inter- 
ested in  those  cases  of  an  extreme  nature — not  those 
generally  considered  borderline. 

Dr.  Carroll  reminded  Council  that  the  risk  man- 
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agement  legislation  was  developed  at  the  request  of 
the  General  Assembly  and  represents  a joint  effort  on 
the  part  of  the  Society,  Board  of  Medicine,  and  Hos- 
pital Association. 

Continuing  Medical  Education 

As  a result  of  developments  during  the  1 977  session 
of  the  General  Assembly,  the  Executive  Committee 
met  for  approximately  four  hours  during  the  evening 
of  May  13  for  the  purpose  of  reviewing  the  Society’s 
current  policy  on  mandatory  continuing  medical  edu- 
cation. Dr.  Weyl  reviewed  the  action  of  the  House  of 
Delegates  last  November,  calling  attention  to  the  fact 
that  while  it  favored  continuing  education  as  a re- 
quirement for  membership,  it  rejected  CME  as  a 
requirement  for  relicensure. 

A resolution  prepared  by  the  Executive  Committee 
which  would  establish  a minimum  CME  requirement 
for  membership  in  The  Medical  Society  of  Virginia 
was  then  presented.  A motion  by  Dr.  Hagood  calling 
for  its  adoption  was  seconded. 

There  followed  considerable  discussion  during 
which  Dr.  Mott  commended  the  Executive  Com- 
mittee on  its  action  and  expressed  the  hope  that  Mr. 
Goolsby  and  Mr.  Merrill,  the  Assistant  Attorney 
General  who  represents  the  Board,  might  some  day 
work  together  in  drafting  a bill  relating  CME  to 
licensure.  It  was  his  feeling  that  such  cooperation 
would  enable  the  Board  to  sponsor  legislation  more 
acceptable  to  the  Society.  Also  mentioned  was  the 
fact  that  any  action  of  Council  relating  CME  to 
membership  will  be  subject  to  a vote  of  the  member- 
ship. 

Council  then  voted  on  Dr.  Hagood's  motion  and 
the  following  Resolution  was  adopted: 

Whereas,  the  House  of  Delegates  has  approved  the 
principle  of  making  continuing  medical  education 
a condition  for  membership  in  The  Medical 
Society  of  Virginia,  and 

Whereas,  the  Commission  on  Continuing  Medical 
Education  has  completed  a structure  for  imple- 
mentation of  continuing  medical  education  for 
physicians  in  Virginia,  therefore  be  it 

RESOLVED,  that  Council  recommend  the  adop- 
tion of  the  following  minimum  CME  requirements 
over  each  three-year  period  as  a condition  for 
membership  in  The  Medical  Society  of  Virginia: 

1.  30  hours  of  Category  1 credit, 

2.  60  hours  of  Category  II-VI  credit, 

and  be  it  further  RESOLVED,  that  The  Medical 
Society  of  Virginia  continue  to  encourage  all  Vir- 
ginia physicians  to  seek  the  highest  level  of  CME 
achievement  through  certification  and  various 


awards  provided  by  the  Society,  specialty  associa- 
tions and  other  medical  associations. 

Drug  Dispensing 

Dr.  Alexander  reviewed ‘the  various  issues  involved 
in  a recent  hearing  conducted  by  the  State  Board  of 
Medicine.  The  hearing  had  to  do  with  certain  dis- 
pensing practices  being  carried  on  by  a Virginia  phy- 
sician. The  practices  involved  such  matters  as  dis- 
pensing permits,  prescription  instructions,  non-use  of 
safety  cap  containers,  questions  concerning  possible 
profits,  record  keeping  on  certain  categories  of  drugs, 
etc.  It  appeared  that  the  main  question  had  to  do  with 
whether  the  physician  in  question  is  legally  required 
to  have  a dispensing  permit.  Of  perhaps  equal  impor- 
tance was  the  question  of  whether  he  is  complying 
with  Pharmacy  Code  requirements  concerning  conve- 
nience and  the  supplementing  of  income.  A letter 
from  the  Attorney  General  in  1969  gave  the  physician 
cause  to  believe  that  he  was  in  compliance  with  the 
Code  and  no  permit  was  needed. 

The  physician  is  anxious  to  obtain  Society  support 
and  assistance  in  what  he  considers  to  be  a test  case 
with  possible  far-reaching  implications. 

Dr.  Alexander  then  moved  that  the  matter  be  re- 
ferred to  the  Society's  legal  counsel  for  study  and 
recommendation  as  to  what  course  of  action  the 
Society  might  pursue.  The  motion  was  seconded  and 
adopted. 

Annual  Meeting 

Dr.  Owen,  Chairman  of  the  Program  Committee 
for  the  1977  Annual  Meeting,  discussed  the  matter  of 
honorariums  for  program  participants.  He  brought 
out  the  fact  that  for  many  years  honorariums  have 
been  paid  only  to  non-member  guest  speakers  from 
out-of-state.  Such  an  honorarium — usually  in  the 
amount  of  $100 — is  paid  along  with  all  expenses.  Dr. 
Owen  stated  that  the  Committee  is  striving  to  present 
the  very  best  programs  possible  and  would  like  to 
enjoy  a reasonable  degree  of  flexibility  in  its  planning. 
This,  of  course,  raises  a question  as  to  whether  non- 
member physicians  within  the  state  should  receive 
honorariums  if  invited  to  participate  by  the  Com- 
mittee. 

Dr.  Moss  stated  that  a number  of  associations, 
including  AM  A,  have  been  faced  with  similar  ques- 
tions and  that,  almost  without  exception,  are  op- 
posed to  honorariums  for  members.  It  was  recog- 
nized that  the  non-member  physician  within  the  state 
is  in  a somewhat  different  category. 

Following  further  discussion,  it  was  moved  by  Dr. 
Hagood  that  the  Society  continue  to  pay  honor- 
ariums to  non-member  guest  speakers  from  out-of- 
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state  and  that  the  decision  of  non-member  in-state 
participants  be  left  to  the  Executive  Vice  President. 
The  motion  was  seconded  and  carried. 

Council  then  turned  its  attention  to  the  second 
meeting  of  the  House  of  Delegates,  normally  held  on 
Saturday  afternoon.  As  a result  of  the  unusual  series 
of  events  last  year,  several  requests  have  been  re- 
ceived for  the  House  to  begin  its  deliberations  earlier. 
In  the  past,  the  second  session  has  begun  at  2 pm  or 
later. 

Dr.  Weyl  indicated  that  he  was  prepared  to  ad- 
journ the  House  at  5 pm  on  Saturday  and  reconvene 
on  Sunday  morning,  if  necessary.  It  was  pointed  out 
that  many  specialty  luncheons  are  held  on  Saturday 
and  normally  begin  at  1 pm.  This  makes  it  very  diffi- 
cult to  start  the  meeting  of  the  House  before  2 pm. 

A suggestion  was  made  that  the  Program  Com- 
mittee terminate  its  Saturday  sessions  at  12  Noon 
rather  than  12:30  pm  in  order  that  the  specialty  lunch- 
eons might  begin  30  minutes  sooner.  In  keeping  with 
this  suggestion,  Dr.  Caravati  moved  that  the  Satur- 
day luncheons  be  scheduled  for  12:30  pm  and  that  the 
House  of  Delegates  begin  promptly  at  1:30  pm.  The 
motion  was  seconded  and  adopted. 

Insurance  Committee 

The  Insurance  Committee  met  with  representatives 
of  St.  Paul  on  May  6,  and  Mr.  Moore  reported  its 
findings  and  recommendations.  It  was  learned  that  as 
a result  of  greatly  improved  experience  over  the  past 
12  months,  the  projected  step  increase  associated 
with  the  claims-made  policy  would  not  be  necessary. 
Some  members  will  now  be  paying  less  during  their 
third  year  of  claims-made  coverage  than  they  did  the 
first  year. 

Mr.  Moore  went  on  to  state  that  coverage  for 
osteopaths  was  discussed  at  some  length.  The  Society 
has  a number  of  osteopathic  members  and  coverage 
has  been  difficult  to  obtain.  Consequently,  the  Insur- 
ance Committee  recommended  that  Council  go  on 
record  to  the  effect  that  all  members  of  The  Medical 
Society  of  Virginia  must  be  treated  equally  by  St. 
Paul  where  professional  liability  coverage  is  con- 
cerned. The  Committee' s recommendation  was  adopted. 

It  was  announced  that  St.  Paul  is  now  working  on  a 
form  of  reporting  endorsement  insurance  which  it 
hopes  to  have  available  sometime  in  June.  The  pre- 
mium would  be  quite  low  and  would  remove  the 
biggest  objection  to  claims-made  coverage.  It  would 
eliminate  any  worry  on  the  part  of  the  physician 
about  having  to  pay  a large  reporting  endorsement 
premium  when  he  retires  or  terminates  his  coverage 
for  any  reason. 

The  Insurance  Committee  also  recommended  that 


Council  endorse  a $100  deductible  proposal  sub- 
mitted by  Blue  Cross-Blue  Shield.  It  insisted,  how- 
ever, that  the  deductible  be  offered  on  an  optional 
basis.  This  would,  of  course,  permit  the  individual 
member  to  decide  whether  he  wanted  first  dollar  cov- 
erage or  the  deductible.  It  would  not  apply  to  office 
staff. 

There  was  considerable  discussion  concerning  the 
real  value  of  a $100  deductible — many  being  of  the 
opinion  that  anything  less  than  $1,000  would  not 
meet  the  challenge.  It  was  then  moved  by  Dr.  Kuy- 
kendall that  Blue  Cross-Blue  Shield  be  requested  to 
try  once  more  to  develop  a more  substantive  proposal 
as  far  as  deductibles  and  premium  savings  are  con- 
cerned. The  motion  was  seconded  and  adopted. 

Another  recommendation  from  the  Committee 
was  that  Council  endorse  a proposal  by  Blue  Cross- 
Blue  Shield  to  limit  hospital  stays  for  mental  and 
nervous  conditions  to  not  more  than  30  days  within  a 
12-months  period.  This  would  result  in  a premium 
reduction  of  $1.46  per  month.  Coverage  for  hospital 
stays  in  excess  of  30  days  would  then  be  picked  up  by 
the  Major  Medical  portion  of  the  program,  which  is 
community  rated.  The  $100  deductible  would,  of 
course,  have  to  be  satisfied  before  Major  Medical 
would  pick  up  the  payment. 

A motion  to  defer  this  particular  matter  until  the 
next  meeting  of  Council  was  seconded  and  adopted.  It 
was  agreed  that  Mr.  John  Huddleston  would  be  in- 
vited to  meet  with  Council  at  that  time  and  discuss 
the  matter  from  the  standpoint  of  Blue  Cross-Blue 
Shield. 

Premium  Rates  for  “Occurrence”  Policies 

Dr.  Davis  informed  Council  that  some  companies 
which  continue  to  write  occurrence  type  policies  for 
professional  liability  have  given  no  indication  of  re- 
ducing their  premiums  even  though  St.  Paul  has  be- 
gun to  adjust  its  “claims-made”  rates.  He  pointed  out 
that  premiums  for  occurrence  policies  are  normally 
somewhat  higher  but  wonders  if  there  should  not  be  a 
corresponding  reduction.  He  went  on  to  say  that  the 
carrier  and  Insurance  Commissioner  have  indicated 
that  there  is  no  relationship  at  all  between  occurrence 
and  claims-made  policies. 

Dr.  Davis  then  moved  that  the  matter  be  referred 
to  the  Insurance  Committee  for  further  study.  The 
motion  was  seconded  and  carried. 

1978  Travel  Program 

Dr.  Hagood  reported  that  he  has  received  a num- 
ber of  very  interesting  proposals  for  the  winter  por- 
tion of  the  Society's  1978  Travel  Program  and  be- 
( Continued  on  page  495.) 
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lieves  that  a “fly-cruise”  arranged  through  United 
Buying  Service  Travel,  Inc.  is  the  most  attractive.  The 
trip  would  leave  from  Richmond's  Byrd  Airport,  pro- 
ceeding to  San  Juan  for  the  boarding  of  a Cunard 
cruise  vessel.  The  entire  trip  would  take  seven  days 
and  there  would  be  at  least  five  ports  of  call  in  the 
Caribbean  area. 

A motion  by  Dr.  Brown  to  accept  Dr.  Hagood's 
recommendation  was  seconded  and  adopted. 

Continuing  Education  Contract 

Dr.  Small  was  requested  to  bring  Council  up-to- 
date  on  the  status  of  a proposed  continuing  medical 
education  study  to  be  funded  at  the  federal  level.  The 
project  would  be  carried  on  over  a five-year  period 
and  its  purpose  would  be  to  determine,  among  other 
things,  the  relationship  of  continuing  medical  educa- 
tion to  quality  of  patient  care. 

Dr.  Small  stated  that  the  application  is  now  in  its 
final  stages  of  completion  and  that  the  cost  factor  is 
the  last  item  to  be  worked  out  in  detail.  He  expects 
that  it  will  be  completed  by  mid-June  and,  if  ap- 
proved, funding  could  come  sometime  in  December. 
A decision  as  to  its  acceptance  or  rejection  is  expected 
sometime  in  September. 

Council  was  assured  that  the  project  will  certainly 
go  before  the  House  of  Delegates  for  final  approval. 
Copies  should  be  available  to  Council  prior  to  the 
Annual  Meeting  and  in  sufficient  time  to  permit  its 
detailed  study  and  recommendation. 

Dr.  Small  then  discussed  the  make-up  of  the  Liai- 
son Committee  on  Continuing  Medical  Education 
(LCCME)  which  operates  at  the  national  level.  It  is 
his  hope  that  a newly-formed  Organization  of  Chair- 
men of  State  Continuing  Medical  Education  Com- 
mittees might  somehow  be  permitted  three  represen- 
tatives on  the  LCCME.  He  considers  such 
representation  most  important  if  all  physicians  in  the 
Nation  are  to  be  properly  represented  on  matters 
pertaining  to  continuing  medical  education.  He  then 
read  a resolution  calling  for  such  representation, 
which  he  hoped  Virginia's  delegation  would  in- 
troduce in  the  AMA  House  of  Delegates. 

Dr.  Kuykendall  moved  that  the  resolution  be  en- 
dorsed with  the  understanding  that  it  would  be  re- 
viewed and  perhaps  re-worded  in  part  by  Virginia’s 
AMA  Delegates.  The  motion  was  seconded  and 
adopted. 

There  followed  some  additional  discussion  con- 
cerning the  proposed  Continuing  Medical  Education 
Contract  and  what  its  long-range  effects  could  be  on 
the  Society.  It  was  agreed  that  the  basic  CME  Pro- 
gram would  have  to  be  financed  from  membership 
dues  and  that  this  might  possibly  require  a dues  in- 
crease in  the  not  too  distant  future. 


Countersuit  Statement  of  Policy 

Mr.  Goolsby  discussed  a proposed  statement  of 
policy  he  believes  might  be  helpful  where  the  review 
of  countersuits  is  concerned.  He  reported  that  two 
countersuit  panels  have  been  convened  thus  far  and 
that  everyone  involved  was  of  the  opinion  that  the 
Society  was  providing  a worthwhile  service. 

Dr.  Nipe  explained  why  financial  assistance  to  phy- 
sicians contemplating  countersuits  is  virtually  impos- 
sible. He  also  explained  why  countersuit  reviews  must 
be  conducted  under  a very  strict  set  of  guidelines. 

It  was  then  moved  by  Dr.  Davis  that  the  statement 
of  policy  prepared  by  Mr.  Goolsby  be  approved.  The 
motion  was  seconded  and  adopted.  It  was  agreed  that 
this  action  would  be  brought  to  the  attention  of  the 
House  of  Delegates  in  October. 

Federal  Trade  Commission  Suit 

Mr.  Goolsby  then  presented  a brief  report  on  an 
FTC  suit  against  the  American  Medical  Association, 
the  Connecticut  State  Medical  Association  and  one 
of  its  component  societies.  The  suit  seeks  to  prevent 
these  associations  from  restricting,  or  seeking  to  re- 
strict, advertising  or  solicitation  by  physicians.  It  was 
Mr.  Goolsby's  feeling  that  the  action  represents  an 
assault  on  the  concept  of  professionalism  and  that  it 
could  very  well  go  all  the  way  to  the  Supreme  Court. 

Areas  of  Need 

During  its  January  meeting.  Council  agreed  that 
the  Society  should  gather  “hard  core”  data  on  the 
needs  of  so-called  problem  areas  in  the  state.  It  was 
also  agreed  that  information  should  be  obtained  con- 
cerning the  number  of  National  Health  Service  Corps 
physicians  practicing  in  the  state  and  the  areas  they 
cover. 

Dr.  Hagood,  Chairman  of  the  special  Committee 
looking  into  the  matter,  reported  that  the  Committee 
is  now  in  the  process  of  gathering  detailed  informa- 
tion and  will  be  prepared  to  report  at  the  next  meet- 
ing of  Council. 

Telephone  Directory  Listings 

A special  Committee  under  the  leadership  of  Dr. 
Kuykendall  has  been  looking  into  the  advisability  of 
recommending  certain  guidelines  pertaining  to  the 
listing  of  physicians  in  telephone  directories  by  spe- 
cialty. It  was  agreed  that  consumer  pressures  are 
responsible  to  some  degree  for  the  problem. 

A question  was  raised  as  to  whether  The  Medical 
Society  of  Virginia  has  an  obligation  to  validate  spe- 
cialty listings.  If  so,  the  establishment  of  certain 
standards  will  be  required.  It  was  pointed  out,  how- 
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ever,  that  the  Reuben  H.  Donnelley  Corporation  will 
deal  only  with  the  Board  of  Medicine  at  this  time. 

Following  considerable  discussion,  a motion  was 
offered  by  Dr.  Wallace  calling  for  the  Society  to 
dissassociate  itself  from  the  validating  of  specialties 
in  telephone  directory  listings.  The  motion  was  sec- 
onded. It  was  then  agreed  that  the  motion  should  be 
amended  by  requesting  the  Chesapeake  & Potomac 
Telephone  Company  of  Virginia  to  publish  a dis- 
claimer as  to  any  input  by  the  Society  or  its  com- 
ponents. The  motion  was  then  adopted  as  amended. 

Rickman  Memorial 

A special  Committee,  headed  by  Dr.  Warthen,  has 
explored  various  possibilities  for  establishing  a 
proper  memorial  to  Dr.  William  Rickman,  one  of 
Virginia's  greatest  Revolutionary  War  heroes.  The 
Committee  recommends  that  a suitable  historical 
marker  be  erected  on  the  south  side  of  Route  5 near 
the  intersection  of  Route  619  in  Charles  City  County. 
The  marker  would  call  attention  to  the  home  of  Dr. 
Rickman  and  identify  him  as  Chief  Physician  of  Con- 
tinental Hospitals  in  Virginia. 

A motion  by  Dr.  Davis  to  approve  the  Committee' s 
recommendation  and  appropriate  $500  for  the  erection 
of  the  marker  was  seconded  and  carried. 

Rural  Health  Initiative  Program 

Although  the  Virginia  Beach  Medical  Society  has 
endorsed  plans  to  establish  a Rural  Health  Initiative 
Program  in  that  area,  some  opposition  has  been 
voiced  concerning  the  project.  The  Medical  Society 
of  Virginia  has  been  requested  to  also  endorse  the 
proposed  Program.  The  project  would  establish  a 
medical  facility  to  serve  the  Pungo  and  Blackwater 
Boroughs.  The  necessary  funding  is  to  be  obtained 
through  an  HEW  grant  of  $100,000  over  a two-year 
period.  It  was  brought  out  that  a letter  opposing  the 
project  expresses  resentment  of  Federal  intrusion  and 
also  questions  the  need  for  such  services  at  this  time. 

Following  considerable  discussion,  it  was  moved 
that  the  matter  be  referred  back  to  the  Virginia  Beach 
Medical  Society  with  the  request  that  its  action  be 
reviewed  in  view  of  the  expressed  objection.  Its  final 


decision  would  greatly  assist  The  Medical  Society  of 
Virginia  in  reaching  a decision  of  its  own.  The  motion 
was  seconded  and  carried. 


For  several  years  The  Medical  Society  of  Virginia 
has  explored  the  advantages  and  disadvantages  of 
sponsoring  a vehicle-leasing  program  for  its  mem- 
bers. A proposal  has  been  submitted  which  seems  to 
have  a great  deal  to  offer.  Mr.  Osburn  explained 
some  of  its  features  and  advised  that  a member  loan 
program  is  also  available  from  the  same  company. 

Although  no  specific  action  was  taken  concerning 
the  proposal,  a request  was  made  that  the  company 
submit  additional  information  on  comparative  rates. 


Dr.  Thompson  announced  that  senatorial  can- 
didate John  Warner  and  his  wife,  Elizabeth  Taylor, 
would  attend  the  VaMPAC  banquet  at  Richmond's 
Hotel  John  Marshall  on  October  13. 


Mr.  Osburn  reported  that  some  nursing  associa- 
tions are  becoming  more  aggressive  in  their  efforts  to 
obtain  collective  bargaining  privileges  for  their  mem- 
bers. He  also  called  attention  to  the  fact  that  the 
American  Nurses  Association  is  reported  to  be  seek- 
ing direct  payments  to  nurses  from  third  party  pay- 
ors. There  are  also  indications  that  the  District  of 
Columbia  Nurses  Association  might  be  seeking  to 
recruit  Virginia  nurses  for  Union  purposes. 


It  was  agreed  that  the  next  two  meetings  of  Council 
would  be  held  on  Saturday,  July  16,  and  Saturday, 
September  17.  Both  meetings  will  be  held  in  Rich- 
mond. 

There  being  no  further  business,  the  meeting  was 
adjourned. 

Robert  I.  Howard,  Secretary 

APPROVED: 

W.  Leonard  Weyl,  MD,  President  Hi 
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Cruise 

tiie 

Caribbean 
wilt!  a 
Countess 


Cruise  the  Caribbean  with  a Countess — that’s 
the  invitation  of  The  Medical  Society  of  Vir- 
ginia’s Travel  Program  to  a 1978  winter  holiday. 

You’ll  depart  Richmond  on  Saturday,  January 
14,  for  San  Juan,  Puerto  Rico,  on  an  Eastern 
Airlines  jet. 

In  San  Juan  you'll  meet  the  Countess.  The 
Countess  is  the  new,  deluxe  cruise  ship  of  the 
famous  Cunard  line,  built  especially  for  warm 
weather  cruising.  It  will  be  your  home  for  a 
week — and  what  a home!  Cheerful  staterooms 
that  are  living  rooms  by  day  and  bedrooms  by 
night.  A restaurant  high  on  the  ship  where  you  can 
look  out  over  the  sea  while  selecting  from  lavish 
menus.  Three  nightclubs  and  four  bars.  A cinema 
and  a casino.  Shopping  arcades  and  a swimming 
pool.  Sauna/massage  and  hairdressing  salons. 
Acres  of  promenade  deck  for  enjoying  sun  or 
stars. 

Aboard  this  beautiful  ship  you’ll  spend  Sunday 
at  sea  as  the  Countess  takes  you  due  south  across 
the  Caribbean  to  Caracas,  on  the  shores  of  South 


America.  On  Monday  you’ll  sightsee  this  Vene- 
zuelan city. 

That  night  you’ll  be  back  aboard  the  Countess 
for  the  overnight  cruise  to  the  first  of  four  island 
ports  of  call:  Grenada,  where  on  Tuesday  you'll 
visit  St.  George,  one  of  the  prettiest  capitals  in  the 
Caribbean. 

So  it  will  go,  afloat  by  night,  ashore  by  day: 

On  Wednesday  to  Barbados,  with  its  beautiful 
beaches. 

To  St.  Lucia  on  Thursday,  where  you'll  see  the 
picturesque  fishing  village  of  Soufriere. 

To  St.  Thomas  on  Friday,  for  a shopping  spree 
in  this  duty-free  market. 

And  on  Saturday,  January  21,  back  to  Puerto 
Rico,  with  time  to  tour  Old  San  Juan  before 
boarding  your  plane  for  the  return  to  Richmond. 

Seven  days  of  June  in  January!  It’s  a great  idea 
and  no  doubt  will  be  a popular  offering.  Reserve 
your  space  early.  Brochures  giving  full  details 
have  been  addressed  to  all  MSV  members,  or  call 
MSV  headquarters,  804  353-2721. 


The  Medical  Society 
of  Virginia 
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Summerhouses  of  Virginia,  by  Gwynn  Cochran  Pri- 
deaux.  143  pp,  profusely  illustrated.  Richmond,  the 
William  Byrd  Press,  1976,  S12.  (Published  under  the 
auspices  of  the  Mary  Wingfield  Scott  Fund  of  the 
Research  Library,  Valentine  Museum,  Richmond.) 

What  a charming  book! 

The  author,  a Virginian,  has  gone  about  the  state 
photographing  in  their  natural  settings  all  manner  of 
summerhouses — gazebos,  belvederes,  pavilions,  tea- 


houses, call  them  what  you  will.  The  result  is  a beguil- 
ing collection  of  embellishments  to  that  Virginia  spe- 
cialty, the  garden.  There  are  summerhouses  of 
wrought-iron,  and  wood,  and  brick;  rustic  and  for- 
mal; old  and  new;  on  land  and  over  water;  tiny  and 
spacious.  All  have  one  thing  in  common:  they  are  as 
appealing  as  a glass  of  iced  tea  on  a hot  summer's 
day. 

Mrs.  Prideaux  has  also  written  text  for  her  photo- 
graphs, sharing  with  the  reader  the  provenance  of 


Dr.  and  Mrs.  M.  Pinson  Neal,  Jr.,  have  two  summerhouses  on  the  grounds  of  their  Richmond  home.  The 
hexagonal  cedar  one  shown  above  shading  Mrs.  Neal  is  in  a rear  garden,  surrounded  by  rhododendrons, 
azaleas  and  wild  dogwood.  The  other  is  a rustic  dock  shelter  reaching  over  a pond. 
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The  summerhouse  at  right  serves  as  a pool  house  on 
the  grounds  of  Dr.  and  Mrs.  William  Grossman’s 
home  in  Hunterdale  near  Franklin,  Virginia.  As  its 
patterned  slate  roof  and  molded  finial  testify,  it  is 
actually  a cupola  that  once  topped  a Queen  Anne 
style  mansion. 


each  little  shelter;  thus  one  is  led  happily  along  the 
paths  of  Virginia  history.  Often  there  is  an  old  photo- 
graph, too,  to  show  an  original  state  and  site;  for 
summerhouses,  slight  of  structure,  are  movable 
feasts,  and  many  in  this  book  have  been  moved  more 
than  once.  The  extraordinary  eight-sided  summer- 
house shown  on  the  book’s  dust  jacket,  built  in  1892, 
has  travelled  four  times  with  as  many  owners  and  is 
now  “alive  and  well,”  as  the  author  puts  it,  on  a 
sweeping  lawn  near  Moseley  in  Chesterfield  County. 
The  “Bee  House,”  so-called  because  of  its  remark- 
able hive-shaped  roof,  was  transported  all  the  way 
from  Italy  to  a home  near  Warrenton  before  the  Civil 
War;  then,  in  1957,  the  grandson  of  the  original 
owner  moved  it  to  his  home,  Bruce  Farm,  near  Blue- 
mont.  A large,  classically  latticed  summerhouse  now 
situated  in  an  outlying  area  of  Fredericksburg  was 
originally  the  ice  house  for  the  landmark  Carmichael 
house  in  a central  neighborhood  of  that  city.  Six 
generations  of  physicians  enjoyed  this  summerhouse, 
the  text  recounts;  Dr.  George  French,  who  bought 
the  dwelling  in  1785,  was  the  first,  and  Dr.  Elizabeth 
Randolph  Carmichael,  who  now  lives  in  Exmoor, 
was  the  last — for  home,  summerhouse  and  adjoining 
doctor’s  office  building  were  sold  in  1948.  Repro- 
duced here  are  three  of  the  author’s  photographs  of 
summerhouses  owned  by  Virginia  physicians. 

The  late  Charles  Freeman  Gillette,  renowned  Vir- 
ginia landscape  architect,  designed  many  of  the  sum- 
merhouses in  this  book.  But  not  a few  were  planned 
and  built  by  the  men  who  owned  the  houses;  these, 
for  this  reader,  quite  steal  Mr.  Gillette’s  show,  for 
they  are  so  unpretentiously  inviting  and  look  so 
"lived  in.” 

This  book  is  an  unqualified  delight — and  it  will 
make  you  want  to  add  a summerhouse  to  your  prem- 
ises, if  you  don’t  already  have  one.  You  need  look  no 
further  for  a model;  Summerhouses  of  Virginia  gath- 
ers together  what  surely  must  be  the  loveliest  of  the 
species.  A.G. 


This  lacey  confection  crowns  the  garden  of  Mrs. 
Thomas  F.  Wheeldon,  Richmond,  and  is  surrounded 
by  magnolias,  azaleas,  flowering  trees  and  ever- 
greens. Its  ironwork  came  from  an  old  house  in 
which  the  late  Dr.  Wheeldon  once  had  his  offices. 
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• L)r.  Leonard  Weyl,  President,  The  Medical  Society  of  Vir- 
9 ginia  (left),  listens  to  Senator  William  L.  Scott  during  the  spring 
luncheon  shared  by  MSV  leaders  and  Virginia’s  congressional  contingent  in  Washington.  Nine  legislators 
joined  fifteen  MSV  officers  ana  councilors  in  the  dining  room  of  the  Speaker  of  the  House  for  the  annual  event. 


n 


® The  first  “Fit  Trail”  in  northern  Virginia  is  given  a trial  jog  by 

• Leon  I.  Block  (left)  and  Dr.  Eugene  O.  S.  Stevenson  of  the  Fa 

The  two  physicians  were  invited  by  the  Fairfax  County  Park  Authorit 
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IPPB,  To  Be  or  Not  To  Be 


WHEN  Dr.  Hurley  Motley  published  his  obser- 
vations on  the  clinical  use  of  intermittent  posi- 
tive pressure  in  1947  I wonder  if  he  realized  what 
concerns  he  and  his  successors  might  have  as  it  be- 
came more  used  and  over-used.  The  medical  liter- 
ature is  filled  with  articles  extolling  and  condemning 
the  use  of  this  questionable  therapeutic  modality.  Dr. 
Campbell  in  1967  stated  “IPPB  is  of  limited  value.  I 
suspect  that  when  it  works  it  is  unnecessary.  How- 
ever, in  some  institutions  it  is  easier  to  get  nurses 
(therapists)  to  look  after  the  machines  than  after 
patients.  So  as  the  patient  may  incidentally  benefit 
from  the  attention,  1 do  not  necessarily  oppose  the 
exhibition  of  an  IPPB."  Since  many  believe  that  one 
of  the  major  factors  for  the  rapid  development  of 
respiratory  therapy  has  been  the  inability  of  nurses  to 
cope  with  the  numbers  of  patients  and  the  sophis- 


tication of  the  equipment,  this  is  not  an  unreasonable 
observation. 

The  use  of  IPPB  in  the  United  States  has  gained 
wide  popularity  and  has  rapidly  proliferated  over  the 
past  15  years.  Most  hospitals  in  Virginia  can  docu- 
ment a rapid  rise  in  usage  in  the  late  1960's  and 
probably  a reduction,  though  not  as  rapid,  in  its 
usage  in  the  1970’s.  Many  individuals,  texts  and  arti- 
cles have  indicated  possible  benefits  and  possible  haz- 
ards related  to  its  use.  Those  presented  below  are  a 
compilation  of  many  such  sources. 

These  benefits  and  hazards  can  be  defended  and 
opposed.  There  continue  to  be  articles  published 
about  IPPB  attesting  to  its  interest  to  physicians.  In  a 
Medlars  search  there  are  152  references  to  IPPB  in 
the  English  literature  in  the  past  three  years.  Al- 
though many  of  these  articles  do  not  address  the 


Possible  Benefits  of  IPPB 

1.  Improve  bronchial  toilet 

a.  Relief  of  bronchospasm  with  aerosol 
bronchodilators 

b.  Liquefy  secretions  with  water,  saline,  mu- 
colytes  or  antibiotics 

c.  Promote  cough  (to  remove  secretions) 

d.  Increase  vital  capacity  (to  improve  secretion 
clearance) 

2.  Relieve  and/or  prevent  atelectasis  (by  increas- 
ing vital  capacity) 

3.  Decrease  work  of  breathing 

4.  Increase  oxygenation 

5.  Improve  emotional  and/or  social  functions 


Possible  Hazards  of  IPPB 

1.  Airtrapping  and  worsening  ventilation  per- 
fusion abnormalities  (V/Q) 

2.  Infection  (from  use  of  contaminated  equip- 
ment) 

3.  Hypoxemia  (by  increasing  work  of  breathing  or 
worsening  V/Q  abnormalities) 

4.  Cardiac  disturbances  (primarily  decreasing  car- 
diac output) 

5.  Barotrauma  (pneumothorax-pneumomediasti- 
num) 

6.  Psychologic  dependence 
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problem  of  clinical  usage,  a large  number  do.  Two 
recent  reviews  of  long-term  outpatient  use  of  IPPB 
have  been  published,  one  indicating  no  value  and 
some  questionable  decrease  in  lung  function  and  the 
other  showing  clear  improvement  in  patients  with  its 
use. 

The  fact  that  in  medicine  most  therapeutic  mod- 
alities are  not  accepted  without  proof  of  efficacy  is 
not  germane  to  this  issue  since  it  correctly  or  in- 
correctly has  an  established  place  in  many  medical 
regimens.  Thus  it  becomes  necessary  to  prove  that 
there  are  no  benefits  or  even  actual  hazards  from  its 
use  in  order  either  to  continue  or  to  stop  it.  Most  of 
the  studies  stimulated  by  the  American  Thoracic 
Society — NIH — Sugarloaf  Conference  have  in- 
dicated that  there  is  no  benefit  provided  by  the  use  of 
IPPB.  Since  the  cost  to  those  paying  for  IPPB  treat- 
ment is  enormous  (exact  figures  are  unknown  but 
estimated  in  the  hundreds  of  millions  of  dollars  annu- 
ally), we  must  certainly  consider  strongly  the  use  of 
other  available  approaches.  Assuming  some  benefit, 
it  would  be  difficult  not  to  believe  that  IPPB  is  much 
over-used.  But,  even  the  most  vociferous  opponent  of 
the  use  of  IPPB  will  admit  to  its  value  in  some  few 
patients.  Of  equal  concern  to  over-use  is  its  in- 
appropriate use  or  improper  delivery  by  the  respi- 
ratory therapy  profession.  Most  certainly  the  over- 
use is  an  indictment  of  the  medical  profession  since 
physicians  must  order  the  procedure.  It  has  been 
recently  demonstrated  by  Yanda  that  IPPB  must  be 
quality  controlled,  with  a definite  written  prescription 
as  well  as  a definite  procedure  with  proper  repeated 
measurements  by  the  therapist  at  the  time  of  the 
treatment,  if  the  treatment  is  to  be  of  value.  His 
article  pointed  out  that  without  some  type  of  volume 
measuring  device  the  only  evaluation  that  can  be 
made  at  the  time  of  an  IPPB  treatment  is  respiratory 
rate,  which  is  not  related  to  tidal  volume,  the  most 
important  variable. 

There  are  at  least  two  areas  in  which  IPPB  seems  to 
me  to  be  of  value:  one,  the  delivery  of  aerosol  medica- 
tion under  controlled  conditions  and  two,  assisting 
patients  to  take  larger  breaths  or  larger  tidal  volumes. 
M ultiple  studies  have  shown  that  aerosol  medications 
can  be  given  equally  as  well  by  less  expensive  means. 
However,  in  certain  patients  it  is  important  to  have 
these  aerosols  delivered  into  higher  lung  volumes  as 
might  be  obtained  by  the  use  of  IPPB.  Additionally, 
some  patients  are  unable  properly  to  use  a hand-held 
nebulizer  and  receive  adequate  therapy. 

The  most  important  consideration  is  that  the  IPPB 
machine  gets  the  respiratory  therapist  to  the  patient. 
This  means  that  the  patient  with  respiratory  disease  is 
in  contact  with  an  allied  health  professional  who  is 
trained  in  respiratory  cqre.  If  this  therapist  performs 


his/her  task  properly  the  patient  will  benefit.  Since 
IPPB  is  only  a small  part  of  respiratory  care,  the 
therapist  should  utilize  bronchial  drainage,  chest  vi- 
bration and  clapping,  deep  breathing  and  coughing, 
as  well  as  IPPB  in  the  total  treatment. 

Whether  or  not  IPPB  can  produce  any  of  the  pos- 
sible benefits  listed  above  remains  unanswered.  There 
are  studies  in  process  to  evaluate  this  problem.  I be- 
lieve that  there  is  a place  for  IPPB  as  a device  to 
deliver  aerosol  medications,  possibly  into  higher  lung 
volumes,  and  temporarily  to  increase  tidal  volumes  as 
a part  of  a complete  respiratory  care  program,  and 
that  it  should  be  continued  for  this  somewhat  re- 
stricted use  with  definite  clinical  controls  to  monitor 
its  effectiveness. 

James  P.  Baker,  IVID 


MSV  Communications  Series 
Opens  in  Alexandria 

The  first  MSV  Workshop  in  Better  Communica- 
tions drew  more  than  100  physicians  to  the  Alex- 
andria, Virginia,  Hospital  on  May  21.  Cosponsor 
and  host  was  the  Northern  Virginia  Consortium  for 
Continuing  Education.  MSV  President  Leonard 
Weyl  was  the  moderator;  he  is  shown  here  at  the 


podium  (right)  with  Dr.  Joseph  Beinstein,  the 
Consortium’s  vice-chairman. 


In  the  four-hour  session,  speakers  gave  the  “how 
to’s"  of  communicating  effectively  with  patients, 
office  staff,  legislators,  and  federal  agencies. 

“We  physicians  perform  well,”  said  Dr.  Weyl, 
“and  we  have  to  make  sure  that  the  public  indeed 
knows  it.” 
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Memoir  of  Marshall  T.  Garrett 
1904-1976 

By  White  McK.  Wallenborn,  MD, 

Armistead  P.  Booker,  MD, 
and  Thomas  H.  Bain,  MD 

Marshall  T.  Garrett,  MD,  Charlottesville,  died  at 
age  72  years  on  September  1,  1976.  Born  in  1904  in 
Galveston,  Texas,  he  was  educated  in  the  Galveston 
public  schools;  he  received  his  undergraduate  and 
MD  degrees  at  Howard  University,  Washington, 
DC. 

Dr.  Garrett  practiced  for  over  35  years  in  the  Char- 
lottesville-Albemarle  community.  He  faithfully 
served  the  needs  of  his  many  devoted  patients  at  all 
hours  and  without  regard  for  their  ability  to  pay. 

His  social  memberships  included  the  Alpha  Phi 
Alpha  and  Chi  Delta  Mu  fraternities  at  Howard  Uni- 
versity. His  professional  memberships  included  the 
Albemarle  County  Medical  Society,  The  Medical 
Society  of  Virginia,  Southern  Medical  Association, 
New  York  Academy  of  Sciences  and  American  Medi- 
cal Association. 

He  is  survived  by  his  wife  and  three  sons:  Marshall 
H.  Garrett,  management  analyst  for  the  Internal 
Revenue  Service  in  Richmond;  Paul  C.  Garrett,  assis- 
tant city  attorney  for  Charlottesville;  and  Capt.  Rus- 
sell K.  Garrett,  US  Army,  stationed  at  Fort  Lee. 

Dr.  Garrett  was  a quiet  and  compassionate  physi- 
cian who  made  himself  readily  available  at  all  times 
to  the  needs  of  his  patients.  His  death  leaves  a signifi- 
cant void  in  medical  care  in  his  community  which  will 
be  difficult  to  fill. 

This  memoir  prepared  and  published  at  the  request  of  the 
Albemarle  County  Medical  Society. 


Memoir  of  Alfred  Abramson 
1909-1977 

Dr.  Alfred  Abramson,  physician  and  surgeon  in 
Alexandria  for  39  years,  died  at  his  home  on  March 
1 1,  1977,  of  a heart  attack.  He  was  68  years  old. 

Dr.  Abramson,  the  son  of  Sophia  and  Benjamin 
Abramson,  was  born  in  Alexandria,  just  two  blocks 
from  where  he  later  had  his  home  and  office.  He 


attended  George  Washington  University  and  then  the 
Medical  College  of  Virginia  in  Richmond,  where  he 
received  degrees  in  pharmacy  and  medicine.  He  in- 
terned at  the  old  Emergency  Hospital  in  Washington, 
followed  by  a residency  in  surgery  at  Charity  Hospi- 
tal in  Mobile,  Alabama. 

He  had  been  on  the  medical  staff  of  the  Alexandria 
Hospital  since  1938  and  served  in  the  past  as  the 
hospital's  chief  of  staff  and  chief  of  surgery.  In  the 
hospital’s  School  of  Nursing  he  taught  pharmacology 
for  many  years,  and  he  served  on  the  board  of  direc- 
tors of  the  Alexandria  Community  Health  Center 
Clinic.  He  served  as  Alexandria’s  medical  examiner 
for  27  years  and  as  a physician  for  the  AB  & W Bus 
Company. 

Dr.  Abramson  was  a life  member  of  the  Alexandria 
Medical  Society,  a member  of  The  Medical  Society  of 
Virginia,  Southern  Medical  Association,  and  Ameri- 
can Medical  Association. 

Dr.  Abramson’s  wife  Beatrice,  a son.  Dr.  Edward 
Abramson,  a daughter,  Karen  Cantor,  and  four 
grandchildren  survive  him. 

He  was  a kind  and  gentle  man,  who  enjoyed  his 
garden  and  his  woodworking  hobby,  who  was  be- 
loved and  respected  by  his  patients  and  his  fellow 
physicians,  and  who  will  be  greatly  missed  by  all  who 
knew  him. 

Prepared  and  published  at  the  request  of  the  Alexandria 
Medical  Society. 


Memoir  of  H.  A.  Wiseman,  III 
1920-1977 

By  T.  Kerr  Laird,  MD 

Henry  Adolphus  Wiseman,  III,  was  born  in  Dan- 
ville, Virginia,  on  February  10,  1920,  the  son  of  Dr. 
Henry  A.  Wiseman,  Jr.,  who  was  a general  prac- 
titioner in  the  area  for  more  than  50  years.  Dr.  Wise- 
man, Jr.,  often  had  his  son  accompany  him  on  house 
Calls  into  the  country;  as  a result,  the  son’s  interest  in 
medicine  began  at  an  early  age. 

Dr.  Wiseman  received  his  elementary  education  in 
the  public  schools,  was  graduated  from  Hampden- 
Sydney  College  with  honors  and  was  awarded  his 
degree  in  medicine  by  the  University  of  Virginia  in 
1944.  While  in  medical  school  he  was  a member  of 
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the  naval  reserve  and  served  a year  on  active  duty  in 
the  Pacific  and  two  years  in  Korea.  He  was  dis- 
charged from  active  duty  in  1954  as  a senior  lieuten- 
ant. He  then  returned  to  Danville  and  joined  his 
father  in  the  practice  of  medicine. 

He  soon  demonstrated  to  his  peers  his  professional 
dedication  and  his  deep  concern  for  his  fellow  man. 
He  served  on  numerous  hospital  committees,  as  pres- 
ident of  the  Danville-Pittsylvania  Academy,  as  a 
member  of  the  board  of  trustees  of  the  Roman  Eagle 
Nursing  Home,  worked  with  the  Rescue  Squad,  and 
served  many  years  as  medical  examiner  for  the  city. 
As  a result  of  his  interest  in  the  affairs  of  his  alma 


mater,  Hampden-Sydney,  he  was  elected  a trustee  of 
the  college  in  1974.  He  served  on  the  deaconate  and 
as  a ruling  elder  of  the  First  Presbyterian  church. 

Since  he  was  an  ardent  sportsman,  he  looked  for- 
ward to  the  opening  of  the  trout  season,  the  running 
of  the  striped  bass,  and  dove  shooting. 

The  death  of  Dr.  Wiseman  on  March  26,  1977,  has 
deprived  his  family  of  a devoted  husband  and  father, 
his  medical  peers  and  patients  of  a dedicated  surgeon, 
and  the  entire  community  of  a sincere,  unselfish  and 
concerned  individual. 

Prepared  and  published  at  the  request  of  the  Danville- 
Pittsylvania  Academy  of  Medicine.  Paw 


Virginia  Screening  Detects  Early  Scoliosis 


Virginia  has  a highly  successful  scoliosis  screen- 
ing program  sponsored  by  the  Virginia  Ortho- 
paedic Society.  It  is  now  established  in  seven 
school  districts,  where  a surprising  number  of 
early-stage  scoliosis  cases  have  been  detected.  Be- 
cause these  cases  have  been  diagnosed  early,  they 
can  be  treated  with  postural  exercises  and  braces, 
avoiding  the  extensive  surgery  and  immobilizing 
procedures  needed  for  advanced  stages. 

Children  of  prepuberty  age  are  screened  in 
school  gymnasiums  by  teachers  and  nurses  who 
have  been  instructed  in  the  screening  process  by 
movies  developed  for  this  purpose.  These  screen- 
ers  can  recognize  early-stage  curvatures  of  5-15°, 
which  may  easily  go  unnoticed  by  parents.  The 
screenings  have  been  finding  a scoliosis  incidence 
of  2-3%,  most  of  which  can  be  treated  by  con- 
servative measures. 

Scoliosis  screening  programs  are  conducted  also 
in  Delaware  and  Minnesota.  Dr.  Henry  Caldwell, 
a leader  in  developing  the  Delaware  effort,  says  the 
screening  program  in  that  state  literally  has  done 
away  with  the  need  for  scoliosis  surgery. 

The  Virginia  Orthopaedic  Society  hopes  to  en- 
list the  cooperation  of  the  State  Health  Depart- 
ment in  a state-wide  scoliosis  screening  program  to 
encompass  all  Virginia  school  children,  just  as  all 
Virginia  school  children  receive  eye  and  ear 
screenings. 

Dr.  Thomas  E.  Strong,  Roanoke,  is  chairman  of 
the  Scoliosis  Screening  Committee,  which  is  com- 
prised of  21  orthopaedists  from  over  Virginia.  He 
is  assisted  by  Dr.  Michael  W.  Hakala,  Charlottes- 
ville, and  Dr.  Virgil  R.  May,  Jr.,  Richmond.  Dr. 


H.  George  White.  Winchester,  is  president  of  the 
Virginia  Orthopaedic  Society. 

The  active  support  of  all  Virginia’s  orthopaed- 
ists, as  well  as  other  physicians,  is  needed  for  the 
expansion  of  this  commendable  program.  Dr. 
Strong  will  be  happy  to  tell  you  how  you  can  start 
a program  in  your  community. 


Dr.  Virgil  R.  May  examines  for  scoliosis  during  a 
screening  program  encompassing  8,000  students  of  Hen- 
rico County  schools. 
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A Patient’s  Story 

A distraught  patient  presented  recently  in  my  office 
with  a story  that  may  be  of  interest  to  my  colleagues. 
This  lady  has  been  a patient  of  mine  for  several  years 
and  has  always  been  most  cordial  and  pleasant  to 
deal  with. 

I have  taken  the  liberty  of  asking  this  lady  to  put 
her  feelings  into  a narrative  letter  for  the  readers  of 
Virginia  Medical. 

Edward  A.  Zakaib,  MD 

7117  Jahnke  Road 
Richmond  VA  23225 

My  husband  was  critically  ill  in  a hospital  for  41 
days,  36  of  them  in  an  intensive  care  unit.  He  lived 
another  36  days  in  a nursing  home  before  he  died.  He 
had  been  in  poor  health  for  many  years,  and  his  death 
was  something  for  which  1 was  well  prepared. 

During  his  illness  I came  as  close  to  a complete 
hysterical  collapse  as  one  can  come  and  not  go  over 
the  edge  of  sanity.  1 was  angry,  hurt,  bewildered  and 
resentful.  Not  because  my  husband  was  dying,  but 
because  a doctor  was  too  busy  or  too  indifferent  or 
too  arrogant  to  talk  to  me. 

During  that  time  I not  only  lost  a husband,  I lost 
something  that  has  been  a part  of  my  entire  adult  life. 

I lost,  in  some  degree,  my  admiration  and  respect  for 
a doctor.  Until  my  husband’s  last  illness,  I had  placed 
doctors  in  a very  special  category  as  people  whom  I 
admired  and  respected. 

Off  and  on  for  30  years  I have  worked  in  the 
business  side  of  the  medical  profession.  I am  familiar 
with  many  of  the  burdens  a doctor  carries.  I am  well 
aware  that  patient’s  families  can  be  nuisances,  espe- 


cially those  that  demand  daily  reports.  I have  defen- 
ded doctors  when  accusations  were  made  about  their 
being  impersonal  and  uncaring.  I have  defended  doc- 
tors when  they  were  accused  of  thinking  of  patients  as 
numbers  in  a file. 

I cannot  condemn  all  doctors  because  of  the  ac- 
tions of  one  or  two,  but  my  admiration  is  tarnished 
and  my  respect  is  weakened. 

To  understand  what  happened  in  my  husband’s 
case,  it  is  necessary  to  know  the  cast  of  characters. 
There  were  three  doctors  involved,  all  highly  com- 
petent in  their  fields:  Dr.  A,  the  internist  who  admit- 
ted my  husband;  Dr.  B,  the  surgeon;  Dr.  C,  the 
internist  who  took  over  my  husband’s  care  in  the 
nursing  home. 

The  first  few  days  after  admission  various  tests 
were  made,  then  Dr.  A called  in  Dr.  B,  who  per- 
formed a six-hour  operation.  Dr.  B called  me  prior  to 
the  operation  and  asked  that  I meet  him  after  the 
surgery.  He  came  and  talked  with  me  for  about  five 
minutes,  explaining  what  had  been  done  and  what 
might  be  expected. 

By  chance  I met  Dr.  B coming  out  of  the  unit  two 
days  after  the  operation  and  took  up  possibly  two 
minutes  of  his  time.  A week  later  I left  a note  in  the 
unit  that  I would  like  to  talk  to  Dr.  B at  his  conven- 
ience regarding  my  husband’s  condition.  Another 
week  passed.  1 left  word  at  Dr.  B’s  office  and  in  the 
unit.  A third  week  passed  with  no  communication.  I 
left  word  at  his  office  that  1 would  make  myself 
available  at  any  time  it  was  convenient  for  him  to  call 
me.  For  three  successive  days  I stayed  by  the  tele- 
phone all  afternoon  having  been  told  each  morning 
by  his  office  that  Dr.  B would  call.  He  did  not  call. 
During  this  time.  Dr.  A was  most  courteous  in  re- 
turning my  calls  but  he  could  tell  me  very  little  as  he 
said  the  surgeon  was  in  charge  of  the  case. 

In  the  meantime,  my  husband  had  an  obvious  re- 
lapse. When  all  the  tubes  that  had  been  removed  were 
replaced  in  the  middle  of  the  night  I did  not  need  to 
be  told  by  a doctor  that  he  was  not  progressing. 

Finally  Dr.  B called  me  but  only  when  I had  in 
desperation  called  a doctor  who  is  a friend  and  told 
him  the  situation.  He  had  called  Dr.  B,  and  Dr.  B 
called  me  immediately.  I had  written  out  the  ques- 
tions I needed  to  ask,  and  our  conversation  was  very 
brief. 

Several  days  later  Dr.  B left  word  in  the  unit  for  me 
to  call  him.  I did  and  was  told  by  his  office  nurse  to 
start  arrangements  to  move  my  husband  to  a nursing 
home  as  he  had  reached  a plateau.  1 asked  if  I might 
talk  to  Dr.  B for  an  assessment  of  my  husband’s 
condition  and  was  told  that  he  would  call  me  if  he 
thought  it  necessary.  My  last  contact  with  Dr.  B was 
a call  telling  me  to  move  my  husband  as  soon  as 
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possible  to  a nursing  home.  More  than  a month  after 
my  husband’s  death.  Dr.  B’s  bill  was  sent  in  my 
husband’s  name  to  the  nursing  home. 

The  week  before  my  husband  was  moved  I discov- 
ered that  Dr.  A did  not  go  to  nursing  homes.  Dr.  C, 
whose  name  was  picked  at  random  from  a list  of 
doctors  who  go  to  nursing  homes,  took  over  the  case. 
Dr.  C did  everything  in  his  power  to  help  me.  He 
returned  my  calls,  answered  my  questions  and  made 
me  feel  that  he  cared  about  my  welfare  as  well  as  my 
husband’s  medical  care. 

In  no  way  do  I mean  to  suggest  that  any  doctor  on 
this  case  was  not  competent.  Dr.  A is  highly  regarded 
and  most  conscientious;  the  same  is  true  of  Dr.  C.  Dr. 
B is  considered  an  outstanding  surgeon,  but  to  me  he 
is  utterly  lacking  in  humanity. 

I do  not  think  I was  unreasonable  in  my  requests. 
All  I wanted  was  to  be  kept  informed  of  my  hus- 
band’s condition. 

Name  withheld  on  request. 

Licensure  Role  for  Physicians 

Doctors  are  well  aware  of  the  medical  services  they 
provide  to  some  9,000  Virginians  who  reside  in  li- 
censed “homes  for  adults.”  They  may  not  be  aware  of 
the  role  they  play  in  the  licensure  of  these  nonmedical 
facilities. 

Homes  for  adults  are  subject  to  licensure  by  the 
State  Department  of  Welfare.  They  are  distinguished 
from  nursing  homes,  which  are  subject  to  licensure  by 
the  State  Health  Department,  by  virtue  of  their  pro- 
viding domiciliary  rather  than  medical  care  to  their 
aged,  infirm  or  disabled  residents.  Homes  for  adults 
vary  in  size  from  those  serving  as  few  as  four  resi- 
dents to  one  which  serves  502  residents.  The  resident 
population  ranges  from  those  people  who  require 
minimal  maintenance  and  care  to  those  who  because 
of  physical  or  mental  infirmities  require  constant 
maintenance  and  care. 

In  order  to  qualify  for  a license  a home  for  adults 
must  meet  certain  requirements,  including  mainte- 
nance of  a medical  record  for  each  resident.  Prior  to 
admission,  a resident  must  submit  written  medical 
evidence  of  a physical  examination,  including  screen- 
ing for  tuberculosis  and  a medical  opinion  that  nurs- 
ing care  is  not  needed.  A bedfast  person  may  not  be 
admitted  to  a home  for  adults.  If  after  admission  a 
resident  becomes  bedfast,  he  will  not  have  to  be 
moved  provided  1 ) his  physician  signs  a written  state- 
ment indicating  that  nursing  care  is  not  needed,  and 
2)  the  home  meets  fire  requirements  for  non- 
ambulatory persons. 

Virginia  fire  safety  regulations  limit  the  occupancy 


of  some  homes  to  residents  who  can  make  an  exit 
without  assistance  in  the  event  of  an  emergency. 
Standards  and  regulations  for  licensed  homes  for 
adults  require  a home  to  be  in  compliance  with  exist- 
ing state  and  local  fire  regulations. 

Because  of  this  fire  safety  requirement,  doctors  are 
called  upon  to  determine  whether  a person  is  “ambu- 
latory”— that  is  whether  he  is  able  by  reason  of  mental 
and  physical  condition  to  make  a normal  exit  in  case  of 
emergency  without  assistance.  This  requirement  tran- 
scends movement  and  reflects  the  resident’s  ability  to 
carry  out  a rational  decision. 

In  providing  this  medical  information,  a doctor 
assists  a resident  or  family  to  determine  whether  a 
home  for  adults  can  supply  appropriate  care.  It  en- 
ables a licensee  to  meet  specific  licensing  standards, 
and  it  also  enables  licensing  specialists  in  the  State 
Welfare  Department  to  determine  compliance  with 
standards. 

Also,  as  a result  of  a 1976  amendment  to  the  Phar- 
macy Act,  a doctor  has  the  option  of  designating  an 
agent  to  administer  drugs  to  a resident  in  a home  for 
adults  in  accordance  with  the  doctor’s  instructions, 
when  the  drugs  administered  normally  would  be  self- 
administered  by  the  resident.  This  option  to  doctors 
is  significant  for  residents  in  homes  where  the  licensee 
and/or  staff  are  not  otherwise  authorized  by  state  law 
to  administer  controlled  drugs. 

Nathan  Douthit 

Virginia  Department  of  Welfare 

Richmond  VA  23288  IB 


Clinical  Trial  for  Cancer  Patients 

The  Division  of  Surgical  Oncology,  Department 
of  Surgery,  Medical  College  of  Virginia,  and  the 
MCV-VCU  Cancer  Center  are  interested  in  assessing 
the  therapeutic  value  of  pre-surgical  intralesional 
and  post-surgical  systemic  immunotherapy  (Coryne- 
bacterium  parvum)  as  an  adjuvant  to  standard  surgi- 
cal treatment  of  epidermoid  carcinoma  of  the  oral 
cavity,  pharynx,  and  larynx.  Any  physicians  wishing 
to  refer  their  patients  for  such  a clinical  trial  should 
address  their  inquiries  to  Dr.  J.  Shelton  Horsley  III, 
Associate  Director,  MCV-VCU  Cancer  Center,  Box 
II,  1200  East  Broad  Street,  Richmond  VA  23298 
or  call  him  at  804-770-4146. 
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THE  AUXILIARY 

Mrs.  William  R.  Gordge,  Roanoke,  Virginia,  President 


Four  presidents  came  together  at  the 
Fairfax  County  Auxiliary’s  celebra- 
tion of  Doctors'  Day  earlier  this 
year,  and  here  they  are.  Right  to  left, 
Dr.  Richard  E.  Palmer,  President, 
American  Medical  Association; 
Mrs.  Palmer;  Dr.  W.  Leonard  Weyl, 
President,  The  Medical  Society  of 
Virginia;  Mrs.  Weyl;  Mrs.  Eugene 
O.  S.  Stevenson;  Dr.  Stevenson, 
President,  Fairfax  County  Medical 
Society;  and  Mrs.  Thomas  M.  Ful- 
cher, President,  Fairfax  County 
Auxiliary.  A lot  of  president  power 
in  one  place! 


When  the  Auxiliary  to  the  Northampton-Accomack  Medical  Societies  celebrated  its  fortieth  birthday  with  a 
luncheon  not  long  ago,  three  charter  members  were  present  to  blow  out  the  candles  on  the  birthday  cake.  They 
are,  left  to  right,  Mrs.  John  R.  Hamilton,  Mrs.  Sheppard  K.  Ames  and  Mrs.  Sidney  S.  Kellam.  01  the  twenty 
original  founders,  three  others  are  still  Auxiliary  members,  but  they  couldn't  make  the  party.  Mrs.  William  S. 

Burton  is  President  of  the  Northampton-Accomack  Auxiliary. 
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Oriental  Rugs 


My  name  is  Amir  Zinat;  I am  Iranian.  Years 
ago  as  a graduate  student  in  the  U.S.,  I noticed  the 
big  difference  in  the  price  of  Orientals  in  my  home- 
land and  here.  I have  chosen,  as  my  business,  to  sell 
these  rugs  at  more  reasonable  prices.  These  rugs  are 
selected  by  natives,  are  considered  good  investments 
and  are  exchangeable. 


When  buying  Oriental  rugs,  you  can  make  a better  selection  if  you  know  something  about  them. 

).  Your  home  is  not  a museum;  it  is  a place  for  your  comfort,  pleasure  and  relaxation.  When  selecting  an 
oriental  rug,  first  evaluate  how  much  you  like  a particular  rug  and  then  consider  how  it  complements  your 
decor. 

2.  All  sizes  and  colors  of  Oriental  rugs  are  available,  suitable  for  every  room  in  your  home  including  the  bathroom, 
hallways  and  steps,  and  a child's  room.  The  money  you  are  willing  to  invest  in  a rug  should  be  relative  to  the 
degree  of  its  use  and  enjoyment.  Furnish  with  rugs  first  the  rooms  which  are  used  most  often. 

3.  When  you  have  found  several  rugs  you  like,  compare  their  prices.  If  two  similar  rugs  vary  considerably  in  cost, 
be  sure  you  do  not  pay  the  higher  price  for  very  minor  differences. 

4.  Color  and  design  (the  balance  of  different  parts  of  patterns  and  the  proper  coordination  between  border  and 
field)  are  important  considerations  in  selecting  a rug. 

5.  Do  not  hesitate  in  selecting  a rug  which  to  some  may  appear  "too  loud"  or  "too  strong"  since  soft  colors  and 
simple  designs  often  lose  their  novelty  sooner  in  the  home. 

6.  Oriental  rugs  are  named  after  the  village  or,  more  often,  the  region  of  their  origin.  The  quality  of  a rug  may 
vary  greatly  regardless  of  the  name.  You  should  judge  a rug  by  its  individual  merits  (workmanship,  wools,  use 
of  color  and  design)  and  not  by  its  name  or  signature  alone. 

7.  Some  irregularity  of  shape,  color,  design  and  workmanship  is  acceptable  in  a handmade  oriental  rug.  How- 
ever, the  discrepancies  should  not  be  extreme. 

8.  Natural  silk  rugs  are  expensive  and  are  good  investments.  Be  selective  in  your  choice  since  some  synthetic 
silk  rugs  are  also  available. 

9.  In  antique  rugs  (50  years  and  older)  age  and  condition  are  significant  factors  in  judging  the  value  of  a rug. 
This  does  not  necessarily  mean  that  all  older  rugs  have  higher  value.  If  a rug  is  old,  it  must  be  in  very  good 
condition,  otherwise  do  not  consider  purchasing  it. 

I would  be  happy  to  help  you  learn  more  about  Orientals  and  assist  you  in  any  way  in  your  selection. 


Please  call  358-1711 
also  recommend  me  to  your  friends 

Thank  you 
Amir  Zinat’ 


Staples  Mill  Road  near  Broad  Street 

(in  Cross  Roads  Shopping  Center 
next  to  Best  Products  Toyland) 

Richmond,  Virginia 


VI RGI N IA  M EDICAL  CLASSI  FI  ED 


Virginia  Medical  Classified  insertions  accepted  at  the  dis- 
cretion of  the  Editor.  Rates:  $10  per  insertion  for  50  words  or 
less,  Wtf  per  word  in  excess  of  50.  Classified  display  available 


— 

NEEDED  AND  APPRECIATED 
in 

NORTON,  VIRGINIA 

Located  only  one  hour’s  drive  from  Tri-Cities,  Ten- 
nessee, area  in  southwestern  Virginia,  new  hospital  and 
medical  office  building  to  open  August,  1977.  Due  to 
energy  crisis  and  renewal  in  coal  production,  Norton 
has  become  an  active  business  area  with  increasing 
population.  Excellent  schools  (elementary,  high 
school,  college),  churches  and  recreational  activities 
for  physician  and  his  family.  Guaranteed  income  for 
first  year  with  office  space  and  household  move  pro- 
vided. If  you  are  looking  for  rural  area  with  excellent 
practice  opportunity,  please  write  with  CV  or  call  504 
837-6456. 

James  R.  Mattingly 
Assistant  Vice-President 
Physician  Relations 
QUALICARE,  INC. 

PO  Box  24189 

New  Orleans  LA  70184 


CITY  PHYSICIAN:  Position  requires  a Board-certified  in- 
ternist with  special  interest  in  cardio-pulmonary  diseases. 
Individual  will  be  responsible  for  the  implementation  and 
administration  of  a medical  office  concerned  with  the  eval- 
uation and  assessment  of  the  physical  condition  of  applicants 
for  city  positions  as  well  as  approximately  3,000  city  employ- 
ees. Individual  will  also  be  responsible  for  the  implementation 
of  a preventive  medicine  program  for  city  employees  as  re- 
quired. Annual  salary  range  $38,280,  to  $40,680  plus  fringe 
benefits  which  includes  malpractice  insurance.  Interested  in- 
dividuals should  furnish  personal  resume  and  apply  to  City  of 
Virginia  Beach,  Department  of  Personnel,  Municipal  Cen- 
ter, Virginia  Beach  VA  23456. 

FOR  SALE — Office  instruments  and  equipment:  two  office 
stools,  examining  table  (like  new),  Health-O-Meter  scales, 
cold  quartz  lamp,  electric  hemmorhoidal  set  with  two  knives 
(new),  freezing  set  for  rectal  stenosis,  proctoscope,  otoscope, 
sterilizer,  many  vaginal  speculums,  footstool,  green  metal 
cabinet,  head  magnifying  set  and  many  other  instruments. 
Phone  703  825-5554  for  details. 


PATRONIZE  OUR  ADVERTISERS! 


at  $20  per  50  words.  Copy  due  by  the  fijth  of  the  month  prior 
to  month  of  publication.  Send  to  the  Managing  Editor.  4205 
Dover  Road,  Richmond  VA  23221. 


MEDICAL  STAFF  AT  Powhatan  Correctional  Center  is 
seeking  another  physician  on  part-time  basis.  Experience  in 
general  practice,  family  practice,  or  internal  medicine  desir- 
able. Position  offers  flexibility  of  hours  enabling  continuance 
of  private  practice  and  liberal  state  benefits,  including  free 
professional  liability  coverage.  Salary  range  up  to  $19,800. 
Equal  Opportunity  Employer.  Interested  parties  contact  Dr. 
J.  P.  Jones,  Chief  Physician,  or  Mr.  Robert  G.  Hawk, 
Medical  Administrator,  at  804  784-5201,  Ext.  255  or  201. 

MEDICAL  OFFICE/APARTMENT : Medical  office  down- 
stairs with  four  treatment  rooms,  private  office,  restrooms, 
laboratory,  waiting  rooms,  reception  area.  Upstairs  apart- 
ment with  two  bedrooms,  den,  bath,  living  room,  dining  room 
and  screened  porch.  Located  south  Richmond.  Property  in 
excellent  condition.  $45,000,  financing  available.  Call  Earl 
Jackson,  Winfree  H.  Slater,  Inc.  804  320-1391. 

WANTED — Family  physician  to  work  full  or  part-time  in 
three-man  group  practice  in  Hopewell.  Telephone  804  458- 
8535. 

OFFICE  SPACE  in  Annandale,  Virginia — 1200  square  feet 
medical  office  space,  previously  occupied,  available  im- 
mediately. Private  building  easily  accessible  from  main 
thoroughfare.  Call  703  256-5870. 

DOCTOR’S  OFFICE  FOR  RENT,  approximately  1,000 
sq  feet,  Bon  Air  Medical  Building,  8710  Choctaw  Road, 
Richmond  VA  23235.  Contact  Gray  Realty  Corp.,  804 
353-4610,  or  804  320-7971. 

ARLINGTON,  VIRGINIA— Medical  offices  centrally 
located  near  excellent  hospitals  Washington  suburb.  4,000 
sq.  ft.  Functional  suite  ideal  group  or  expense  sharing.  4 
consultation  rooms,  10  examining,  X-ray,  lab,  reception 
room,  business  office.  Can  be  subdivided  three  individual 
practices.  Ample  parking/storage.  Under  $5/sq.  ft.  Available 
7-1-77.  Raymond  L.  Schwartz,  MI),  3231  Juniper  Lane, 
Falls  Church  VA  22044,  703  534-3716. 

PHYSICIANS  who  have  had  a minimum  of  one  year  of 
approved  psychiatric  residency  are  advised  that  applications 
are  now  being  received  by  the  Virginia  Institute  of  Group 
Psychotherapy  for  fall  enrollment.  The  nonprofit,  two-year 
Institute  is  designed  primarily  for  working  health  profes- 
sionals and  provides  on-the-job  training  in  addition  to  regular 
curriculum  courses.  For  particulars  write  Registrar,  Virginia 
Institute  of  Group  Psychotherapy,  3001  fifth  Avenue,  Rich- 
mond VA  23222. 
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WHO’S 

WHO 

IN  VI RGIINIA  MEDICINE 

Dr.  W.  Leonard  Weyl,  Arlington, 
President  of  The  Medical  Society  of 
Virginia,  was  tapped  in  June  by  the 
Arlington  Medical  Society  for  the 
Welburn  Award  for  distinguished 
contribution  to  medicine  in  the 
community.  The  award  honors  the 
late  Dr.  Williamson  C.  Welburn, 
founder  of  the  Arlington  Medical 
Society.  It  is  available  annually  but 
is  conferred  only  when  there  is  a 
candidate  of  outstanding  caliber. 


The  Richmond  Academy  of  Med- 
icine will  be  host  to  the  1977  Annual 
Meeting  at  the  John  M arshall  Hotel, 
Richmond,  October  13  to  16. 

Chairman  of  the  Academy’s  Com- 
mittee on  Arrangements  is  Dr.  Ed- 
win L.  Kendig,  Jr.,  The  others  of 
the  Committee  are:  Drs.  Walter  E. 
Bundy,  Jr.,  co-chairman;  Custis  L. 
Coleman,  hotels  and  halls;  J.  La- 
tane  Ware,  entertainment;  Carolyn 
M.  McCue,  scientific  exhibits;  W. 
Robert  Irby,  press  and  publicity; 
Weir  M.  Tucker,  golf;  Robert  P. 
Trice,  tennis. 

Mrs.  Robert  L.  Wood  is  chairman 
of  arrangements  for  the  meeting  of 
the  Auxiliary. 


The  American  College  of  Radiol- 
ogy recently  elected  two  Virginia 
physicians  as  Fellows.  They  are  Drs. 
Charles  P.  Winkler,  Richmond,  and 
Daniel  L.  Seale,  Charlottesville. 

And  these  Virginia  physicians 
have  become  Fellows  of  the  Ameri- 
can College  of  Physicians:  Drs.  W. 


Kline  Bolton,  William  T.  Cave,  Jr., 
Dudley  F.  Rochester  and  William  F. 
Tompkins,  III,  all  of  Charlottesville; 
Dr.  William  O.  Harris,  Jr.,  Newport 
News;  Dr.  Emmett  C.  Mathews,  Jr., 
Richmond;  Dr.  William  D.  Poe, 
Roanoke;  and  Dr.  Stephen  A.  Howl- 
ett,  Waynesboro. 


The  Virginia  Society  of  Ophthal- 
mology and  Otolaryngology  has 
elected  new  officers,  and  here  they 
are:  Drs.  Neil  Callahan,  Portsmouth, 
President;  J.  Thomas  Edmonds,  Ac- 
comac,  president-elect;  Donald  E. 
Sly,  Norfolk,  and  Richard  F.  Bun- 
ting, vice-presidents;  Richard  E. 
Gardner,  Staunton,  secretary-treas- 
urer. 


Honorary  membership  in  Phi 
Beta  Kappa  was  conferred  on  Dr. 
H.  J.  Warthen,  Richmond,  long-time 
Editor  of  this  journal  and  now  Edi- 
tor Emeritus,  during  honors  cere- 
monies at  the  graduation  exercises 
of  Dr.  Warthen's  alma  mater,  the 
Medical  College  of  Virginia,  Rich- 
mond. 


New  treasurer  of  the  American 
College  of  Cardiology  is  Dr.  J.  Wil- 
liam Cox,  Arlington.  He  was  elected 
at  the  College’s  annual  scientific  ses- 
sion in  Las  Vegas  early  this  year. 


The  three  medical  societies  in  the 
Northern  Virginia  area  have  new  of- 
ficers. 

For  the  Alexandria  Medical 
Society  Dr.  James  G.  Brown  has 
been  installed  as  president,  with 
these  serving  with  him:  Drs.  Eugene 
R.  Jacobs,  president-elect;  Hernando 
Salcedo,  vice-president;  Joan 
Wohlgemuth,  secretary;  Joel  H. 
Schiffman,  treasurer. 

Dr.  Robert  P.  Nirschl  heads  the 
Arlington  County  Medical  Society 
this  year,  aided  by  Drs.  Lawrence  A. 
Gaydos,  president-elect;  Charles  E. 


Hannan,  vice-president;  Herbert  G. 
Hopwood,  secretary;  Charles  L. 
Rickerich,  treasurer. 

Recently  installed  as  president  of 
the  Fairfax  County  Medical  Society 
was  Dr.  Eugene  O.  S.  Stevenson. 
Other  Fairfax  officers:  Drs.  Richard 
Fields,  president-elect;  Leon  Block, 
vice-president;  Ira  Godwin,  secre- 
tary: Barbara  Mella,  treasurer. 

It  was  disappointing  that  Dr. 
William  McC.  Eagles,  Richmond, 
wasn’t  one  of  the  five  winners  in 
the  Democratic  primary  contest  for 
House  of  Delegates  to  the  General 
Assembly,  He  made  a strong  bid, 
running  seventh  in  a field  of  13. 
Dr.  Eagles  is  a neurosurgeon;  in 
1974  The  Medical  Society  of  Vir- 
ginia gave  him  the  A.  H.  Robins 
Award  for  outstanding  community 
service. 


The  famous 
Homestead  beckons— 
along  with  CME 


AMA’s  Regional  CME 
The  Homestead 
Hot  Springs,  Virginia 
Sept.  30-Oct.  2,  T977 

Write: 

Dept,  of  Meeting  Services 
American  Medical  Association 
535  N.  Dearborn  St. 
Chicago,  III.  60610 
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THE  MEDICAL  SOCIETY  OF  VIRGINIA  SPONSORED 

INSURANCE  PLANS 

FOR  MEMBERS  AND  THEIR  DEPENDENTS 


DISABILITY  INCOME  PLAN 

Pays  When  Income  is  Interrupted  Due  to  Accident  or  Sickness 
Conversion  Privilege— Guaranteed  Renewable  to  Age  65 
Pays  OVER  AND  ABOVE  other  Plans 

PROFESSIONAL  OVERHEAD  EXPENSE 

Helps  Pay  Office  Expenses  While  Disabled— up  to  $4,200  Monthly 

$50,000  Major  Medical  Plan* 

$500  or  $1,000  Deductible;  Covers  Hospital  Cost,  Physician  and  Surgeon  Fees 


EXCESS  MAJOR  MEDICAL  PLAN 

Pays  up  to  $250,000  with  $25,000  Deductible 


HOSPITAL  EXPENSE  PLAN* 

Pays  up  to  $100  Per  Day  While  Hospitalized 
(up  to  $200  Daily  for  Cancer  or  Intensive  Care,  prior  to  Age  65) 


You  can  receive  information  IMMEDIATELY 
by  writing  or  phoning  (COLLECT)  the  Administrator. 

PHONE:  (703)  344-5000 

DAVID  A.  DYER  & ASSOCIATES 

MEDICAL  ARTS  BUILDING*P.  O.  BOX  1631*ROANOKE,  VIRGINIA  24008 


In  addition  to  the  above  sponsored  plans,  we  offer: 
GROUP  LIFE  INSURANCE* 

HIGH  LIMIT  ACCIDENTAL  DEATH  & DISMEMBERMENT* 
DISABILITY  INCOME  FOR  EMPLOYEES 

* These  Plans  Also  Available  to  Employees  of  Members 
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Virginia  Medical  is  the  official  monthly 
publication  of  The  Medical  Society  of  Vir- 
ginia. Second-class  postage  paid  at  Rich- 
mond, Virginia.  Yearly  subscription  rate:  $8 
domestic,  $12  foreign;  single  copies,  $1.50. 
Virginia  Medical  does  not  hold  itself  re- 
sponsible for  statements  made  by  any  con- 
tributor. Although  all  advertising  accepted 
is  expected  to  conform  to  ethical  medical 
standards,  acceptance  does  not  imply  en- 
dorsement by  this  journal.  For  information 
on  the  preparation  of  articles,  write  for 
Advice  to  Authors  to  the  Managing  Editor, 
4205  Dover  Road,  Richmond  VA  23221. 


MSV  Membership : 
What’s  In  It  For  You? 

The  MSV  Travel  Program  offers 
you  easy,  pleasant  ways  to  escape  in 
summer  and  winter.  Coming  up:  a 
week  in  January  aboard  a luxurious 
ship  cruising  the  islands  of  the  Carib- 
bean. 


ON  a wintry  Saturday  morning  in  mid-January 
a band  of  MSV  members  and  their  wives  will 
climb  aboard  a plane  at  the  Richmond  airport.  That 
afternoon  they  will  be  luxuriating  in  the  warm  Carib- 
bean sunshine  on  the  deck  of  a cruise  ship.  They  will 
be  sharing  another  vacation  in  The  Medical  Society 
of  Virginia’s  Travel  Program,  a benefit  of  your  MSV 
membership. 

The  Caribbean  cruise  will  be  the  third  in  a series  of 
one-week  winter  holidays  offered  by  the  Program. 
Like  all  the  Program’s  “adventures”  since  1970,  it 
will  be  a package  tour  including  transportation,  ac- 
commodations, guides,  and  side  trips.  All  you  will 
have  to  do  is  pack  your  luggage.  As  with  previous 
tours,  it  will  be  an  unregimented  trip,  for  maximum 
travel  freedom,  though  you  won’t  lack  for  entertain- 
ing options  wherever  you  go. 

For  the  summer  months  the  Program  invites  you 
on  two-week  journeys  to  faraway  places.  Australia, 
Bali,  Switzerland,  Japan,  Denmark,  Greece,  Hong 
Kong — these  and  many  other  fascinations  far  from 
Virginia  have  been  on  the  itineraries  of  the  eight  tours 
scheduled  since  the  Program’s  inception.  Two  weeks 
ago  almost  a hundred  MSV  members,  their  wives  and 
friends  returned  from  the  Alps-Florence-French  Riv- 
iera holiday.  Now  before  the  Council  for  approval  is 
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the  proposal  for  the  1978  two-week  tour:  a cruise 
down  the  romantic  Rhine  River,  with  stays  in  Brus- 
sels and  Munich. 

These  deluxe  summer  trips  are  arranged  by 
INTRAV,  a travel  agency  that  meets  rigid  specifica- 
tions for  financial  soundness,  experience,  and  reputa- 
tion, and  specializes  in  trips  for  physicians  and  other 
professionals.  The  recently  initiated  winter  trips  are 
conducted  by  agencies  of  similar  caliber. 

What’s  the  benefit  of  these  tours?  Not  only  are  all 
the  practicalities  taken  care  of  for  you — the  endless 
reservations,  tickets,  and  other  necessaries,  but  an 
agency  representative  travels  with  the  group  all  the 
way  to  explain  and  direct.  At  each  stop  local  guides 
are  available  around  the  clock  to  describe  local  curi- 
osities and/or  accompany  you  wherever  you  wish  to 
go.  You  are  shepherded  through  customs,  trans- 
ported from  airport  to  hotel,  helped  through  the  be- 
wilderments of  foreign  passage. 

You  have  first-class  rooms  in  splendid  hotels.  Golf 
and  tennis  can  be  arranged  for  you.  There  are  sight- 
seeing tours  to  share  or  not  as  you  choose,  and  op- 
tional evening  entertainment  for  those  who  like  night 
life.  Continental  breakfast  is  included  in  the  tour 
price;  you  are  on  your  own  for  lunch;  and,  through 
an  ingenious  “dine  around”  plan,  you  select  your 
dinner  surroundings  from  a range  of  recommended 
restaurants.  (On  shipboard,  of  course,  all  meals  are 
furnished. ) 

These  niceties  are  planned  by  travel  professionals, 
who  are  savvy  about  what  is  reliable  and  what  to 
avoid  and  are  tuned  in  to  myriad  resources.  There  is 
no  way  you  could  do  it  yourself  so  skillfully,  and  no 
way  you  could  come  close  to  the  price. 

For  each  of  these  trips  brochures  go  into  the  mail 
to  all  MSV  members,  and  Virginia  Medical  alerts 
you  to  the  tours  as  they  are  offered.  If  there’s  a place 
you  yearn  to  visit,  let  MSV  headquarters  know;  your 
officers  welcome  your  suggestions. 

Easy,  pleasant  ways  to  escape — that  describes  this 
MSV  benefit. 
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AMERICAN  MEDICAL  LABORATORIES,  INC. 

(formerly  Northern  Virginia  Pathology  Laboratories,  Inc.) 

11091  Main  Street 
Fairfax,  Virginia  22030 
Phone:  (703)  273-7400 


TOXICOLOGY 

AND 

THERAPEUTIC  MONITORING 

Now  Available 

RED  CELL  LITHIUM 


OTHER  ASSAYS  AVAILABLE 


_L 


Acetaminophen 
Aminophylline 
Barbiturates 
Bromide 
Carbamazepine 
Carbon  Monoxide 
Chlordiazepoxide 
Diazepam 
Diphenylhydantoin 
Dyphylline 
Ethchlorvynol 


I 


Ethosuximide 

Ethyl  Alcohol 

Glutethimide 

Meprobamate 

Methaqualone 

Phenobarbital 

Primidone 

Procaineamide 

Quinidine 

Salicylate 

Sulfa 


THTTif" 


L„. 


14 


24-HOUR  service  available 


-a- 


-4 


4 


. ... 


AMERICAN  MEDICAL  LABORATORIES  is  a full-service  laboratory, 
operated  and  supervised  by  pathologists,  and  dedicated  to  providing- 
prompt  and  accurate  results. 


GENTLEMEN:  PLEASE  SEND  ME 


□ A Copy  of  Your  Professional  Service  Manual 

□ A Copy  of  Your  Capabilities  Brochure 


NAME 


ADDRESS 


MEETINGS 

ABOUT 

MEDICINE 


September 

Medical  Knowledge  Self-Assessment  Program,  spon- 
sored by  the  American  College  of  Physicians  in 
association  with  the  Medical  College  of  Virginia, 
Hyatt  House,  Richmond,  September  7-11.  Ameri- 
can College  of  Physicians,  Convention  Depart- 
ment, 4200  Pine  Street,  Philadelphia  PA  19104. 

Acute  Problems  in  Neurology,  sponsored  by  the  De- 
partments of  Neurology  and  Continuing  Educa- 
tion of  the  School  of  Medicine,  Medical  College  of 
Virginia,  Tides  Inn,  Irvington,  September  22-25. 
Richard  M.  Mansfield,  EdD,  Program  Director, 
CME,  MCV  Station,  Richmond  VA  23298. 

Recent  Advances  in  Fertility  Management,  spon- 
sored by  the  Johns  Hopkins  University  School  of 
Medicine,  Department  of  Gynecology  and  Obstet- 
rics, Village  of  Cross  Keys  Inn,  Baltimore , Septem- 
ber 29-October  1.  Dr.  Ronald  T.  Burkman,  De- 
partment of  Gynecology  and  Obstetrics,  the  Johns 
Hopkins  Hospital,  Baltimore,  Maryland  21205. 

October 

Child  Neurology  Society  Annual  Meeting,  sponsored 
by  Department  of  Neurology  of  the  University  of 
Virginia  School  of  Medicine,  McLeod  Hall,  Char- 
lottesville, October  6-8.  Office  of  CME,  Box  368, 
Charlottesville  VA  22901. 

Are  Your  Patients  a Hazard  on  the  Highway?,  a 
seminar  in  automotive  medicine  for  the  practicing 
physician,  developed  by  the  American  Medical  As- 
sociation, Williamsburg,  October  7 (with  gratis  din- 
ner) and  October  8.  Additional  details  next  month 
and  see  page  586. 

Perspectives  in  Pediatrics,  sponsored  by  the  Depart- 
ment of  Pediatrics  of  the  University  of  Virginia 
School  of  Medicine,  Donaldson-Brown  Center  for 
CME  at  VPI,  Blacksburg,  October  12.  Office  of 
CME  as  above. 

Annual  Meeting  of  The  Medical  Society  of  Virginia, 

Hotel  John  Marshall,  Richmond,  October  13-16. 

Adolescent  Medical  and  Social  Problems,  3rd  Annual 
Postgraduate  Course,  sponsored  by  Section  of 


Adolescent  Medicine,  Department  of  Pediatrics  of 
the  Medical  College  of  Virginia  and  the  Institute 
for  Continuing  Education,  Hospitality  House, 
Williamsburg,  October  13-14.  Institute  for  Contin- 
uing Education,  PO  Box  11083,  Richmond  VA 
23230. 

Topics  in  Gastroenterology  and  Liver  Disease:  Medi- 
cal and  Surgical  Aspects,  sponsored  by  the  Depart- 
ments of  Medicine  and  Surgery  of  Johns  Hopkins 
School  of  Medicine,  Baltimore,  October  13-15. 
Theodore  M.  Bayless,  MD,  Blalock  903,  the  Johns 
Hopkins  Hospital,  Baltimore  MD  21205. 

Thyroid  Nodules  and  Thyroid  Cancer  Seminar, 
Sponsored  by  the  Department  of  Nuclear  Medi- 
cine/Radiology at  the  University  of  Virginia 
School  of  Medicine,  McLeod  Hall,  Charlottesville, 
October  18-19.  Office  of  CME,  Box  368,  Char- 
lottesville VA  22901. 

Cardiovascular  Disease  in  the  Young,  sponsored  by 
the  Department  of  Pediatric  Cardiology,  Medical 
College  of  Virginia,  Baruch  Auditorium,  Rich- 
mond, October  19.  Carolyn  M.  McCue,  MD,  Box 
272,  MCV  Station,  Richmond  VA  23298. 

American  Public  Health  Association,  Annual  Meet- 
ing, Washington,  October  30-November  3.  Associ- 
ation headquarters:  1015  Eighteenth  Street  NW, 
Washington  DC  20036. 

Modern  Trends  in  the  Management  of  Epilepsy, 
sponsored  by  the  Department  of  Neurology  of  the 
University  of  Virginia  School  of  Medicine,  Omni 
International  Hotel,  Norfolk,  October  30.  Office  of 
CME  as  above. 


American  Medical  Association 

Regional  CME  Meeting,  Sept.  30-Oct.  2,  the 
Homestead,  Hot  Springs,  Virginia 
Interim  Convention,  Dec.  4-7,  Chicago 
Scientific  Meeting,  Dec.  10-13,  Miami  Beach 
Annual  Convention,  June  17-22,  1978,  St.  Louis 
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FELLOWSHIP  HALL 


TREATMENT  AND  LEARNING  CENTER  For 

ALCOHOL  RELATED  PROBLEMS 


A PRIVATE  NON-PROFIT  PSYCHIATRIC  HOSPITAL , THE  ONLY  ONE  OF  ITS  KIND  IN  THE  SOUTHEAST 


Infirmary  A medical 
doctor  and  registered 
nurses  provide  24-hour 
medical  care  in  a fully 
equipped  infirmary. 


JCAH 

ACCREDITED 


Meditation  T rail : A nature  trail  for  hiking 
and  meditation  winds  through  nearly  a 
mile  of  beautifully  wooded  area. 


Fellowship  Hall's  purpose  is  to 
provide  effective  therapy  in  a 
relaxed,  wholesome  atmosphere  for 
the  man  or  woman  who  has 
developed  a drinking  problem. 


Counseling:  Individual 
counseling  and  Group  therapy 
are  provided  for  the  family 
as  well  as  the  guests. 


Bedroom:  Attractive, 
comfortable  accommodations 
are  provided  for  both  male  and 
female  guests. 


FELLOWSHIP  HALL  ,nc. 

P.  O.  Box  6929  • Greensboro,  N.  C.  27405  • 919-621-3381 

Located  oft  U.S.  Hwy.  No.  29  at  Hicone  Road  Exit,  6V2  miles  north  of  downtown  Greensboro,  N.  C. 
Convenient  to  1-85, 140,  U.S  421 , U.S.  220,  and  the  Greensboro  Regional  Airport. 


FELLOWSHIP  HALL  WILL  ARRANGE  CONNECTION  WITH  COMMERCIAL  TRANSPORTATION 


More  on  Microsurgery 

There  is  now  additional  data  for  my  previous  re- 
port on  the  successful  treatment  of  herniated  lumbar 
disc  by  microlumbar  discectomy.1  That  first  study 
gave  my  operative  results  of  72  patients;  here  follow- 
ing is  the  data  on  the  second  series  of  I 16  patients 
who  were  treated  by  this  method,  representing  a two- 
year  followup  from  April  1975  to  April  1977. 


Microlumbar  Discectomy  for  Herniated 
Second  Series. 

1.  Operative  results  (no  previous  lumbar 
surgery) 

Lumbar 

Disc, 

Total  patients 

116 

100% 

Surgical  “cure”  at  first  operation 
2.  Patients  requiring  reoperation  (same 
technique) 

111 

96% 

True  recurrent  herniations 

0 

Herniations  same  level,  opposite  side 

2 

Herniations  different  level 
Persistent  herniated  disc  syndrome 

1 

(“cure"  by  repeat  evacuation) 
3.  Preoperative  tests 

2 

Focal  neurologic  signs 

1 10 

95% 

Positive  myelogram 
4.  Herniated  discs  removed 

99 

85% 

L3-4 

6 

5% 

L4-5 

75 

65% 

L5-S1 

35 

30% 

Two  discs 

18 

16% 

Right  side  disc 

50 

37% 

Left  side  disc 

84 

63% 

These  patients  ranged  in  age  from  19  to  82  years 
with  the  heaviest  concentration  (32%)  in  the  group 
40-50  years  old.  The  decision  to  operate  was  based  on 
failure  of  conservative  measures  to  relieve  intractable 
back  or  sciatic  pain  and  a positive  myelogram  (given 
to  all  patients  preoperatively ) or  EMG,  which  corre- 
lated with  focal  weakness  or  marked  reflex  asymme- 
try. The  average  postoperative  hospital  stay  for  the 
1 16  patients  was  4.4  days  and  2.6  days  for  the  last  16 
patients,  a reduction  of  six  to  eight  days  with  this 
method.  There  were  no  complications  (wound  or  disc 
infection,  CSF  leak,  increased  neurologic  deficit, 
blood  transfusion)  in  any  of  these  patients.  All  pa- 
tients in  this  series  had  a minimum  of  two  weeks  of 
conservative  therapy,  including  traction,  straight  leg- 
raising exercise,  ice  massage  and  medication  regime. 


Follow-up  one  year  after  surgery  showed  all  non- 
compensation patients  working;  80%  of  the  com- 
pensation patients  were  working. 

As  previously  described,  the  operation  is  entirely 
microsurgical.  There  is  minimal  alteration  of  anat- 
omy and  lumbar  spine  function.  By  parting  the  fibers 
of  the  disc  instead  of  cutting  them,  the  retaining  wall 
effect  of  the  annulus  is  preserved.  Indeed,  after  the 
herniated  portion  is  removed,  the  sublayers  of  the 
annulus  can  be  seen  to  close  over  the  opening.  The 
extradural  fat  surrounding  the  root  is  preserved,  thus 
minimizing  the  chance  for  adhesions.  Postoperative 
discomfort  is  minimal,  hospital  stay  brief,  con- 
valescence proceeds  easily  at  home — all  this  of  con- 
siderable economic  benefit  to  the  patient. 

My  two-year  followup  of  patients  operated  on  for 
herniated  lumbar  discs  by  microlumbar  discectomy 
has  given  consistently  good  results.  This  further  con- 
firms the  report  previously  published. 

3801  N.  Fairfax  Drive  Harold  J.  Goald,  MD 

Arlington,  VA  22203 

1.  Goald  HJ:  Microlumbar  discectomy.  Va  Med 

103:568,  1976 


Request  for  Insect  Sting  Data 

I am  convinced  that  lives  now  needlessly  lost  due  to 
severe  systemic  reactions  to  insect  stings  could  be 
saved.  How?  By  a greater  awareness  of  the  possibility 
of  such  fatal  reactions  plus  knowledge  of  the  exis- 
tence of  an  insect  sting  kit.  The  kit  is  an  emergency 
first  aid  measure  to  stave  off  anaphylaxis.  Because  of 
my  convictions  I am  presently  collecting  and  correlat- 
ing data  on  the  incidence  of  such  fatalities. 

I am  especially  interested  in  time  lapse  between 
sting  and  death  although  information  concerning  the 
following  would  be  helpful:  1 ) time  sequence  of 
symptoms;  2)  previous  reactions  to  insect  stings;  3) 
medication  on  hand  at  time  of  sting;  4)  type  of  medi- 
cation; 5)  type  of  insect;  6)  number  of  stings;  and  7) 
estimation  as  to  whether  or  not  a physician  or  hospi- 
tal emergency  room  could  have  been  reached  in  time 
to  avoid  a fatal  outcome. 

Claude  A.  Frazier,  MD 

4-C  Doctors  Park 

Asheville  NC  28801  ■■ 
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The  prominent 
individual  in  need 
of  psychiatric 

hospitalization . . . 

often  presents  an  unusual  treatment  challenge. 

President  of  the  Medical  Staff: 

Clinical  experience  suggests  that  patients  with 

LeonYochelson.  M.D. 

distinctive  social  or  professional  backgrounds 

Medical  Director: 

(including  physicians,  corporate  executives,  and 

Jack  Durell,  M.D. 

government  officials)  are  best  treated  in  a highly 

Clinical  Director: 

individualized  and  comfortable  setting. 

Robert  E.  Strange.  M.D. 

Therapeutic  progress  depends  heavily  on  a 

Associate  Clinical  Director. 
C.  Gibson  Dunn,  M.D. 

specially-trained  clinical  staff— sensitive  to  the 
particular  requirements  of  these  prominent 
individuals. 

Administrator: 
LeRoy  K.  Norem 

Springwood  at  Leesburg,  a 30-bed  private 

For  further  information 
contact: 

psychiatric  hospital  situated  on  an  historic 

Robert  E.  Strange,  M.D. 

45-acre  estate  in  Loudoun  County,  Virginia,  has 

Clinical  Director 

been  specifically  designed  to  treat  this  special 

Springwood  at  Leesburg 

patient  population. The  new  hospital  is  located 

Route  2,  Box  44 

35  miles  west  ofWashington,  D.C. 

Leesburg,  Virginia  22075 
(703)  777-5562 

At  Springwood  at  Leesburg,  each  patient’s 
treatment  program  includes: 

An  affiliate  of 

The  Psychiatric  Institute 

ofWashington,  D.C. 

• individual  psychotherapy  with  the  responsi- 
ble psychiatrist,  and 

• a carefully-planned  schedule  of  adjunctive 
therapy  which  takes  full  advantage  of  the 
hospital's  quiet,  country  atmosphere. 

Open  in  early  Fall,  1977 

Referring  physicians  are  invited  to  participate 
in  treatment  and  treatment  planning,  as  appro- 
priate, and  always  play  an  important  role  in  dis- 
charge planning. 

SprinAwooa 

AT  LEESBURG 

VIRGINIA 

MEDICAL 


“I’d  Really  Like  to  See  San  Francisco” 

William  S.  Hotchkiss,  MD,  Norfolk,  Virginia 


The  chairman  of  The  Medical  Society  of  Virginia’s  delegation  to  the  AM  A 
annual  convention  reports  on  six  days  of  hard  work  and  controversy,  with  no  time 
for  sightseeing. 


Special  to  Virginia  Medical 
san  Francisco — Twice  in  the  last 
four  years  I've  been  to  San  Fran- 
cisco, and  1 still  can't  confirm  its 
reputation  as  a fascinating  city. 
Both  of  my  trips  here  have  been  as 
an  AMA  delegate,  and  I haven’t 
been  able  to  capture  a single  chance 
for  sightseeing;  in  fact,  I haven't 
even  been  able  to  get  out  of  the  Fair- 
mont Hotel  for  more  than  an  hour. 
Some  day  I’m  coming  back  as  a 
tourist.  I’d  really  like  to  see  San 
Francisco. 

Virginia’s  AMA  delegation  ar- 
rived here  June  17,  the  day  before 
the  126th  annual  convention 
opened,  and  the  closing  ceremonies 
were  June  23.  In  between  were  six 
days  and  six  nights  of  toil  and  tur- 
moil. 

Each  day  started  with  a breakfast 
caucus  of  your  Virginia  delegates, 
from  7:30  to  9:30  am. 

This  writer  had  been  nominated 
for  a seat  on  the  Council  for  Medi- 
cal Services;  so  another  of  your  dele- 
gates, Dr.  John  A.  Martin,  and  I hit 
the  campaign  trail  almost  every 


Dr.  Hotchkiss  chairs  a caucus. 


morning,  presenting  my  credentials 
to  other  state  delegations,  also  in 
breakfast  caucus  assembled.  This 
tiring  business  turned  out  to  be  to- 
tally extraneous,  for  quite  unexpect- 
edly I was  elected  to  another  office. 

After  these  early  morning  exer- 
cises, there  were  the  daily  sessions  of 
the  House  of  Delegates,  which  is 
what  it's  all  about  for  your  dele- 
gates. These  extend  from  early 
morning  to  late  afternoon,  with 
brief  breaks  for  lunch.  (You  catch 


lunch  wherever  you  can.)  There  are 
250  delegates  in  the  House;  most  of 
them  have  something  they  want  to 
say  about  the  issues  presented. 

Of  all  the  issues  debated  on  the 
House  floor,  none  generated  more 
heat  than  the  subject  of  national 
health  insurance.  The  controversy 
centered  on  AMA  sponsorship  of  a 
national  health  insurance  bill  in  the 
Congress;  this  bill  has  been  in- 
troduced with  minor  variations  for 
the  last  four  congressional  sessions. 

The  dichotomy  which  national 
health  insurance  provokes  at  these 
AMA  conventions  is  unbelievable. 
All  of  the  delegates  want  essentially 
the  same  thing;  no  new  legislation  at 
all  in  this  field.  We  want  to  be  left 
alone.  This,  however,  does  not  seem 
to  be  in  the  cards;  some  type  of 
health  insurance  law  would  appear 
to  be  coming  out  of  Washington  in 
the  near  future.  So  the  best  available 
goal  would  seem  to  be  a law  in 
which  there  is  an  absolute  minimum 
of  federal  interference  with  the  free 
enterprise  system  of  medical  care  as 
we  know  it.  The  delegates’s  diffier- 
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Virginia’s  AMA  delegation  took  a front  seat  in  the  House  of  Delegates  at  the  San  Francisco  convention.  From  left  to 
right.  Dr.  William  S.  Hotchkiss,  Dr.  Carl  E.  Stark,  Dr.  John  A.  Martin,  and  Dr.  F.  Ashton  Carmines. 


ences  lie  in  the  best  route  toward 
this  goal. 

Those  on  the  pro  side  feel  that  the 
AMA  must  have  a bill  in  order  to 
gain  a seat  at  the  bargaining  table; 
uncompromising  opposition  in  the 
past  has  not  gained  us  much.  Those 
on  the  con  side  feel  that  the  passage 
of  any  bill  in  sight  would  be  a bitter 
defeat;  they  want  no  bill  and  will 
sponsor  none. 

After  hours  of  debate  in  the 
House  of  Delegates,  the  pro  side 
won,  though  by  a lesser  majority 
than  in  Philadelphia  in  1976. 

Another  interesting  issue  was  the 
proposal  from  the  Council  on  Long- 
Range  Planning  and  Development 
for  a full-time,  salaried,  permanent 
President  for  the  AMA.  This  pro- 
posal has  been  heard  before;  al- 
though it  was  not  adopted,  it  was 
given  more  serious  consideration  at 
this  meeting.  It  was  significant  that 
three  Past  Presidents  spoke  at  the 
Reference  Committee  meeting  deal- 
ing with  this  subject;  all  favored  the 
proposal.  We  will  surely  hear  more 


about  this  at  conventions  to  come. 

A resolution  was  adopted  asking 
the  AMA  to  work  with  the  Ameri- 
can Hospital  Association  in  an  ef- 
fort to  see  that  every  physician  re- 
ceives a copy  of  the  hospital  bill  of 
every  patient  he  hospitalizes.  This 
was  advocated  as  a step  toward  the 
containment  of  cost. 

Another  resolution  supported  the 
concept  of  a separate  Department  of 
Health  Care  with  cabinet  level 
status;  it  was  adopted  as  AMA  pol- 
icy, and  the  Council  on  Legislation 
is  already  drawing  up  introductory 
drafts  for  the  Congress. 

There  was  much  controversy  over 
the  bill  which  would  recognize  medi- 
cal residents  as  having  rights  under 
the  National  Labor  Relations  Act, 
including  the  right  to  organize  and 
bargain  collectively.  In  April  of  this 
year  the  AMA  presented  testimony 
before  a congressional  committee  in 
support  of  this  bill,  which  is  HR 
2222.  Previously,  in  both  1975  and 
1976,  the  House  of  Delegates  had 
emphasized  the  fact  that  the  resident 


is  both  a student  and  an  employee; 
at  this  convention,  two  resolutions 
requested  that  this  position  be 
reevaluated.  (The  Council  of  The 
Medical  Society  of  Virginia  in  a re- 
cent meeting  also  requested  such  re- 
consideration.) 

Much  testimony  was  heard  at  the 
Reference  Committee  hearing  on 
this  issue,  but  the  House  eventually 
reaffirmed  its  previous  position.  At 
the  same  time.  House  action  placed 
emphasis  on  the  need  for  the  resi- 
dent to  utilize  mature  judgment  in 
the  exercise  of  employee  rights. 

There  were  several  resolutions 
asking  the  AMA  to  work  toward 
repeal  or  amendment  of  the 
National  Health  Planning  and  Re- 
sources Development  Act,  PL  93- 
641.  The  problem  with  these  resolu- 
tions was  that  the  AMA  has  joined 
the  North  Carolina  and  Nebraska 
State  Medical  Societies  in  legal  ac- 
tion to  block  enforcement  of  this 
law  on  constitutional  grounds;  hear- 
ings are  beginning  in  Raleigh,  North 
Carolina,  at  this  time.  It  is  question- 
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Delegate  F.  Ashton  Carmines,  MD 


Delegate  Carl  E.  Stark,  MD 


Delegate  John  A.  Martin,  MD 


able  strategy  to  try  to  get  a law 
amended  or  repealed  when  its  con- 
stitutionality is  being  challenged  in 
the  courts.  For  this  reason  the 
House  elected  to  refer  the  entire 
matter  to  the  Board  of  Trustees  for 
study;  the  Trustees  are  to  report  at 
the  1977  interim  meeting. 

Resolutions  were  adopted  calling 
for  opposition  to  the  Carter  admin- 
istration's proposal  to  limit  hospital 
charges,  and  a resolution  was 
adopted  asking  that  the  AMA  sup- 


port legislative  and  regulatory  mea- 
sures to  permit  the  marketing  of  sac- 
charin. 

A highly  controversial  issue  was  a 
recommendation  to  enlarge  the 
House  of  Delegates  by  providing 
delegate  representation  for  each  spe- 
cialty society  currently  included  in 
the  section  councils;  this  recommen- 
dation was  made  by  the  Council  on 
Long-Range  Planning  and  Develop- 
ment and  would  create  18  more 
delegate  seats.  The  matter  was  re- 


ferred to  the  Board  of  Trustees. 

When  I tell  physician  friends  that 
1 am  leaving  for  the  AMA  conven- 
tion, the  reaction  is  usually,  “How 
nice  that  you  have  this  AMA  work 
as  a hobby.  You  work  too  hard,  and 
this  gives  you  the  chance  for  an  ex- 
tra vacation.” 

Perhaps  you  have  guessed  from 
the  above  that  it  doesn’t  quite  come 
out  that  way.  The  work  is  hard.  But 
very  rewarding.  H 

f More  pictures  next  page. ) 


Virginian  Elected: 

The  distinguished  office  of  mem- 
bership in  the  AMA’s  Judicial  Coun- 
cil was  conferred  on  Dr.  William  S. 
Hotchkiss,  author  of  the  report  on 
these  pages,  by  the  House  of  Dele- 
gates at  the  San  Francisco  conven- 
tion. Dr.  Hotchkiss  is  shown  here  (on 
the  left)  after  his  election,  accepting 
the  congratulations  of  Dr.  James  H. 
Sammons,  Executive  Vice  President 
of  the  AMA;  Dr.  Carl  E.  Stark  can 
be  seen  between  them. 

The  Judicial  Council  consists  of 
five  members  who  interpret  principles 
of  medical  ethics  and  make  recom- 
mendations on  proposed  changes  in 
the  AMA’s  constitution  and  by-laws; 
they  are  analagous  to  Supreme  Court 
justices,  and  their  prestige  is  second 
only  to  the  organization’s  officers  and 
trustees. 
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Virginian’s  Farewell: 

Dr.  Richard  E.  Palmer,  Arlington, 
Virginia,  President  of  the  American 
Medical  Association  1976-1977,  led 
the  126th  annual  convention  at  San 
Francisco  and  then,  in  closing  cere- 
monies, received  the  symbol  of  his 
office  and  gave  the  traditional  fare- 
well. 

In  the  photograph  at  right,  the 
presidential  seal  is  placed  about  Dr. 
Palmer’s  neck  by  Dr.  Raymond  T. 
Holden,  AMA  Board  Chairman;  in 
the  background  is  the  new  AMA 
President,  Dr.  John  H.  Budd,  Cleve- 
land, Ohio. 

The  photograph  below  was  taken 
as  Dr.  Palmer  delivered  his  farewell 
address.  Tiered  behind  him  on  the 
flag-ranged  rostrum  are  the  presi- 
dents of  all  the  state  and  territorial 
medical  societies;  Dr.  W.  Leonard 
Weyl,  President  of  The  Medical 
Society  of  Virginia,  sits  in  the  second 
tier  immediately  to  the  right  of  Dr. 
Palmer. 

All  photographs  on  these  pages  were 
made  for  the  AMA  by  Joe  Fletcher. 


536 


VIRGINIA  MEDICAL/AUGUST,  1977 


CANCER  TRENDS 

Edited  by  J.  Shelton  Horsley,  III,  MD,  Gerald  Goldstein,  MD,  and  Francis  E.  Rosato,  MD. 


Oiondrosarcoma 

Robert  E.  McLaughlin,  MD,  and  Gwo-Jaw  Wang,  MD, 
Charlottesville,  Virginia 


The  present  management  of  chondrosarcoma,  the  malignant  tumor  of  car- 
tilaginous origin,  is  reviewed.  The  authors  indicate  that,  despite  advances  in 
radiation  therapy  and  chemotherapy,  surgical  resection  gives  the  best  results. 


Chondrosarcoma  of  bone  is  a malignant 

tumor  of  cartilaginous  origin.  This  tumor  was 
originally  classified  as  one  of  the  osteosarcomas  until 
1930,  when  Phemister  first  called  attention  to  the  fact 
that  it  had  a different  morphology,  clinical  appear- 
ance and  behavior.1  Lichtenstein  and  Jaffe  in  1943 
clearly  established  chondrosarcoma  as  a distinct  en- 
tity.2 Almost  all  authorities  comment  that  this  can  be 
a very  difficult  diagnosis  to  establish  in  specific  cases, 
and  agree  that  the  important  distinguishing  charac- 
teristic of  this  tumor  is  that  the  malignant  tissue 
arises  from  cartilage  cells  per  se  (chondroblasts  and 
collagenoblast).  While  sections  of  chondrosarcoma 
may  show  areas  of  osteoid  formation,  careful  exam- 
ination will  reveal  that  this  bony  tissue  does  not  arise 
directly  from  primitive  mesenchymal  cells  as  in  os- 
teosarcoma but  is  simply  calcified  and  ossified  cartila- 
ginous tissue.3-7 

Chondrosarcoma  is  categorized  as  either  central  or 
peripheral,  depending  on  its  location  in  the  bone. 
This  differentiation  can  be  a source  of  confusion, 
because  central  tumors  which  are  located  in  the  inte- 

From  the  Department  of  Orthopedics  and  Rehabilita- 
tion, University  of  Virginia  School  of  Medicine,  Char- 
lottesville VA  22901.  Address  correspondence  to  Dr. 
McLaughlin. 

Sponsored  by  the  Professional  Education  Committee, 
Virginia  Division,  American  Cancer  Society. 


rior  portion  of  the  affected  bone  are  often  located  in 
the  appendicular  or  peripheral  skeleton,  while  peri- 
pheral tumors  are  common  in  the  axial  or  central 
skeletal  system.  These  tumors  are  felt  to  arise  de  novo 
whereas  the  secondary  tumors  arise  from  preexisting 
lesions.  Both  these  classifications  have  prognostic 
and  therapeutic  significance,  but  it  is  sometimes  diffi- 
cult to  categorize  the  lesions  absolutely  by  the  time 
the  patients  present  with  the  tumors. 

Other  varients  of  chondrosarcoma  are  mesenchy- 
mal chondrosarcoma,  extra  osseous  chondrosarcoma 
and  dedifferentiated  chondrosarcoma.  Chondrosar- 
coma has  been  reported  in  extraskeletal  areas  such  as 
the  trachea  or  nasopharynx8  and  also  may  be  super- 
imposed on  Paget's  disease4  5 and  teratomas.7 

In  general,  these  tumors  are  slow  growing,  me- 
tastasize late  and  can  be  removed  by  adequate  surgi- 
cal excision.  The  recurrence  rate  is  high  if  surgery  is 
inadequate,  and  it  may  occur  in  surgically  in- 
accessible locations.  For  purposes  of  clarity,  we  shall 
discuss  specific  details  of  the  two  major  categories  of 
chondrosarcoma,  central  and  peripheral,  and  then 
relate  findings  common  to  all  chondrosarcoma. 

Central  Chondrosarcoma 

The  term  central  chondrosarcoma  is  used  to  desig- 
nate those  tumors  which  arise  from  the  interior  of  the 
affected  bone.  Benign  enchondromas  have  been  im- 
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Fig.  I.  Central  chondrosarcoma  of  the  right  ilium  with 
involvement  of  acetabulum  and  sacroiliac  joint  (calcifica- 
tion within  the  tumor  is  one  of  its  characteristics). 


plicated  as  sites  of  origin  and  in  a few  cases  a definite 
progression  has  been  proven.  Since  the  solitary  en- 
chondroina  is  usually  a silent  lesion,  a definite  change 
from  the  benign  to  the  malignant  tumor  usually  can- 
not be  proved.  Most  authorities  believe  that  the  ma- 
jority of  central  chondrosarcomas  arise  de  novo.3  In 
patients  with  multiple  enchondromatosis  (Ollier’s 
disease)  there  is  a definite  increase  in  the  incidence  of 
this  malignancy.  The  innominate  bone  is  the  favorite 
site  of  the  primary  variety.  The  femur,  proximal  tibia 
and  humerus  are  often  afflicted  by  secondary  forms 
of  central  chondrosarcoma.4-7 

In  central  chondrosarcomas,  pain  is  usually  the 
first  signal  of  malignancy.  X-rays  show  a blurring  of 
previously  clearly  demarcated  areas  of  calcification 
and  there  is  usually  cortical  destruction  and  expan- 
sion of  the  tumor.  Central  chondrosarcomas  are 
more  common  than  peripheral  in  most  series.  They 
grow  faster  and  occur  in  a slightly  older  age  group 
(Fig.  1 ).6'7 

Peripheral  Chondrosarcoma 

This  is  a form  of  chondrosarcoma  which  develops 
on  the  surface  of  the  bone.  It  is  commonly  associated 
with  an  osteochondroma,  and  it  is  felt  to  occur  be- 
cause of  a malignant  change  in  the  cartilaginous  cap 
of  these  exostoses.  The  incidence  of  malignant  change 
of  an  osteochondroma  ranges  from  1%  in  patients 
with  a solitary  osteochondroma  to  25%  in  patients 
with  hereditary  multiple  exostosis.7  As  in  the  case  of 
malignant  transformation  of  endochondromas,  many 
reported  cases  are  of  necessity  based  on  a supposition 
there  was  a preexisting  benign  lesion. 

In  general,  these  tumors  grow  more  slowly,  fre- 
quently becoming  quite  large  before  the  patient  seeks 
treatment.  The  presence  of  swelling  or  a mass  is  the 
most  common  presenting  symptom.  The  pain  is  not 
as  severe  as  in  the  central  tumors.  The  pelvis,  upper 


femur,  and  shoulder  are  the  sites  of  predilection  of 
peripheral  chondrosarcoma  (Fig.  2). 

Incidence 

In  most  series  the  incidence  of  chondrosarcoma  is 
about  half  as  common  as  osteogenic  sarcoma  and 
twice  as  common  as  Ewing's.4-7  Our  experience  at  the 
University  of  Virginia,  as  noted  in  the  Mclntire  Tu- 
mor Registry,  is  similar  to  that  of  others.  Of  a total  of 
1 12  primary  malignancies  of  bone,  15  were  chondro- 
sarcomas. 

There  appears  to  be  a slight  predilection  for  males, 
ranging  from  62  to  72. 5%. 6 9 

Although  cases  have  been  reported  in  patients  as 
young  as  9 years6  and  in  the  elderly,  the  tumor  affects 
mainly  adults,  with  a median  age  being  about  45.  If 
this  tumor  does  appear  in  childhood  or  adolescence, 
it  carries  with  it  a grave  prognosis  as  it  often  acts 
clinically  much  like  osteogenic  sarcoma,  with  early 
metastasis  and  a fatal  outcome.3'5 


Trauma 

Chondrosarcoma,  especially  the  peripheral  variety, 
is  the  bone  tumor  most  often  associated  with  a his- 


Fig.  2.  Peripheral  chondrosarcoma  of  the  left  humerus  with 
destruction  of  the  lateral  proximal  cortex  and  displacement 
of  soft  tissue  laterally. 
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tory  of  antecedent  trauma  but  a causal  relationship 
has  by  no  means  been  firmly  established.  There  is 
some  suggestion  that  manipulation  makes  the  tumor 
intrinsically  more  virulent  and  malignant.  Presum- 
ably, therefore,  a fracture  through  an  osteochon- 
droma could  activate  cartilaginous  growth  and  prog- 
ress to  malignancy.3 

Location 

The  pelvis,  shoulder  girdle  and  upper  end  of  the 
humerus  and  femur  account  for  75%  of  these  tu- 
mors.10-6'7 Usually  the  closer  the  location  of  cartila- 
ginous tumor  is  to  the  axial  skeleton,  the  more  likely 
it  is  to  be  malignant  and  more  active  biologically.2 
This  is  an  important  consideration  for  the  patholo- 
gist, for  while  the  histologic  characteristics  of  endo- 
chondroma  located  in  the  foot  or  hand  may  be  far 
more  aggressive  than  its  counterpart  in  the  proximal 
humerus,  pelvis  or  femur,  the  foot  lesion  is  less  likely 
to  be  malignant  (although  this  has  been  reported  in 
the  foot).11  It  is  for  this  reason  that  most  pathologists 
insist  on  a knowledge  of  the  clinical,  laboratory  and 
x-ray  data  prior  to  stating  whether  the  tumor  is  be- 
nign or  malignant.2'12 

Symptoms  and  Clinical  Findings 

The  main  symptoms  associated  with  these  tumors 
are  local  pain  and/or  swelling  and  the  presence  of  a 
mass.  Heat,  erythema  and  venous  distension  are  rare. 
Symptoms  and  signs  are  often  present  for  years  be- 
fore the  patient  seeks  treatment.  The  pelvis  and,  in 
particular,  the  acetabular  region  is  notorious  as  an 
area  where  objective  physical  and  radiologic  evidence 
of  disease  is  absent.  Pain  and  restriction  of  joint 
motion  near  the  affected  area  may  be  the  presenting 
symptoms  in  these  cases.4-7  Hematologic  and  bio- 
chemical laboratory  alterations  are  rare  in  patients 


Fig.  3.  Gross  appearance  of  chondrosarcoma  with  the  tu- 
mor breaking  through  cortex  of  the  distal  femur  and  ex- 
tending proximally  along  the  medullary  canal. 


with  chondrosarcoma,  although  alterations  in  car- 
bohydrate metabolism  with  an  abnormal  glucose  tol- 
erance test  have  been  reported  as  being  associated 
with  some  cases.13 

X-ray  Findings 

X-ray  changes  are  characteristic  and  very  impor- 
tant in  establishing  the  diagnosis.  Central  chondro- 
sarcomas usually  appear  as  destructive  lesions.  The 
margins  of  the  tumor  are  often  indistinct,  blurred  and 
fuzzy. 

Although  central  chondrosarcomas  usually  contain 
patchy  areas  of  calcification,  with  increasing  degrees 
of  malignancy  the  calcification  is  less  apparent  and 
the  surrounding  cortex  thin  and  often  perforated. 
The  lesion  is  situated  in  the  shaft  of  the  bone.  Occa- 
sionally a reactive  periostal  effect  causes  thickening 
of  the  cortex  of  the  bone  (Fig.  3).4-7 

The  peripheral  form  of  the  tumor  also  presents 
with  a distinct  appearance  on  x-ray.  It  is  usually  large 
and  may  displace  adjacent  soft  tissue  structures.  It  is 
invariably  calcified.  This  calcification  may  be  streaky 
or  blotchy.  The  cartilaginous  cap  is  wide  and  there  is 
a disappearance  of  the  usual  sharp  boundary  between 
the  core  of  cancellous  bone  of  the  osteochondroma 
and  its  cap.  On  occasion  the  tumor  may  destroy  the 
exotosis  from  which  it  arose.4-7 

Pathologic  Findings 

Grossly,  the  tumor  presents  as  a white  or  bluish 
mass.  It  often  seems  encapsulated  and  characteristi- 
cally is  gritty  and  lobulated.  Myxomatous  degenera- 
tion imparting  a “slimy”  character  to  the  mass  and 
areas  of  chalky  calcification  are  especially  suggestive 
of  malignancy.  Size  is  also  an  important  prognostic 
criteria:  a tumor  greater  than  3 cm  is  more  likely  to  be 
malignant,  as  is  an  osteochondroma  with  a cap  wider 
than  one  centimeter. 

The  histologic  criteria  of  malignancy  were  de- 
scribed by  Jaflfe  and  Lichtenstein  in  1943  and  remain 
essential  elements  in  making  this  diagnosis.  These  are 
specifically:  1 ) the  presence  of  several  cells  with  more 
than  one  nucleoli;  2)  many  cells  with  plump  nuclei;  3) 
giant  cartilaginous  cells  with  large  single  or  multiple 
nuclei,2  lacunae  with  more  than  one  cell,  and  promi- 
nent nucleoli  are  ominous  signs,5  and  mitotic  figures, 
while  confirmatory,  are  unfortunately  not  a common 
finding.6-7  The  histologic  pattern  should  be  correlated 
with  the  clinical  findings,  location  of  the  tumor  and 
radiographic  appearance  in  establishing  the  presence 
and  the  degree  of  malignancy  (Fig.  4). 

Most  authors  caution  against  under-diagnosis  and 
stress  that  adequate  tissue,  preferably  from  active 
areas  of  growth  be  obtained  for  examination.  Degen- 
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Fig.  4.  FI  & E X 220.  Large  and  heavy  chromatized  nuclei 
with  irregularity  in  the  nuclear  outline.  Occasional  mitotic 
figure  can  been  seen. 


erative  areas  should  be  avoided  because  abnormal 
cells  in  these  areas  may  not  necessarily  denote  malig- 
nancy. Large  sections  of  tumor  should  be  taken  so 
that  many  areas  can  be  examined.  Tissue  from  the 
growing  edge  of  the  tumor  is  usually  the  most  re- 
warding. The  presence  of  myxomatous  degeneration 
is  ominous.3-7,12,30 

Methods  of  Spread 

Recurrence. 

The  recurrence  rate  after  “local  resection”  of  this 
tumor  is  as  high  as  50%  in  some  series.12  The  variance 
in  reported  recurrence  rates  is  understandable  be- 
cause of  differences  in  surgical  philosophy  in  han- 
dling this  tumor  and  the  different  behaviour  of  this 
tumor  in  various  areas  of  the  body.  The  accessibility 
of  the  tumor  to  wide  surgical  resection  is  an  impor- 
tant consideration  in  this  regard. 

There  is  general  agreement  that  the  clinical  viru- 
lence and  degree  of  malignancy  is  increased  in  the 
recurrent  tumor.  It  is  also  known  that  while  recur- 
rence of  the  tumor  in  the  thorax,  pelvis  and  spine  is 
often  fatal,  a similar  reappearance  of  a chondrosar- 
coma in  an  extremity  offers  the  surgeon  a more  favor- 
able chance  to  cure  the  patient  by  full  extirpation  of 


the  lesion.  It  is  not  known  whether  the  increased 
degree  of  malignancy  in  the  recurrent  tumor  is  due  to 
any  inherent  quality  of  the  tumor  itself  or  because  of 
other  reasons.  For  example,  inadequate  excision 
could  leave  behind  a more  malignant  portion  or  the 
tumor,  and  spread  may  be  made  easier  after  surgery 
because  of  violation  of  adjacent  tissue  planes  or  de- 
struction of  the  pseudocapsule  and  disturbance  of  the 
tissue  bed.3 

Another  peculiarity  of  this  tumor  is  its  predilection 
for  seeding  itself  in  the  surgical  biopsy  scar.2  It  is  for 
this  reason  that  the  site  of  biopsy  should  be  well 
planned  so  that  if  further  surgical  procedures  are 
necessary  the  original  scar  may  be  excised.2 

Extension. 

An  uncontrolled  chondrosarcoma  tends  to  spread 
by  direct  extension  rather  than  by  distant  hemato- 
genous metastases.  The  tumor  often  erodes  into  con- 
tinuous structures  and  directly  into  adjacent  venous 
channels.  It  may  then  grow  by  extension  into  the 
portal  system  and  subsequently  the  liver  or  the  heart 
and  lungs,  via  the  inferior  vena  cava.5,14,2 

Metastases. 

Chondrosarcoma  occurring  in  children  and  young 
adults  often  metastasizes  early,  usually  to  the  lungs. 
The  course  is  rapid  and  fatal,  much  like  osteosar- 
coma.3,5,6 Usually,  however,  metastates  is  late,  even 
as  late  as  10-20  years  after  resection  of  the  original 
tumor.  It  occurs  more  commonly  in  the  recurrent 
tumor.  As  has  been  noted,  the  closer  the  tumor  is  to 
the  axial  skeleton  the  more  likely  it  is  to  metastasize. 
Metastases  is  usually  hematogenous,  although  lym- 
phatic spread  has  been  reported. 

Successful  resection  of  pulmonary  nodules  has 
been  reported,15  and  we  have  recently  seen  a patient 
who  is  alive  and  well  three  years  after  resection  of 
mesenteric  and  bowel  metastases  which  occurred 
eight  years  after  hip  disarticulation  for  a lesion  in  the 
femur. 

Differential  Diagnosis 

The  major  problem  in  diagnosis  appears  to  be  one 
of  differentiating  malignant  from  benign  cartila- 
ginous tumors.  A presumptive  diagnosis  of  malig- 
nancy should  be  made  whenever  the  symptoms  or 
physical  characteristics  of  a benign  tumor  change. 
The  cartilaginous  areas  of  benign  tumors  ordinarily 
degenerate  at  skeletal  maturity.  An  enchondroma 
will  usually  calcify,  and  the  cartilaginous  cap  of  an 
exostosis  will  atrophy.  Malignancy  occurs  when  this 
does  not  occur;  therefore,  special  vigilance  should  be 
exercised  when  there  is  evidence  that  this  transforma- 
tion has  not  taken  place.3  The  patient  with  multiple 
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enchondromas  or  osteochondromas  obviously  merits 
especially  close  observation.  Histologically,  chon- 
dromyxoid  fibroma  and  osteogenic  sarcoma  may 
cause  a problem  to  the  pathologist,  but  a thorough 
examination  of  an  adequate  sample  of  tissue  should 
dispel  any  confusion. 4-7 

Variants 

There  are  three  conditions  which  might  be  consid- 
ered to  be  variants  of  chondrosarcoma. 

Mesenchymal  chondrosarcoma. 

Lichtenstein  and  Burnstein  in  1959  first  reported 
this  condition  as  a distinct  entity,  and  their  work  was 
corroborated  by  Dahlin  and  others.  The  main  differ- 
ences in  this  tumor  are  its  more  anaplastic  and  primi- 
tive histologic  appearance,  its  predilection  to  me- 
tastasize to  areas  other  than  the  lung,  and  its  usual 
fatal  outcome.6  Mesenchymal  chondrosarcoma  may 
exist  as  an  extra-skeletal  lesion.16 

Extra  osseous  chondrosarcoma. 

While  chondrosarcoma  can  arise  in  the  soft  tissues 
from  preexisting  teratomas,  periosteum,  or  in  the 
extra  skeletal  cartilage  of  the  tracheobronchial  tree, 
“extra  skeletal  chondrosarcoma”  appears  also  to  be 
able  to  rise  de  novo.  This  lesion  has  a histologic  and 
radiographic  and  clinical  pattern  much  like  its  os- 
seous counterpart  and  thus  is  similarly  treated,  spe- 
cifically, by  wide  surgical  removal.17 

Dedifferentiated  chondrosarcoma. 

This  condition  described  by  Dahlin  in  1971  and 
confirmed  by  others  occurs  when  a previously  low- 
grade  chondrosarcoma  dedifferentiates  to  a fibrosar- 
coma. Such  a change  bears  a bad  prognosis  with  early 
metastases  and  fatal  outcome  common.1819 

Treatment 

Irradiation. 

Chondrosarcomas  are  tumors  particularly  resistant 
to  radiation  even  in  high  doses.  Although  this  may  be 
indicated  as  a pallative  measure  or  for  use  in  surgi- 
cally inaccessible  areas,  the  patient  should  not  be 
given  a high  degree  of  hope  that  it  will  strongly 
influence  the  course  of  the  disease. 

Chemotherapy. 

The  treatment  of  the  rapidly  growing  and  devas- 
tating sarcomas  of  bone  and  soft  tissue  such  as  Ew- 
ing’s Sarcoma,  osteosarcoma  and  embryonal  rhab- 
domyosarcoma has  been  revolutionized  in  the  past 
few  years  with  the  addition  of  adjuvant  chemother- 
apy to  the  already  established  modalities  of  radiation 


and  surgery  to  the  oncologist's  armamentarium.20 
Unfortunately,  there  are  no  large  series  which  would 
indicate  its  effectiveness  in  chondrosarcoma,  al- 
though a trial  of  such  treatment  might  seem  logical  in 
chondrosarcomas  of  childhood  in  which  the  clinical 
course  so  closely  mimics  that  of  osteosarcoma.  Ra- 
dioactive sulfate  (S-35)  has  been  used  in  Sweden  with 
some  remarkable  results  but  still  must  be  considered 
experimental  and  associated  with  serious  deleterious 
side  effects.  Immunologic21,22  aspects  of  this  tumor 
are  also  being  investigated  but  as  yet  have  no  thera- 
peutic implications.23,24 

Surgery 

Surgery  remains  the  mainstay  in  the  treatment  of 
chondrosarcoma.  Tradiationally,  extensive  resection 
and  amputation  (scapulectomy,  shoulder  girdle  resec- 
tion or  disarticulation,  four-quarter  amputation, 
hemipelvectomy,  and  hip  disarticulation)  have  been 
the  commonly  employed  surgical  procedures. 25,26,27,28 
Because  of  the  high  recurrence  rate  and  especially  in 
the  treatment  of  recurrent  tumors,  these  procedures 
still  have  an  important  role  in  the  treatment  of 
chondrosarcomas.  Newer  surgical  techniques  and 
methods  and  materials  in  bone  and  joint  replacement 
are  being  used  in  various  centers  with  promising  re- 
sults. Judging  from  the  variety  of  these  methods,  it 
might  appear  that  the  only  limiting  factors  are  the 
boldness  of  the  surgeon,  the  availability  of  materials 
and  the  ingenuity  of  the  prosthetic  designer.  How- 
ever, all  of  these  procedures  have  been  known  to 
cause  serious  complications  and  are  not  to  be  em- 
barked upon  without  extensive  evaluation  of  the  pa- 
tient and  serious  consideration  of  the  problems  asso- 
ciated with  the  specific  surgical  procedure.  It  is  still 
the  size  and  extent  of  the  spread  of  the  tumor  that 
determines  the  success  of  the  procedure.  Careful  pre- 
operative evaluation  by  thorough  history  and  phys- 
ical examination,  x-ray,  arteriography,  xeroradio- 
graphy, radio  isotope  scans  and  tomography  all  are 
used  to  determine  the  extent  of  the  lesion  and  its 
resectability.  Although  tumors  which  have  extended 
into  the  soft  tissues  are  not  necessarily  unbeatable  by 
these  methods,  the  common  denominator  for  success 
appears  to  be  that  the  tumor  be  confined  to  fairly  well 
defined  tissue  planes  in  surgically  accessible  areas. 

While  some  of  these  methods  must  be  classified  as 
experimental,  the  following  show  special  promise. 

Cryosurgery. 

This  technique  is  usually  used  as  an  adjuvant  to 
surgical  excision.  The  rationale  behind  its  use  is  that 
by  freezing  the  tissue  adjacent  to  the  excised  lesion 
with  either  liquid  nitrogen  or  a cryosurgical  probe,  all 
the  cells  in  the  range  of  2-3  cm  from  the  wall  of  the 
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lesion  are  killed.  Thus  a residual  tumor  in  the  area  is 
likely  to  be  destroyed  and  recurrences  prevented.29  30 

Massive  resection  and  allograft  transplantation. 

Bone  and  articular  cartilage  appear  to  be  especially 
blessed  as  transplant  materials  because  of  their  ap- 
parent lack  of  the  antigenic  qualities  present  in  other 
tissues.  The  lack  of  immunological  response  makes 
allografts  a particularly  inviting  material  to  use  to 
replace  bones  and  joints  removed  by  en  bloc  resec- 
tion. Although  formidable  complications  do  occur, 
they  have  been  successful.  Immunologic  rejection 
may  be  further  reduced  by  freezing.  The  cartilage 
degeneration  which  commonly  occurs  in  allograft 
joint  transplantations  may  be  obviated  by  the  glyceri- 
zation  which  preserves  the  viability  of  the  con- 
drocytes.  Because  of  the  prolonged  time  necessary  for 
the  grafts  to  incorporate,  however,  this  method  is 
probably  best  used  in  the  upper  extremity. 31,32'33  A 
similar  but  not  as  commonly  used  procedure  has  been 
to  resect,  autoclave  and  replace  the  tumorous  bone  in 
its  original  bed.34 

Prosthetic  replacement 

Replacement  of  the  excised  segment  of  bone  with 
metal  or  plastic  materials  cemented  with  acrylic  ce- 
ment methylmethacrylate  is  an  obvious  extension  of 
the  excellent  results  afforded  by  this  method  to  pa- 
tients with  joints  afflicted  with  various  arthridities. 
While  this  has  been  successful  in  selected  patients,35 
serious  consideration  must  be  given  to  the  fact  that 
the  prostheses  of  necessity  must  be  large,  thus  in- 
creasing the  risk  of  foreign  body  reaction.  Also,  when 
such  devices  are  placed  in  young  people  they  are 
more  apt  to  fracture  and  loosen. 

Prognosis 

The  prognosis  in  this  tumor,  as  noted,  varies 
widely  according  to  its  location,  degree  of  malig- 
nancy, etc.  Because  of  its  slow  growth  and  tendency 
to  metastasize  late,  a long  followup  must  be  made 
before  a definitive  prognosis  can  be  made.  In  general, 
with  adequate  treatment,  figures  of  75%,  —5  year  and 
70%  -10  year  survival  may  be  attained. 

Since  all  of  these  surgical  procedures  are  relatively 
new,  the  number  of  cases  small  and  the  natural  his- 
tory of  this  tumor  so  prolonged,  we  as  yet  do  not 
know  whether  they  will  ultimately  prolong  survival. 
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TRENDS  COMMENT 


This  article  clearly  reviews  the  present  manage- 
ment of  this  malignant  tumor  of  cartilaginous  origin. 
Despite  many  recent  advances  in  radiation  therapy 
and  chemotherapy,  surgical  resection  gives  the  best 
results.  Careful  preoperative  evaluation  to  determine 
the  extent  of  this  cancer  has  been  stressed.  If  the 
chondrosarcoma  is  confined  to  the  local  area  of  ori- 
gin, it  should  be  surgically  removed.  This  frequently 
requires  extensive  resection  and  amputation.  The 
newer  techniques  to  salvage  an  extremity,  involving 
methods  of  bone  and  joint  replacement,  must  be  re- 
garded as  experimental.  These  procedures  should 
only  be  performed  in  medical  centers  especially 
equipped  to  handle  these  selected  patients. 

J.  Shelton  Horsley,  III,  MD 


Clinical  Trial  for  Cancer  Patients 

The  Division  of  Surgical  Oncology,  Department 
of  Surgery,  Medical  College  of  Virginia,  and  the 
MCV-VCU  Cancer  Center  are  interested  in  assessing 
the  therapeutic  value  of  pre-surgical  intralesional 
and  post-surgical  systemic  immunotherapy  (Coryne- 
bacterium  parvum)  as  an  adjuvant  to  standard  surgi- 
cal treatment  of  epidermoid  carcinoma  of  the  oral 
cavity,  pharynx,  and  larynx.  Any  physicians  wishing 
to  refer  their  patients  for  such  a clinical  trial  should 
address  their  inquiries  to  Dr.  J.  Shelton  Horsley  III, 
Associate  Director,  MCV-VCU  Cancer  Center,  Box 
II,  1200  East  Broad  Street,  Richmond  VA  23298 
or  call  him  at  804-770-4146. 


ARE  YOUR  PATIENTS  A HAZARD 
ON  THE  HIGHWAY? 

A Seminar  for  the  Practicing  Physician 
Friday  evening,  October  7 
(with  gratis  dinner), 
and 

Saturday  morning,  October  8, 
in 

WILLIAMSBURG,  VIRGINIA. 

For  details,  watch  your  mail  and  this  journal; 
or  call  MSV  headquarters,  804  353-2721. 


New  CHAMPUS/CHAMPVA  Procedure 

Beginning  this  month,  all  CHAMPUS/CHAMPVA 
claims  for  patients  in  the  entire  state  of  Virginia  and 
the  District  of  Columbia  will  be  processed  by  Blue 
Cross  of  Southwestern  Virginia.  A special  telephone 
network  has  been  installed  to  provide  fast  service. 
Doctors  in  the  Roanoke  area  should  call  989-6638;  in 
the  rest  of  Virginia,  1-800-542-5829;  in  the  metro- 
politan Washington  area,  243-0060.  Calls  will  be  re- 
ferred to  administrative  or  provider  relations  units. 
Or  write  to  CHAMPUS/CHAMPVA,  Blue  Cross  of 
Southwestern  Virginia,  PO  Box  13047,  Roanoke  VA 
24034.  About  200,000  persons  in  Virginia  and  the 
District  are  eligible  for  this  insurance. 


AUGUST,  1977/VIRGINIA  MEDICAL 


54.7 


Surgery/Case  Report 


Facial  Diplegia  and  Its  Causes 

John  B.  Gorman,  MD,  Benedict  Nagler,  MD,  and 
Jacques  E.  Botton,  MD,  Lynchburg,  Virginia 


The  variety  of  clinical  entities  responsible  for  facial  paralysis  is  illustrated 
with  the  histories  of  three  patients,  one  with  Guillain-Barre  syndrome. 


FACIAL  NERVE  PARALYSIS  of  the  peripheral 
type  distinguished  from  the  lower  facial  nerve 
paralysis  of  the  supranuclear  type  may  have  its  origin 
in  the  brain  stem,  cranial  cavity,  fallopian  canal  or 
neck  (after  the  nerve’s  emergence  from  the  base  of  the 
skull  through  the  stylomastoid  foramen).  Many 
causative  factors  have  to  be  considered  to  explain  this 
type  of  disorder.  Three  case  histories  of  bilateral 
complete  facial  paralysis  may  illuminate  the  variety 
of  clinical  entities  responsible  for  this  paralysis.  It  is 
to  be  distinguished  from  what  one  more  or  less  “rou- 
tinely” considers  to  be  “Bell’s  palsy,”  the  lower  facial 
paralysis,  usually  unilateral  but  sometimes  also  oc- 
curring bilaterally,  possibly  or  probably  caused  by  a 
viral  infection. 

Case  Reports 

Case  1. 

A 24-year-old  white  male,  department  store  records 
clerk,  was  seen  on  October  17,  1973,  with  a chief  complaint 
of  “Something  keeps  pulling  my  mouth  down  on  the  right 
and  I cannot  talk  plain.”  The  patient  also  stated  that  he 
could  not  chew  on  the  right  side  and  that  he  could  not  close 
his  eyes  completely.  There  was  a history  of  having  had  a 

Presented  at  the  meeeting  of  the  Virginia  Society  of 
Opththalmology  and  Otolaryngology  in  Williamsburg  on 
May  24,  1976. 

Address  correspondence  to  Dr.  Gorman  at  1900  Tate 
Springs  Road,  Lynchburg  VA  24501. 

Submitted  9- 1 3-76. 


respiratory  tract  infection  (sore  throat)  the  month  before. 
He  had  not  been  seen  by  a physician  at  that  time. 

On  initial  examination  there  was  noted  to  be  marked 
weakness  of  the  right  side  of  the  face  with  a typical  periph- 
eral facial  paralysis.  The  motion  at  the  angle  of  the  mouth 
and  frontalis  area  on  the  left  was  decreased  and  it  was 
noted  that  the  upper  lids  closed  incompletely  (Fig.  I ).  The 
patient  was  admitted  to  the  hospital  for  studies. 

During  the  course  of  the  hospitalization  the  facial  paraly- 
sis became  complete  on  both  sides.  The  only  other  addi- 
tional neurological  deficit  was  a decreased  gag  reflex.  Lum- 
bar puncture  demonstrated  protein  of  187  with  no  increase 
in  cells,  confirming  the  clinical  impression  of  Guillain-Bar- 
re syndrome.  With  no  specific  medications  the  patient  grad- 
ually improved  and  had  return  of  the  facial  motion  bilater- 
ally to  normal  (Fig.  2)  when  last  seen  at  the  office  for 
followup  on  October  30,  1973. 

Comment:  Facial  diplegia  may  occur  in  85%  of 
cases  of  Guillain-Barre  syndrome.  The  facial  paraly- 
sis may  recur,  as  may  the  syndrome. 

Case  2. 

A 68-year-old  white  female  RN  was  seen  on  September 
12,  1972.  Her  chief  complaint  was  hearing  loss  on  the  left. 
On  initial  examination  the  upper  respiratory  and  upper 
digestive  tracts  were  within  normal  limits.  There  was  a 
sensorineural  type  hearing  loss  with  a 28  db  Fletcher  aver- 
age and  a 25  SRT  with  a 44%  discrimination  score.  She  was 
suspected  to  have  an  acoustic  neuroma  and  was  immedi- 
ately advised  hospitalization  for  studies,  but  declined.  X- 
rays  obtained  on  the  initial  day  of  examination  demon- 
strated the  internal  auditory  meatuses  to  be  normal. 
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Fig.  I.  Bilateral  peripheral  facial  paralysis  secondary  to 
Guillain-Barre  syndrome. 


Fig.  2.  Complete  recovery  of  facial  paralysis  following 
Guillain-Barre  syndrome. 


On  October  27,  1972,  the  patient  returned  with  a left 
peripheral  facial  paralysis.  Again  prompt  hospitalization 
was  advised  and  just  as  promptly  declined.  At  this  point  a 
course  of  dexamethasone  was  prescribed.  On  return  five 
days  later  there  was  marked  improvement  of  the  facial 
motion  on  the  left,  which  gradually  returned  to  normal. 

On  November  21,  1972,  the  patient  was  seen  with  a 
complaint  of  loss  of  hearing  in  the  right  ear  in  conjunction 
with  a right  peripheral  facial  paralysis.  Audiological  testing 
demonstrated  a puretone  average  of  52  with  a sensorineural 
type  hearing  loss  on  the  right  and  extremely  poor  discrimi- 
nation on  the  right;  concomitantly,  testing  showed  a total 
absence  of  hearing  on  the  left  side.  The  patient  now  con- 
sented to  hospitalization;  the  left  7th  nerve  paralysis  had 
recurred.  Again  the  paralysis  cleared  following  the  use  of 
steroids. 

An  arteriogram  was  carried  out  which  showed  asymme- 
try of  the  superior  cerebellar  arteries  consistent  with  medial 
extrapontine  displacement  on  the  left  and  intrapontine  ex- 
pansion on  the  right.  The  history  of  a mastectomy  two 
years  prior  to  onset  of  the  current  illness  lends  strength  to 
the  clinical  diagnosis  of  metastatic  pontine  disease  followed 
by  recurrent  facial  paralysis  on  the  left  and  then  permanent 
total  peripheral  facial  paralysis  bilaterally,  as  well  as  bilat- 
eral profound  sensorineural  deafness. 

Radiation  therapy  was  considered  but  the  patient  de- 
clined this.  She  was  transferred  to  a long-term  facility  for 


supportive  care  and  maintained  on  dexamethasone,  which 
helped  to  control  the  headache  pain  which  she  developed. 

Death  occurred  on  July  14,  1973. 

Case  3. 

A 19-year-old  white  housewife,  noted  on  June  22,  1964, 
earache  on  the  right  and  weakness  of  the  right  face.  By  June 
23  she  also  noted  that  she  was  unable  to  move  the  left  face 
and  developed  complete  loss  of  motion  with  a bilateral 
peripheral  complete  facial  paralysis  (Fig.  3). 

Four  weeks  prior  to  this  she  had  given  birth  to  her  first 
child  and  had  lost  13  pounds. 

Included  in  her  history  was  a bout  of  right  facial  paraly- 
sis two  years  before  this  admission.  On  questioning  the 
patient  stated  that  she  had  her  first  episode  of  right  facial 
paralysis  six  years  before  when  she  was  I 3 years  of  age  and 
the  second  episode  three  years  before  at  1 6 years  of  age,  this 
also  on  the  right  side.  Each  time  there  had  been  facial 
swelling  accompanying  the  facial  paralysis. 

On  examination  at  the  hospital,  there  was  noted  to  be 
bilateral  facial  swelling  with  the  neurological  examination 
demonstrating  a hearing  loss  bilaterally.  The  type  of  hear- 
ing loss  was  sensorineural  and  the  degree  was  mild,  with  30 
db  level  on  the  right  and  25  db  on  the  left.  The  intraoral 
examination  revealed  lingua  plicata  of  the  tongue.  The 
temporal  bone  x-rays  were  negative.  The  chest  x-ray 
showed  some  patchy  infiltration  of  the  right  lower  lobe. 
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Fig.  3.  Bilateral  complete  peripheral  facial  nerve  paralysis 
with  facial  edema,  particularly  the  lips. 

Laboratory  findings,  including  spinal  fluid  examination, 
were  negative. 

Because  of  the  recurrent  nature  of  the  paralysis  on  the 
right  a facial  nerve  decompression  on  the  right  was  carried 
out  from  the  stylomastoid  foramen  to  the  entrance  of  the 
facial  nerve  into  the  middle  ear  on  the  right.  Postoperative 
facial  motion  on  the  right  returned  to  normal  over  a period 
of  six  weeks,  and  over  a period  of  two  months  the  facial 
paralysis  on  the  left  returned  to  almost  normal,  lagging 
somewhat  behind  the  right  side  (Fig.  4).  There  has  been  a 
tendency  for  mild  recurrence  on  the  nonoperated  side  but 
none  on  the  operated  side. 

When  the  patient  was  last  examined  in  1975  and  during 
the  interim  there  has  been  recurrence  of  mild  ramus  man- 
dibularis  weakness  on  the  left  side. 

Comment:  This  case  demonstrates  the  unusual 
finding  of  bilateral  complete  peripheral  facial  paraly- 
sis with  recurrent  facial  paralysis  documented  several 
times  in  the  past  on  the  right.  Findings  are  consistent 
with  Melkersson's  syndrome. 

This  syndrome,  described  by  Melkersson  in  1928,1 
is  a rare  occurrence,  characterized  by  chronic  or  re- 
curring edema  of  the  face  accompanying  the  recur- 
rent facial  palsy.  Rosenthal,  who  reported  in  1931  a 
series  of  these  cases2,  noted  in  a third  of  his  patients 


Fig.  4.  The  patient  after  facial  nerve  decompression  on  the 
right  and  spontaneous  recovery  on  the  left. 

the  presence  of  a fissured  tongue.  The  first  episodes  of 
the  syndrome  usually  occur  in  childhood  or  adoles- 
cence, in  most  cases  before  the  age  of  16  (and  even  as 
early  as  1 8 months).  It  is  assumed  to  be  of  vasomotor 
origin,  explaining  the  combination  of  facial  paralysis 
and  edema,  which  usually  involves  the  distribution  of 
the  facial  nerve  and  affects  especially  the  upper  lip. 

Summary 

These  cases  are  reported  here  to  draw  attention  to 
the  variety  of  causative  factors  of  bilateral  facial  pa- 
ralysis. The  importance  of  the  correct  clinical  diag- 
nosis and — based  on  the  recognition  of  the  clinical 
entity — of  the  correct  diagnosis  and,  when  feasible, 
appropriate  treatment  does  not  require  further  com- 
ment. It  is  of  interest  to  note  that  two  of  the  three 
cases  presented  had  a recurrent  bout  of  facial  paraly- 
sis at  least  on  one  side. 
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Special  Article 


Toward  Comparable  Family  Practice 

Data 

Russell  Boyle,  MA,  and  James  J.  Gehrig,  Jr.,  ME,  Richmond,  Virginia 


Information  from  the  Medical  College  of  Virginia  Family  Practice  Data 
System  is  tested  for  representativeness  with  other  such  recording  systems. 
Problems  are  presented,  and  measures  for  greater  uniformity  are  proposed. 


The  medical  college  of  Virginia 

(MCV)  Family  Practice  Data  System,  recently 
described  in  The  Journal  of  Family  Practice  J is  cur- 
rently being  employed  to  predict  family  physician 
manpower  needs  in  Virginia  through  the  year  2000. 
Briefly,  this  system  is  a continuous  recording  in- 
strument, supplying  basic  demographic  and  morbid- 
ity information  from  all  face-to-face  physician- 
patient  contacts  (visits)  recorded  by  participating 
family  practitioners  throughout  Virginia.  Under  a 
National  Center  for  Health  Services  Research  grant, 
data  from  Fiscal  Years  1975,  1976  and  1977  are  being 
independently  and  collectively  analyzed  to  determine 
practice  morbidity,  visiting  patient  characteristics 
and  estimated  sizes  of  practice  populations. 

Data  presently  being  examined  consist  of  all  visits 
(office,  home,  emergency  room,  hospital,  extended 
care  facility)  coded  at  ten  family  practices  from  July 
1,  1974  through  June  30,  1975,  FY  75.  This  number 
includes  three  “teaching”  practices  affiliated  with  the 
Department  of  Family  Practice,  MCV:  Newport 
News  (39  residents  in  the  three-year  program),  Black- 
stone  (18  residents)  and  Fairfax  (16  residents).  Re- 
cording at  each  of  these  practices  is  a required  seg- 
ment of  the  overall  program.  Additionally,  seven 
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community  practices — one  multi-specialty,  four 
single-specialty  groups  and  two  solo  practices — have 
voluntarily  recorded  all  visits  as  a contribution  to  the 
data.  The  91  participating  FY  75  recorders  are  thus 
composed  of  6 faculty,  73  residents,  1 1 community 
family  practitioners  and  1 nurse  practitioner. 

As  a prerequisite  to  the  research,  representa- 
tiveness of  the  MCV  Family  Practice  Data  System 
must  be  ascertained.  Conceptually,  determining  com- 
parability appears  fairly  innocuous;  however,  the 
task  proved  incredibly  cumbersome.  The  question 
being  posed:  are  the  data  being  recorded  typical  of 
family  practice  patients  and  morbidity  in  other  areas 
under  the  same  health  care  delivery  system  (United 
States)  or  under  markedly  different  schemes  (Great 
Britain)?  Research  to  date  in  this  area  has  produced 
analogies  of  the  FY  75  data  with  the  1973-74  Na- 
tional Ambulatory  Medical  Care  Survey2  as  well  as 
the  1970-71  British  Second  National  Morbidity  Sur- 
vey.3 

Methodology 

The  procedure  followed  was  quite  straightforward. 
Initially,  a thorough  review  of  the  literature  was  con- 
ducted, that  is,  any  paper  concerning  family  practice 
or  primary  care  data  which  appeared  even  remotely 
relevant  to  our  needs  was  examined.  Two  areas  of 
comparability  emerged:  demographic  characteristics 
of  the  patient  sample  and  reported  morbidity.  Within 
this  framework,  trends  indicating  both  similarities 
and  disparities  in,  for  example,  the  manner  in  which 
the  data  were  collected,  age/sex  composition  ol 
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patients  and  most  frequently  coded  “problems”  have 
been  noted. 

The  literature  search  revealed  a definite  paucity  of 
such  information.  Nonetheless,  the  three  relatively 
recent  papers  listed  below  fulfilled  our  purpose. 

1.  “Family  Practice  in  Wisconsin,”  published  in 
the  Wisconsin  Medical  Journal ,4  presents  data  col- 
lected during  the  period  1970-71  from  63  volunteer 
family  practitioners,  admittedly  “a  select  group  of 
highly  motivated  individuals.”  These  data  include 
physician  workload  in  terms  of  patient  contacts  per 
day  and  hours  worked  per  week,  as  well  as  sketchy 
“patient”  characteristics  and  morbidity,  broken 
down  into  both  specific  “diagnosis”  and  ICDA 
Disease  Categories. 

2.  “Getting  to  know  your  practice  family,”  re- 
ported in  Patient  Care 5 describes  the  recording  of 
all  office  patient-contacts  on  two  consecutive  days 
(during  four  intervals  from  April,  1974  to  January, 
1975)  by  54  (or  possibly  80)  volunteer  family  physi- 
cians in  Indiana.  Workload,  age  distribution  of 
“patients”  and  morbidity  (“complaints,”  “symp- 
toms,” “diagnoses,”  and  rates  per  apparent  ICDA 
Disease  Category)  are  reported. 

3.  “Anglo-American  contrasts  in  general  prac- 
tice,” British  Medical  Journal ,6  discusses  differ- 
ences in  morbidity  between  family  practices  in 
northeast  England  and  Iowa.  We  will  be  partic- 
ularly concerned  with  the  latter,  in  which  25  volun- 
teer family  physicians  recorded  2466  “non-in- 
stitutional  consultations”  during  November,  1974, 
coding  morbidity  according  to  the  Royal  College 
of  General  Practitioners  (RCGP)  classification  sys- 
tem. 

Results 

Table  1 shows  the  age  and  sex  distribution  of 
“patient  visits”  for  MCV  FY  75  data  compared  with 
the  Indiana,  Iowa  and  Wisconsin  studies.  It  must  first 
be  emphasized  that  the  patient  visit  concept  differs 
substantially  among  the  four  sources  of  data.  As 
previously  stated,  MCV  records  all  face-to-face  phy- 
sician-patient contacts  at  office,  home,  emergency 
room,  hospital  and  extended  care  facility.  The  Wis- 
consin study  roughly  follows  this  format  but  adds 
telephone  contacts.  Data  from  Indiana  reflect  only 
“patients  seen  in  the  physician’s  office,”  while  family 
practitioners  in  Iowa  record  “non-institutional  con- 
sultations,” ostensibly  home  and  office.  Dis- 
crepancies in  age  cohorts  should  also  be  noted,  a 
matter  to  be  discussed  later.  Perhaps  most  important, 
the  data  in  Table  1 concern  “patient  visits,"  not  indi- 
vidual patients. 

Notwithstanding  the  above,  age  analogies  are 
rather  remarkable.  Relative  frequencies  of  patient 


visits  per  cohort  in  the  MCV  and  Indiana  studies  are 
quite  similar.  Nearly  half  of  all  visits  are  by  patients 
31  years  of  age  and  younger,  with  about  3 in  10  by 
patients  21  years  and  younger.  Patient  visit  frequen- 
cies between  MCV  and  both  Iowa  and  Wisconsin  are 
also  closely  comparable,  as  Table  1 reveals.  It  is  of 
particular  interest  that  the  proportion  of  female  visits 
in  all  four  sources  of  data  is  approximately  60%,  a 
figure  substantiated  in  past  studies  of  general/family 
practice  and  primary  care  (Massachusetts,  58%7;  up- 
state New  York,  58%8;  NAMCS,  60. 7%9). 


Table  1.  Age/Sex  Distribution  of  Patient  Visits. 


Age 

Relative  Cumulative 
Frequency  Frequency 

Age 

Relative 

Frequency 

Cumulative 

Frequency 

VIRGINIA 

INDIANA 

0-4 

8.3 

8.3 

0-4 

8.3 

8.3 

5-9 

5.9 

14.2 

5-10 

6.3 

14.6 

10-14 

5.4 

19.5 

1 1-15 

6.4 

21.0 

15-19 

9.1 

28.6 

16-20 

9.5 

30.5 

20-29 

16.8 

45.4 

21-30 

15.9 

46.5 

30-39 

1 1.7 

57.1 

31-40 

11.7 

58.1 

40-49 

1 1.2 

68.2 

41-50 

11.7 

69.8 

50-59 

11.1 

79.4 

51-60 

12.0 

81.8 

60-69 

9.8 

89.2 

61-70 

9.8 

91.6 

70+ 

10.7 

100.0 

71  + 

8.4 

100.0 

VIRGINIA 

IOWA 

0-4 

8.3 

8.3 

0-4 

10.6 

10.6 

5-19 

20.3 

28.6 

5-18 

17.5 

28.1 

20-44 

34.0 

62.6 

19-44 

35.0 

63.1 

45-64 

22.0 

84.6 

45-64 

21.2 

84.3 

65  + 

15.4 

100.0 

65  + 

15.7 

100.0 

VIRGINIA 

WISCONSIN 

0-14 

19.5 

19.5 

0-14 

25 

25 

15-64 

65.1 

84.6 

1 5-64 

59 

84 

65  + 

15.4 

100.0 

65  + 

16 

100 

Percentage 

Female 

Total  Visits 

VIRGIN 

1A 

59.6 

142,177 

INDIANA 

60 

8,353 

IOWA 

59.7 

2,466 

WISCONSIN* 

56 

Not  Available 

* Sex  Unknown  for  3%  of  visits. 

MCV  Family  Practice  Data  System — FY  75:  VIRGINIA 
Indiana  Family  Physician  Data — April,  1974  to  January,  1975: 
INDIANA 

Iowa  Family  Physician  Survey — November,  1974:  IOWA 
Wisconsin  Family  Practitioner  Data— 1970-7 1 : WISCONSIN 

A comparative  distribution  of  problems  or  diag- 
noses according  to  ICDA  Disease  Category  is  pre- 
sented in  Table  2.  Again,  several  differences  must  be 
pointed  out.  The  MCV  data  employ  the  Royal  Col- 
lege of  General  Practitioners  classification  adapted  to 
a problem-oriented  approach  or  RCGP — US;  rates 
shown  reflect  the  first  problem  recorded  at  each  phy- 
sician-patient contact.  The  actual  classification  sys- 
tem used  in  the  Indiana  survey  is  unclear,  but  these 
data  represent  rates  per  100  patient  visits,  with  one 
or  more  diagnoses  made  at  each  contact.  In  Iowa,  the 


554 


VIRGINIA  MEDICAL/AUGUST,  1977 


Table  2.  Distribution  of  Problems/Diagnoses  by  ICDA  Disease  Category. 

VA. 

IND. 

IOWA 

WISC. 

% 

% 

% 

% 

ICDA  No. 

Disease  Category  (ICDA ) 

n = 142,177 

n = 8,798 

n = 2,757 

n = 20,407 

000-136 

Infective  and  parasitic  diseases 

6.1 

3.9 

4.1 

NA** 

140-239 

Neoplasms 

1.3 

1.0 

2.4 

NA 

240-279 

Endocrine,  nutritional,  and  metabolic  diseases 

5.7 

5.3 

5.9 

NA 

290-315 

Mental  disorders 

4.8 

4.8 

5.6 

NA 

320-389 

Diseases  of  nervous  system  and  sense  organs 

6.1 

5.3 

8.2 

NA 

390-458 

Diseases  of  circulatory  system 

11.2 

12.2 

15.3 

11.1 

460-519 

Diseases  of  respiratory  system 

13.4 

18.6 

15.4 

11.7 

520-577 

Diseases  of  digestive  system 

5.3 

4.4 

4.2 

NA 

580-629 

Diseases  of  genitourinary  system 

6.1 

6.4 

7.0 

NA 

680-709 

Diseases  of  skin  and  subcutaneous  tissue 

5.8 

5.5 

NA 

710-738 

Diseases  of  musculoskeletal  system  and  connective  tissue 

4.9 

6.0 

NA 

780-796 

Symptoms  and  ill-defined  conditions 

2.4 

1.4 

1.5 

9.7 

800-999 

Accidents,  poisonings,  and  violence 

10.4 

7.5 

10.3 

9.2 

280-289 

Diseases  of  the  blood;  complications  of  pregnancy  and 

630-678 

childbirth;  congenital  anomalies;  causes  of  perinatal 

NC* 

.8 

NC 

NA 

740-759 

morbidity  and  mortality 

760-779 

Y00-Y13 

Special  conditions  and  examinations  without  illness 

12.3 

18.3 

NC 

21.0 

TOTAL 

95.8 

100.0 

91.4 

(62.7) 

* NC — “Not  Comparable”  to  ICDA  because  of  complications  arising  from  the  use  of  different  coding  systems. 
**  NA — “Not  Available”  from  the  literature 
MCV  Family  Practice  Data  System — FY  75:  VA. 

Indiana  Family  Physician  Data — April,  1974  to  January,  1975:  IND. 

Iowa  Family  Physician  Survey — November,  1974:  IOWA 
Wisconsin  Family  Practitioner  Data — 1970-71:  WISC. 


Royal  College  of  General  Practitioners  system  is  used 
(RCGP,  not  RCGP — US),  while  rates  per  100  “diag- 
noses made  in  ill  patients”  are  reported,  all  diagnoses 
included.  Finally,  the  Wisconsin  survey  utilizes 
ICDA  to  code  all  diagnoses  but  supplies  information 
only  for  five  selected  categories. 

In  terms  of  illness , “Diseases  of  the  Respiratory 
System”  and  “Diseases  of  the  Circulatory  System” 
are  the  most  common  in  all  four  data  bases.  Addi- 


tionally, the  category  “Accidents,  Poisonings  and 
Violence”  is  third  in  three  states  and  fourth  in  Wis- 
consin. In  fact,  the  similarity  in  the  distributions 
among  MCV,  Indiana  and  Iowa  is  striking. 

The  rather  large  proportion  of  problems/diagnoses 
under  the  heading  “Special  Conditions  and  Exam- 
inations Without  Illness”  can  also  be  noted,  partic- 
ularly in  Wisconsin.  Here  the  recording  of  telephone 
contacts  as  “visits”,  all  surgical  procedures  as  “other 


Table  3.  Ten  Most  Common  Problems/Diagnoses. 


VIRGINIA 

(RCGP-US) 

% 

n = 

142,177 

INDIANA 

(ICDA?) 

% 

n = 
8,798 

IOWA 

(RCGP) 

% 

n = 
2,757 

WISCONSIN 

(ICDA) 

% 

n = 
20,407 

Medical  or  special  exam 

8.4 

General  exam-healthy 

9.6 

Hypertension 

8.7 

Well  baby  and  child  care 

3.3 

Essential  hypertension 

5.1 

Essential  hypertension 

7.0 

Pregnancy 

5.0 

General  medical  exam 

3.2 

Superficial  injuries 

4.7 

Upper  respiratory 
infection 

5.3 

Superficial  injuries 

4.8 

Prenatal  care 

3.2 

Acute  pharyngitis/ 
tonsillitis 

3.7 

Anxiety 

4.2 

Common  cold 

4.6 

Other  surgical  aftercare 

2.8 

Strains  and  sprains 

3.3 

Well  baby  exam 

3.5 

Tonsillitis 

3.5 

Prophylactic  inoculations 
and  vaccinations 

2.8 

Acute  bronchitis 

2.9 

Prenatal  care 

3.5 

Acute  bronchitis 

2.9 

Essential  hypertension 

2.6 

Common  cold  (coryza) 

2.5 

Pharyngitis 

3.0 

Strains  and  sprains 

2.8 

Other  general  symptoms 

2.3 

Diabetes  mellitus 

2.2 

Diabetes  mellitus 

2.5 

Acute  otitis  media 

2.6 

Neuroses 

2.1 

Febrile  cold 

1.9 

Bronchitis 

2.4 

Diabetes  mellitus 

2.4 

Upper  respiratory 
infection 

2.0 

Otitis  Media 

i .6 

Dermatitis 

2.4 

Anxiety  state 

2.1 

Diabetes  mellitus 

2.0 

TOTAL 

36.3 

TOTAL 

43.4 

TOTAL 

39.4 

TOTAL 

26.3 

MCV  Family  Practice  Data  System — FY  75:  VIRGINIA 

Indiana  Family  Physician  Data — April,  1974  to  January,  1975:  INDIANA 

Iowa  Family  Physician  Survey — November,  1974:  IOWA 

Wisconsin  Family  Practitioner  Data — 1970-71:  WISCONSIN 
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surgical  attendance”  and  all  diagnoses  at  each  physi- 
cian-patient contact  probably  account  for  the  21% 
figure  reported  for  this  particular  category. 

The  ten  most  frequently  coded  prob- 
lems/diagnoses in  each  data  system  are  provided  in 
Table  3.  Each  has  used  a different  classification,  mak- 
ing direct  comparison  between  MCV  and  any  of  the 
other  studies  virtually  impossible.  Problems  or  diag- 
noses in  the  RCGP — US  system  obviously  employ 
different  phraseology  than  the  ICDA;  for  example, 
the  premier  MCV  problem,  “Medical  or  Special 
Exam”,  would  include  both  “General  Exam 
Healthy”  and  “Well-Baby  Exam”,  numbers  one  and 
five  respectively  in  the  Indiana  survey. 

Nonetheless,  it  is  quite  clear  that  the  top  ten  prob- 
lems/diagnoses are  conspicuously  consonant  among 
the  data  bases  reported,  and  that  these  account  for 
roughly  40%  of  all  problems/diagnoses  in  three  of  the 
four.  Diagnoses  about  which  there  is  little  doubt  in 
terms  of  both  identification  and  subsequent  recording 
of  the  problem  by  the  physician,  such  as  “Essential 
Hypertension”,  “Acute  Bronchitis”  and  “Diabetes 
Mellitus”,  are  similar  in  rank  order  and  percent  dis- 
tribution among  all  four  states.  Conversely,  “Pre- 
natal Care”  rates  very  high  in  the  Indiana,  Iowa  and 
Wisconsin  surveys  but  does  not  occur  in  MCV’s  ten 
most  common  problems  (it  is  actually  eighteenth). 

Discussion 

It  is  clear  from  the  above  text  and  tables  that  the 
MCV  Family  Practice  Data  System  is  typical  of  other 
family  practice  recording  bases  and  quite  possibly 
affords  a reasonably  accurate  depiction  of  patients  as 
well  as  problems  dealt  with  by  family  physicians  in 
this  country.  The  data  in  Table  I are  not  unduly 
impressive,  since  comparisons  of  age  distributions  are 
generally  facile.  These  figures  do  indicate,  however, 
the  large  proportion  of  contacts  by  patients  20-29 
years  of  age  (MCV  vs.  Indiana)  or  20- 14  years  of  age 
(MCV  vs.  Iowa),  the  majority  of  which  are  made  by 
females.  Tables  2 and  3 are  likewise  revealing  and 
should  be  most  significant  to  the  family  practitioner. 
That  is,  the  distribution  of  problems  seen  by  the 
family  physician  is  consistent  throughout  several  data 
sources,  and  a mere  ten  “diagnoses”,  essentially  iden- 
tical in  all  4 data  bases,  compose  about  40%  of  the 
family  practitioner's  morbidity  workload. 

There  is,  however,  an  additional  element  to  be 
discussed:  dissimilarities,  incongruities  and  ill-de- 
fined concepts  uncovered  in  the  research  must  be 
presented  in  the  hope  that  future  reporting  can  be- 
come increasingly  uniform.  A few  examples  will  be 
delineated  below,  followed  by  proposals  to  help  at- 
tain comparability. 

The  incompatible  age  cohorts  have  earlier  been 


observed.  Subgroups  do  not  vary  more  than  one  year, 
but  this  is  extremely  important  in  terms  of  demo- 
graphic and  epidemiologic  research,  including  the 
correct  use  of  the  “cohort”  study.10  Moreover,  ascer- 
taining similar  problems/diagnoses  among  three  dif- 
ferent classifications  is  ridiculous.  It  is  true  that  a few 
rubrics  are  identical  (“Diabetes  Mellitus”,  for  ex- 
ample), but  there  is  far  too  much  descriptive  disparity 
to  produce  meaningful,  clinically  accurate  com- 
parisons. 

An  additional  factor  is  the  definition  of  terms. 
While  it  may  be  impracticable  to  employ  “standard” 
terminology  within  the  area  of  primary  care  research, 
concepts  should  at  least  be  correctly  identified.  In  the 
Wisconsin  study,  reference  is  made  to  the  age/sex 
composition  of  “patients”,  but  what  is  probably 
meant  is  “patient  contacts”.  This  mislabelling  again 
occurs  in  the  Iowa  paper,  where  “patients”  instead  of 
“consultations”  or  “patient  contacts”  is  consistently 
used  in  table  titles.  The  difference  is  critical: 
“patient”  is  obviously  an  individual,  whereas  “patient 
contact”  or  “patient  visit”  is  a meeting  between  phy- 
sician and  patient. 

A final  observation:  recording  methodologies  are 
different  in  all  four  data  systems  examined.  While  the 
MCV  study  reports  all  face-to-face  physician-patient 
contacts  (office,  home,  emergency  room,  hospital, 
and  extended  care  facility)  and  utilizes  the  RCGP — 
US  classification,  the  Wisconsin  survey  similarly  in- 
cludes office,  home  and  hospital  visits  but  appends 
telephone  calls  and  employs  the  ICDA  system. 
Iowa’s  data  reflect  all  patient  consultations  at  home 
or  office  using  RCGP  codes,  whereas  the  Indiana 
family  practitioners  record  only  office  visits.  It  is 
evident  that  precise  comparisons  of  workload  cannot 
be  made  given  these  divergent  recording  schemes. 

A few  suggestions  which  may  achieve  a modicum 
of  uniformity  among  family  practice  information  sys- 
tems are  in  order.  Initially,  recording  methodologies 
should  be  as  compatible  as  possible:  let  us  all  collect 
data  in  the  same  manner!  At  the  very  least,  sites  of 
recorded  physician-patient  contacts  should  be  con- 
sistent, so  that  workload  data  can  be  compared.  To 
account  for  as  much  of  the  physician’s  time  “in  prac- 
tice” as  feasible,  the  MCV  Family  Practice  Data  Sys- 
tem codes  all  face-to-face  contacts  between  physician 
and  patient,  at  all  sites.  (Telephone  “visits”  are  not 
included  due  to  the  casual  or  nonclinical  nature  of 
many  of  these  calls.)  Participating  family  prac- 
titioners have  generally  found  this  format  quite  ac- 
ceptable, since  separate  worksheets  for  each  day's 
hospital,  emergency  room  or  extended  care  facility 
patient  visits  can  be  kept  without  difficulty. 

A second  item  is  the  patient  sample.  While  MCV 
has  found  continuous  recording  of  all  physician- 
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patient  contacts  most  instructive  (because  of  longitu- 
dinal case-histories,  for  instance),  data  obtained  from 
sampling  at  representative  times  are  certainly  ad- 
quate.  Also  “patient  visits”  (or  preferably 
“patients”)  should  be  grouped  in  standard  5-year  age 
cohorts;  that  is,  0-4  years,  5-9  years,  10-14  years,  etc. 
Combinations  of  these  can  certainly  be  employed. 
One  possible  format  is  that  used  in  the  NAMCS 
reports:  under  15  years,  15-24  years,  25-44  years,  45- 
64  years,  65  years  and  over.9  Alternatively,  an  ex- 
tended convention  of  seven  groupings,  0-4  years,  5- 
14,  15-24,  25-44,  45-64,  65-74,  over  75  years,  may  be 
more  suitable  to  the  needs  of  family  practice  research. 

Evident  throughout  this  paper  has  been  the  need 
for  a distinct  definition  of  terms.  Clearly,  it  would  be 
advantageous  if  researchers  in  family  prac- 
tice/primary care  could  agree  on  a standard  glossary; 
in  lieu  of  this,  straightforward  explication  of  concepts 
used  is  certainly  required.  In  the  Indiana  study,  vir- 
tually no  definitions  are  given:  data  on  “complaints”, 
“symptoms”  and  “diagnoses”  are  presented  with  no 
intimation  of  intended  meaning.  Further,  “patient” 
and  “patient  visit”  are  used  interchangeably  but 
seemingly  incorrectly  in  the  Iowa  and  Wisconsin  sur- 
veys. Regarding  the  latter,  a definition  of  “patient 
contact”  is  supplied,  but  the  authors  then  describe 
the  sex  and  age  composition  of  “patients”.  Is  this 
accurate? 

Those  involved  with  the  MCV  Family  Practice 
Data  System  have  been  working  closely  with  the 
North  American  Primary  Care  Research  Group 
(NAPCRG)  as  well  as  the  World  Organization  of 
National  Colleges,  Academies,  and  Academic  Asso- 
ciations of  General  Practitioners/Family  Physicians 
(WONCA)  to  establish  acceptable  usage  of  terms. 
The  following  are  a few  concepts  which  MCV  has 
adopted: 

• “Active  patient ” — an  individual  for  whom  a 
chart  has  been  prepared  and  who  has  visited  the 
practice  at  least  once  within  the  past  two  years. 

• “Inactive  patient ” — an  individual  for  whom  a 
chart  has  been  prepared  but  who  has  not  visited 
the  practice  within  the  past  two  years. 

• “Visit" — a face-to-face  contact  between  health 
care  provider  and  patient,  at  any  location,  at 
which  one  or  more  transactions  are  completed. 

• “Transaction" — the  identification  and  recording 
of  a unique  problem  by  the  health  care  provider 
at  a visit. 

• "Problem" — a unique  classification  of  disease 
identified  by  the  health  care  provider.  For  ex- 
ample, the  International  Classification  of  Health 
Problems  in  Primary  Care  (ICHPPC)  allows  for 
371  problems. 


Finally,  a standard  classification  of  disease  must  be 
effected.  The  burdens  of  trying  to  compare  morbidity 
among  three  diverse  systems  have  been  recounted; 
there  is  inherently  too  much  room  for  error.  Many 
shortcomings  of  current  classifications  are  noted  in 
the  literature,  particularly  with  respect  to  family 
practice  use.  The  Wisconsin  paper  comments  on  the 
absence  of  socioeconomic  problems  and  general  am- 
biguity of  the  ICDA.4  The  Massachusetts  study  goes 
further:  “The  ICD  ...  is  grossly  inadequate  as  a 
means  of  surveying  what  problems  patients  bring  to 
the  physicians”.7 

An  alternative  is  the  aforementioned  ICHPPC.11 
Originally  conceived  in  1972  and  accepted  by 
WONCA  in  1974,  this  classification  can  effectively 
correspond  to  ICD-8  and  is  now  in  use  in  several 
different  countries.  The  ICHPPC  is  composed  of  a 
concise  371  problems,  clearly  a manageable  number 
compared  to  the  2500  separate  codes  contained  in  the 
recently  published  OXMIS  system.12  Written  by 
primary  care  practitioners,  the  ICHPPC  is  particular 
to  needs  of  this  level  of  care  and  ranges  in  specificity 
from  “Paroxysmal  tachycardia”  to  “Medical  exam 
with  no  disease  detected”.  Further,  the  supple- 
mentary category  consisting  of  preventive  and  ad- 
ministrative procedures  as  well  as  social,  marital  and 
family  problems  is  quite  useful  in  family  practice 
today — comments  to  the  contrary  notwithstanding.13 
Several  practices  in  the  MCV  network  have  been 
recording  under  ICHPPC  guidelines  for  some  time, 
while  the  entire  system  “converted”  to  this  classifica- 
tion on  July  1,  1976;  response  to  date  has  been  over- 
whelmingly favorable.  Increasing  interest  in  and  im- 
plementation of  the  ICHPPC  could  provide  the  basis 
for  methodological  uniformity  needed  in  primary 
care  research. 
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Air  Bubbles  Present 
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An  unusual  case  of  bacteremia  caused  by  Clostrid- 
ium perfringens  in  a 70-year-old  male  is  here  re- 
ported. There  was  very  rapid  decomposition  follow- 
ing death,  which  produced  an  interesting  problem  for 
the  funeral  director  as  well  as  the  medical  examiner. 

History 

A 70-year-old  white  man  was  admitted  to  the  hos- 
pital because  of  vomiting.  He  had  recently  been  hos- 
pitalized with  a diagnosis  of  arterioclerotic  heart  dis- 
ease. His  temperature  was  103°  F,  his  face  appeared 
red  and  swollen,  and  his  body  was  bloated.  CBC 
showed  a hemoglobin  of  8.8  gm%,  hematocrit  was 
24%  and  WBC  was  5,500  with  polymorphonuclear 
leukocytes  60%  and  lymphocytes  40%.  There  was  no 
evidence  of  hemolysis.  The  admitting  diagnosis  was 
anemia  of  undetermined  cause.  Blood  drawn  for  cul- 
ture grew  clostridium  perfringens,  reported  after 
death.  He  had  a rapid  downhill  course  and  expired 
approximately  five  hours  after  admission. 

Autopsy  Findings 

The  autopsy  was  performed  on  the  unembalmed 
body  approximately  six  hours  after  death.  The  face 
was  swollen  and  red.  Frothy  fluid  and  bloody  mate- 
rial exuded  from  the  right  nostril.  The  abdomen  was 
protuberant,  and  the  scrotum  and  penis  were  moder- 
ately swollen  and  pink.  Rigor  mortis  was  present  and 
livor  mortis  was  noted.  The  external  examination  did 
not  reveal  any  scars,  decubitus  ulcers,  jaundice,  cy- 
anosis or  other  edema. 

The  funeral  director,  while  making  an  embalming 
incision  on  the  left  thigh,  noted  the  presence  of  gas 
bubbles  and  grew  suspicious.  The  local  medical  ex- 
aminer was  called  and  an  autopsy  was  done  on  the 
grounds  of  suspicious,  unusual  or  unnatural  and  sud- 
den death  in  a previously  healthy  individual. 

Marked  postmortem  autolytic  changes  were  noted 
in  the  lungs,  pancreas,  adrenals,  liver  and  heart.  Mi- 

Address  Dr.  Shah  at  the  Norton  Community  Hospital, 
Norton  VA  24273. 
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Fig.  1.  Photomicrograph  showing  gram  positive  non- 


sporing  rods  of  clostridium  perfringens  (X  450). 


Fig.  2.  Air  bubbles  in  the  myocardium  are  revealed  in  this 
photomicrograph  of  the  heart  (H  & E,  X 450). 
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croscopic  examination  revealed  distended  air  spaces, 
apparently  produced  by  the  gas-forming  organism. 
The  section  of  striated  muscle  fibers  from  the  left 
thigh  also  revealed  similar  postmorten  autolytic 
changes  and  the  presence  of  air  spaces.  No  in- 
flammatory reaction  was  noted.  There  was  moderate 
pulmonary  edema.  Cultures  of  blood  from  the  heart 
and  fluid  from  the  thigh  revealed  the  presence  of 
gram  positive  nonsporing  rods.  Similar  organisms 
were  identified  in  a gram  stain  of  these  fluids. 

Discussion 

While  clostridial  septicemia  is  not  common,  there 
are  a number  of  cases  to  be  found  in  the  medical 
literature.  However,  the  striking  feature  of  this  case, 
rapid  postmortem  decomposition  related  to  clos- 
tridial septicemia,  has  not  been  reported.  The  rate  of 
decomposition  is  influenced  markedly  by  the  external 
temperature.  This  patient  died  late  at  night,  and  the 
autopsy  was  done  early  in  the  morning.  During  this 
time  the  body  was  kept  in  the  cooler.  Although  the 
cold  temperature  was  unfavorable  to  the  process  of 
decomposition,  antemortem  clostridum  perfringens 
bacteremia  resulted  in  proliferation  of  the  organisms 
after  death,  the  phenomenon  of  gas  production  in  the 
skin  and  subcutaneous  tissues,  and  the  very  uncom- 
mon occurrence  of  marked  decomposition  change 
within  hours  of  death. 

Clostridial  septicemia  is  usually  associated  with 
postabortal  and  postpartem  infections,  traumatic 
wound  infections  and  ulcerated  or  necrotic  processes, 
such  as  decubitus  ulcers  or  gangrenous  extremities.  In 
this  instance  no  source  of  infection  or  cause  for  the 
bacteremia  was  found.  No  hemolysis  was  noted. 
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Patterns  of  Emergency  Health  Care 

T.  Weigmann,  MD,  Montreal,  Canada,  and 
T.  P.  Galvin,  MD,  Norfolk,  Virginia 


This  study  of  a Norfolk,  Virginia,  emergency  department  evaluates  patterns 
of  utilization  and  finds  distinctive  local  features  and  differences. 


The  emergency  department  (ED)  has  evolved 
from  a simple  accident  room  to  an  initial  source 
of  medical  care  for  many.  The  astounding  increase  in 
patient  visits  has  caused  concern  among  public  and 
professional  alike  as  to  the  quality  of  ED  care  and  its 
role.  Planning  for  future  health  care  needs  depends 
on  detailed  studies  of  utilization  and  of  the  visiting 
patient  population. 

A number  of  difficulties  accompany  the  analysis  of 
ED  operations.  First,  each  hospital  and  community 
are  unique  and  the  problems  must  be  defined  in  the 
specific  local  context;  results  from  other  areas  are  not 
always  useful  for  direct  application.  Second,  the  mul- 
tiplicity of  patients  and  problems  is  not  easily  com- 
pressed into  simple  statistics;  in  addition,  a great  deal 
of  observer  bias  will  influence  definitions  of  “emer- 
gency" or  the  evaluation  of  severity  of  illness.  Last, 
changes  in  the  community  likely  will  affect  the  ED 
and  therefore  require  an  ongoing  evaluation. 

The  present  study  was  undertaken  to  assess  basic 
patterns  of  utilization,  the  scope  of  available  service, 
patient  response,  internal  time  factors  and  socioeco- 
nomic factors. 

Materials  and  Methods 

Community  characteristics. 

Norfolk  is  surrounded  by  Chesapeake,  Portsmouth 
and  Virginia  Beach.  Between  1960  and  1970  the  pop- 
ulation in  the  entire  urban  area  increased  by  23%  to  a 

This  study  was  made  when  Dr.  Weigmann  was  a rotating 
intern  at  the  Norfolk  General  Hospital;  address  him  now  at 
Montreal  General  Hospital,  1650  Cedar  Avenue,  Montreal, 
Quebec,  Canada  H3G  1A4.  Dr.  Galvin  died  in  1974. 
Submitted  6-1  1-76. 


total  of  1.2  million.  In  the  Norfolk-Portsmouth  met- 
ropolitan area  population  grew  by  17.6%  to  680,600. 

Location. 

The  study  was  conducted  at  the  Medical  Center 
Hospitals,  Norfolk  General  Hospital  division.  This 
facility  with  over  700  beds  is  adjacent  to  a children's 
hospital.  It  serves  as  the  major  hospital  in  the  Tide- 
water area.  Its  ED  is  equipped  and  staffed  for 
comprehensive  emergency  services.  Continuous  cov- 
erage is  provided  both  by  members  of  a private  MD 
group  and  housestaff.  Senior  attending  and  resident 
staff  are  readily  available  for  consultation.  The  de- 
partment is  fully  equipped  with  x-ray  and  laboratory 
facilities. 

Patient  Flow. 

Incoming  patients  can  be  divided  into  the  follow- 
ing groups; 

1 . Patients  who  see  their  private  physician. 

2.  Patients  seen  by  members  of  a private  physician 
group. 

3.  Patients  with  clinic  status  who  are  usually  seen 
by  housestaff. 

Sampling. 

The  study  was  undertaken  in  April  and  May  1972. 
During  this  time  9,615  visits  were  recorded,  including 
4,526  patients  with  clinic  status.  This  group  provides 
the  study  population.  The  sampling  schedule  is  sim- 
ilar to  the  random  design  used  by  Weinerman  et  al. 
The  two-month  study  period  was  divided  into  eight- 
hour  blocks;  an  equivalent  of  two  weeks  was  covered. 

In  an  effort  to  reduce  observer  bias,  one  of  the 
investigators  was  present  at  all  times.  Sampling  re- 
sulted in  930  questionnaires  representing  23%  of  the 
study  population.  This  subgroup  is  representative  of 
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the  study  group  with  respect  to  age,  sex,  race,  average 
frequency  of  daily  visits  and  number  of  admissions. 
Approximately  10%  of  the  questionnaires,  were  mis- 
placed or  filled  incorrectly.  Patients  who  were  dead 
on  arrival  or  died  shortly  after  arrival  were  excluded. 

Questionnaire  and  data. 

The  questionnaire  was  designed  as  a score  sheet. 
The  first  part  was  filled  in  by  the  admissions  clerk, 
who  recorded  sex,  age,  race,  arrival  time,  and  per- 
tinent data  about  transportation,  location  and  socio- 
economic status.  Each  form  was  kept  anonymous. 
Participation  of  the  patient  was  voluntary  and  the 
answers  to  some  or  all  questions  were  frequently 
refused. 

The  second  part  was  scored  by  us  indicating  treat- 
ment, tests,  urgency,  disposition  and  other  medical 
parameters.  At  each  step,  times  were  recorded.  All 
data  was  transferred  to  standard  data  cards.  In  the 
frequency  tabulations  the  number  of  recorded  cases  is 
given  and  the  distribution  adjusted  to  100%.  In  two 
or  n-way  correlations  only  complete  data  combina- 
tions were  used. 

Results 

Frequency  of  visits. 

Up  to  1971  the  increase  in  patient  visits  represents 
a rise  slightly  less  than  100%  since  1965.  Since  then, 
increase  has  slowed  and  demand  appears  to  have 
stabilized.  (Fig.  1 ) Growth  rates  of  ED  visits  exceed 
population  growth  and  are  overproportional  when 
comparing  ED  and  OPC.  In  fact,  OPC  visits  declined 
since  1971. 

Comparison  of  annual  visits  indicates  a definite 
change  in  growth  pattern  around  1971.  The  ex- 

VI  SITS 


ceptional  increase  seen  in  the  1960’s  disappears,  sug- 
gesting that  a relative  saturation  level  has  been 
reached.  It  is  to  be  expected  that  further  change  will 
reflect  the  growth  of  the  community.  An  additional 
factor  will  be  the  construction  of  new  medical  facil- 
ities and  the  shift  of  patients  to  different  sources  of 
medical  care. 

It  is  tempting  to  think  that  some  increase  of  ED 
visits  has  occurred  at  the  expense  of  OPC  utilization. 
Unlike  the  ER,  OPC  operation  requires  previous 
scheduling  of  patients.  Thus,  access  to  the  ED  is 
instantaneous  and  easier.  Indeed.  9.1%  of  the  study 
group  stated  that  the  ease  of  access  to  the  ED  was 
their  main  reason  for  coming. 

Distribution  of  patients. 

Changes  have  occurred  in  the  different  groups  of 
patients  coming  to  the  ER.  Private  MD — private  pa- 
tient encounters  have  remained  remarkably  constant. 
At  the  same  time  an  increasing  proportion  of  patients 
is  now  seen  by  the  members  of  the  private  MD-ED 
group.  Conversely,  a declining  number  of  patients 
now  assumes  clinic  status. 

These  changes  were  a surprise.  Certain  ex- 
planations should  be  entertained.  First,  the  group  of 
private  ED  physicians  has  enlarged  and  is  more  easily 
accessible.  Second,  the  socioeconomic  status  of  pa- 
tients may  have  changed.  Last,  introduction  of  Medi- 
caid between  1969  and  1971  may  have  altered  access 
to  medical  care.  Clearly  changes  in  the  community 
structure  and  in  health  care  and  health  insurance 
policies  are  important  factors. 

Managers  of  ED  operations  are  primarily  inter- 
ested in  total  patient  load  and  its  attendant  demand 
on  personnel  and  material  resources.  As  overall  de- 
mand appears  to  stabilize,  the  additional  analysis  of 
intradepartmental  shifts  may  be  of  lesser  importance. 
However,  these  changes  in  internal  distribution  of 
patients  affect  certain  aspects  of  medical  education 
since  they  may  represent  changes  in  patient  popu- 
lation. As  houseofficers  are  predominantly  engaged 
in  evaluation  and  treatment  of  the  clinic  patient,  they 
are  exposed  to  an  ever-increasing  proportion  of  in- 
digent patients.  This  may  be  of  great  benefit  due  to 
the  potentially  greater  severity  of  illness  encountered; 
nonetheless,  it  does  not  accurately  reflect  the  health 
care  needs  of  the  community.  As  hospital  and  physi- 
cians act  as  social  agents  between  the  people  and  their 
health  care  needs,  they  must  attempt  to  retain  a bal- 
anced view  of  local  epidemiology. 

Patient  Population. 

It  is  of  no  surprise  that  patients  use  the  medical 
facility  closest  to  their  home  or  in  the  immediate 
vicinity  of  the  site  of  accident.  Thus,  36%  of  all  pa- 
tients came  from  within  a three-mile  radius  (Table  1 ). 
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Table  1.  Distance  Norfolk  Patients  Travelled  to  Hospital. 

Miles 

% 

1 

9.7 

2 

10.0 

3 

16.2 

4 

13.8 

5 

8.8 

6 

9.6 

7 

2.5 

8 

1.8 

9 

3.9 

10 

0.9 

15 

6.8 

20 

5.6 

Over  20 

10.4 

Since  1974  some  area-wide  changes  in  patient  flux 
have  been  observed.  The  proportion  of  Norfolk  resi- 
dents increased,  visits  from  Chesapeake  and  Virginia 
Beach  declined  and  other  areas  remained  unchanged. 
Certainly,  opening  of  new  medical  facilities  will  lead 
to  some  distribution  change.  Furthermore,  these 
findings  are  subject  to  seasonal  variations.  A detailed 
study  of  social  factors,  e.g.,  annual  vacation  patterns 
or  meteorological  influences,  would  be  of  great  inter- 
est. 

Transportation  and  Entry. 

Transportation  to  the  ED  is  an  important  and 
often  costly  step  in  the  procurement  of  medical  care. 
Public  concern  centers  mainly  around  the  provision 
of  ambulance  services.  In  comparison  with  other 
states,  Virginia  appears  particularly  well-prepared. 
According  to  national  estimates  in  1969/70,  about 
94%  of  all  vehicles  met  the  criteria  of  the  American 
College  of  Surgeons  with  respect  to  equipment.  Of 
ambulance  personnel,  98%  had  Red  Cross  training  or 
more  advanced  instruction. 

Our  study  population  made  good  use  of  available 
ambulance  service.  Comparison  with  other  commu- 
nities shows  that  two  to  three  times  as  many  patients 
depended  on  this  service  (Table  2).  Increased  use  of 
private  ( 1 8.7%)  and  public  (4.8%)  ambulances  may  be 
due  to  relative  lack  of  private  transportation;  greater 
severity  of  illness,  real  or  imagined;  different  attitudes 
about  the  use  of  public  facilities  or  funds;  and  other 
factors.  The  majority  of  patients  arrange  for  private 
transportation.  Some  walk  or  use  bus  or  taxi.  Prefer- 
ential use  of  different  forms  of  transport  reflects  local 


Table  2.  Comparison  of  means  of  transportation. 


Means 

Norfolk,  1972 

Richmond 

New  York  City 

Private  car 

57.8% 

83% 

8% 

Ambulance 

23.5% 

14% 

8% 

Taxi 

1 1 .2% 

18% 

Public  transport 

4.9% 

28% 

Walk 

2.6% 

36% 

conditions  to  a large  extent.  Thus,  in  dense  metropol- 
itan areas,  public  transport  is  preferred.  In  suburban 
areas,  use  of  private  cars  predominates.  In  com- 
parison with  central  and  peripheral  New  York,  pat- 
terns in  Richmond  are  suburban  and  peripheral  met- 
ropolitan in  Norfolk. 

The  great  majority  of  patients  walk  into  the  ED 
independently  (69.9%).  A wheelchair  was  used  in 
6.9%.  Infants  and  small  children  were  usually  carried 
in  (9.9%).  Of  all  patients,  13.7%  arrived  by  stretcher, 
20%  of  these  in  a state  of  impaired  consciousness.  The 
mode  of  entry  does  not  reflect  the  severity  of  illness. 

Factor  of  Eltilization 

Patients  numbering  112  to  155  were  seen  daily. 
Saturdays  and  Mondays  were  the  busiest,  Wednes- 
days the  least  busy.  Distribution  of  average  daily 
loads  shows  a significant  preference  for  late  after- 
noon and  early  evening  hours.  Table  3 shows  data  on 
different  arrangements  to  compare  Richmond,  New 
York,  and  Norfolk.  Differences  between  commu- 
nities are  significant.  It  can  be  noted  that  the  clinic 
population  in  Norfolk  shows  greater  affinity  for  late 
hours. 

Table  3.  A Comparison  of  Temporal  Utilization,  1972. 


Time  of  Shifts  Norfolk  Richmond  New  York  City 


Midnite-noon 

38.6% 

Noon-midnite 

61.4% 

7 am-3  pm 

31.9% 

37.7% 

52% 

3 pm-1 1 pm 

42.7% 

46.9% 

38% 

1 1 prn-7  am 

25.4% 

15.4% 

10% 

Comparison  of  single  hours  might  yield  further 
insight;  however,  such  data  is  not  available.  We  could 
not  find  significant  differences  between  different  days, 
even  when  considering  single  hours.  A specific  weekly 
cluster-period  could  not  be  identified.  The  impression 
remains  that  difference  in  locale  is  important, 
whereas  the  community  tends  to  keep  its  basic  tem- 
poral pattern  over  the  years,  although  this  would 
need  verification.  Each  ED,  then,  adopts  its  own 
pattern  of  daily  average  utilization. 

Conclusions 

As  our  observations  have  been  limited  to  the  group 
of  patients  with  clinic  status,  a definite  selections  bias 
has  entered  this  study.  The  development  and  trend  in 
annual  visits,  however,  describe  all  ED  patients  and 
those  using  OPC  facilities.  It  appears  that  the  exces- 
sive growth  in  annual  patient  visits  with  its  increased 
demand  on  ED  resources  has  come  to  an  end. 

A five-year  comparison  between  ED  operations  in 
Norfolk  in  1967  and  1972  shows  relatively  little 
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change  in  basic  patterns  of  utilization.  Thus  the  com- 
parison of  average  daily  frequency  and  busy  days 
fails  to  show  a significant  difference.  This  comparison 
is  limited  by  the  difference  in  study  population  and 
time  periods  of  observation.  Perhaps  future  studies 
with  the  use  of  more  detailed  statistics  will  demon- 
strate more  change.  Late  afternoon  and  night  are  the 
busiest  times.  This  fact  must  be  considered  in  staffing 
the  emergency  department. 

The  delivery  of  quality  primary  care  through  an 
emergency  department  presents  an  ongoing  chal- 
lenge, for  the  ED  covers  a broad  role  between  acci- 
dent room  and  community  clinic. 

The  author  acknowledges  with  gratitude  the  assistance  of 
Dr.  B.  J.  Innes  and  Mr.  H.  Minehan  of  the  Norfolk  Gen- 
eral Hospital  and  Dr.  C.  A.  Goresky  of  the  McGill  Univer- 
sity Medical  Clinics.  Hi 
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ABSTRACTS 

These  are  abstracts  of  the  scientific  papers  presented  as  part  of  the  Kinloch  Nelson  Student  Honors  Day  program 
at  the  Medical  College  of  Virginia,  Richmond,  on  May  5.  The  student  authors  are  listed  first  in  the  credits,  some 
with  PhD  degrees,  and  there  are  co-authors  from  the  faculty. 


20-Year  Followup  of  ITP  in  Adults.  Kermit  B.  Ashby, 
Clarence  E.  Pearson,  Michael  J.  Flaherty,  MD,  and 
G.  D.  Qureshi,  MD,  Department  of  Medicine. 

In  order  to  study  the  clinical  characteristics  of  ITP  in  adults 
we  reviewed  the  clinical  records  of  62  adult  patients  who 
were  admitted  to  MCV  between  1955  and  1976  with  the 
primary  diagnosis  of  ITP.  Of  these  patients,  67%  were 
female.  The  mean  age  was  46.4  years.  Half  of  the  patients 
had  ecchymoses  and  petechiae.  A history  of  a preceding 
upper  respiratory  tract  infection  was  available  in  only  3.6% 
of  the  patients.  The  spleen  was  palpable  in  10%,  and  evi- 
dence of  GI  bleeding  was  present  in  18.7%.  The  mean 
platelet  count  on  admission  was  22000/mm3  (range  2000- 
1 12000/mm3).  Bone  marrow  examinations  were  given  88% 
of  the  patients.  Of  these,  65%  showed  increased  megakar- 
yocytes; significant  eosinophilia  was  seen  in  30.9%  of  the 
marrow  specimens.  One  course  of  corticosteroids  was  re- 
ceived by  27  patients  (43.6%).  The  response  was  judged 
excellent  in  seven  (25.9%),  good  in  one,  and  failure  in  19 
(70.4%).  Splenectomy  as  initial  treatment  was  performed  in 
9 patients  (33.3%).  Four  had  excellent  response;  one  had 
good  response;  four  were  classified  as  failure.  Of  the  62 
patients,  20  have  died.  Hemorrhage  has  been  reported  as 
the  cause  of  death  in  seven  (35%).  The  data  suggest  that  a 
majority  of  the  adult  patients  with  ITP  respond  poorly  to 
steroids  and  perhaps  even  less  poorly  to  an  early  sple- 
nectomy and  that  death  due  to  hemorrhage  is  not  in- 
frequent. Gastrointestinal  bleeding  and  marrow  eosino- 
philia were  found  frequently  in  this  study. 

Oxygen  Consumption  and  Responsiveness  of  Cerebral 
Arteries  Following  Induced  Acute  Hypertension.  R.  M. 

Navari,  PhD,  E.  P.  Wei,  PhD,  H.  A.  Kontos,  MD, 
and  J.  L.  Patterson,  Jr.,  MD,  Department  of  Medi- 
cine. 

The  responses  of  cerebral  arteries  (30-250/i  in  diameter)  to 
acute  hypertension  were  studied  in  anesthetized  cats 
equipped  with  a cranial  window  for  observation  of  the  pial 
microcirculation.  When  the  arterial  blood  pressure  was 
raised  by  intravenous  norepinephrine  to  200  mm  Hg,  the 
cerebral  arteries  significantly  (p  < 0.01)  dilated.  Dilation 
was  uniform  in  some  vessels  and  segmental  in  others.  Upon 
return  of  the  blood  pressure  to  control,  the  vessels  which 
were  uniformly  dilated  remained  dilated  and  showed  sub- 
normal constriction  in  response  to  marked  hypocapnia  in- 
duced by  hyperventilation.  Markedly  dilated  segments  were 


present  in  the  vessels  which  showed  segmental  dilation 
during  the  induced  hypertension,  and  these  segments  re- 
mained dilated  when  the  blood  pressure  was  returned  to 
control  and  did  not  respond  to  induced  hypocapnia.  After 
the  hypocapnia  studies,  the  observed  vessels  were  removed 
by  microdissection,  and  their  oxygen  consumption  (Q0z, 
^L/mg  dry  wt/hr)  was  measured  in  vitro  with  the  Cartesian 
diver  microrespirometer.  The  Qo2  of  both  the  uniformly 
dilated  but  subnormally  responsive  vessels  and  the 
markedly  dilated  segments  of  the  unevenly  dilated  vessels 
was  significantly  (p  < 0.01)  lower  than  that  of  normally 
responsive  vessels  of  the  same  initial  resting  diameter  ob- 
tained from  cats  without  induced  hypertension.  These  re- 
sults indicate  that  the  acute  hypertension  produced  both 
structural  and  metabolic  changes  in  the  cerebral  arteries, 
with  resulting  reduced  or  absent  responsiveness  to  changes 
in  blood  pressure  or  carbon  dioxide  tension.  The  changes  in 
the  vessels  may  be  due  to  structural  damage  to  the  endothe- 
lium and  vascular  smooth  muscle,  possibly  secondary  to 
accumulation  of  plasma  protein  exudates  in  the  vessel  wall 
with  resultant  reduction  in  oxygen  diffusivity. 


Assay  System  for  D-Lactate  in  Plasma  or  Serum: 
Preliminary  Results  in  Cancer  Patients.  Stephen  A. 
Siegel  and  R.  B.  Brandt,  PhD,  Department  of  Bio- 
chemistry. 

The  research  of  Szent-Gyorgyi  and  others  has  suggested 
that  the  three-carbon  keto-aldehyde,  methyl  glyoxal 
(MeG),  has  a potential  role  in  controlling  cell  growth. 
Synthesis  of  MeG  in  mammals  most  likely  occurs  via  non- 
enzymatic  reactions.  Metabolism  of  MeG  to  D-lactate  is 
catalyzed  by  the  ubiquitous  enzymes  glyoxylase  1 and  2 
(EC  4.4. 1.5.  and  EC  3. 1 .2.6.)  with  glutathione  as  a cofactor. 
There  have  been  a few  reports  correlating  changes  in  activ- 
ity of  glyoxylase  1 and  2 with  altered  growth  states.  D- 
lactate  is  not  known  to  function  in  any  other  mammalian 
pathway;  therefore,  changes  in  the  level  of  MeG  should  be 
reflected  in  altered  D-lactate  levels.  Part  of  the  difficulty  in 
studying  this  enzyme  system  has  been  the  lack  of  a reliable, 
stereospecific,  quantitative  assay  for  D-lactate  sensitive  and 
specific  enough  for  biological  fluids.  We  have  developed 
such  an  assay  and  are  currently  using  it  to  study  D-lactate 
levels  in  normal  volunteers  and  cancer  patients.  Using  com- 
mercially available  D-lactate  dehydrogenase  (D-LDH,  EC 
1 . 1 . 1 .28)  the  quantity  of  D-lactate  in  deproteinized  human 
plasma  was  determined  by  following  the  reduction  of 
NAD+  to  NADU  spectrophotometrically  at  340  nm.  A 
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glycine-hydrazine  buffer  at  alkaline  pH  at  37°C  was  used  to 
drive  the  reaction  to  completion.  Initial  experiments  deter- 
mined that  the  assay  technique  was  accurate,  stereospecific 
and  reproducible.  It  was  sensitive  enough  to  measure  D- 
lactate  levels  in  control  subjects.  D-lactate  levels  are  cur- 
rently being  determined  in  controls  and  cancer  patients. 
Preliminary  results  indicate  a difference  between  the  groups 
although  there  is  overlap.  Statistical  analysis  of  our  results 
require  the  accumulation  of  more  data. 


Serum  Vitamin  A in  Neonates.  James  A.  Hall,  Jr., 
R.  B.  Brandt,  PhD,  D.  G.  Mueller,  MD,  J.  R.  Schroe- 
der,  MD,  and  B.  V.  Kirkpatrick,  MD,  Departments 
of  Biochemistry,  Pediatrics  and  Family  Practice. 

Hypovitaminosis  A appears  to  be  associated  with  gastric 
mucosa  disruption.  Necrotizing  enterocolitis  is  a frequently 
fatal  neonatal  disease  which  begins  with  patchy  or  diffuse 
mucosal  necrosis.  This  disease  may  proceed  to  mucosal 
ulceration.  Necrotizing  enterocolitis  has  approximately  a 
7%  incidence  in  premature  neonates  with  a much  lower 
incidence  in  term  neonates.  A study  was  directed  at  deter- 
mining the  relationship,  if  any,  between  serum  vitamin  A 
levels  and  necrotizing  enterocolitis.  Since  no  literature  val- 
ues were  available,  a preliminary  study  was  conducted  to 
determine  serum  vitamin  A levels  in  premature  neonates 
and  to  compare  the  values  obtained  with  those  of  term 
neonates.  Vitamin  A levels  were  measured  by  the  spectro- 
fluorometric  procedure  of  Thompson  et  al,  which  includes 
a correction  for  serurn  carotenoids.  Protein  determination 
was  by  the  biuret  method.  Serum  was  obtained  either  from 
umbilical  vein  or  from  heel-stick  blood  samples  from  the 
neonates  within  24  hours  after  birth.  Blood  samples  were 
protected  from  direct  light  exposure.  Serum  was  obtained 
by  centrifugation,  stored  at  4°C  and  analyzed  within  two 
weeks.  Gestational  age  was  estimated  by  the  assessment 
procedure  of  Dubowitz.  Vitamin  A serum  levels  obtained 
from  umbilical  vein  samples  or  from  heel-stick  samples 
showed  no  significant  difference.  The  serum  vitamin  A 
levels  for  the  neonates  of  28-34  weeks  of  gestational  age 
were  significantly  lower  than  those  of  the  36-week  neonates 


Table  I.  Serum  Vitamin  A (yug/ 1 00  ml),  Protein  (g/100  ml), 
and  Birth  Weight  (g)  for  Premature  and  Term  Neonates 


Neonate 

N 

Vitamin  A1 

Protein1 

Birth  Weight1 

Term 

51 

22.4  ± 0.99 

6.62  ± 0.108 

3367  ± 65 

Premature2 

42 

14.9  ± 0.98 

5.17  ± 0.I973 

1642  ± 100 

1 All  values  expressed  as  mean  ± (SEM ). 

2 Mean  gestational  age  32.1  ± 0.4  weeks. 

3 N = 33. 


and  the  term  neonates.  The  36-week  neonates'  serum  vita- 
min A levels  were  not  markedly  different  from  those  of  the 
term  neonates.  This  finding  suggests  some  mechanism  for 
increase  in  serum  vitamin  A before  36  weeks  of  gestation. 
Linear  regression  analysis  of  serum  vitamin  A levels  vs 


serum  protein  levels  including  the  entire  range  of  premature 
neonates  gave  an  equation  of  y = 2.09x  + 3.44.  This 
equation  has  an  r of  0.3884  for  the  33  neonate  samples 
analyzed  and  is  significant  at  the  p < .05  level.  The  main 
findings  of  this  study  were  the  demonstration  of  a statistical 
difference  between  the  serum  vitamin  A levels  of  premature 
and  term  neonates  and  a correlation  of  the  serum  vitamin  A 
of  the  premature  neonate  with  serum  protein.  Further  in- 
vestigation is  in  progress  to  investigate  correlation  between 
serum  vitamin  A levels  and  necrotizing  enterocolitis  in  the 
newborn;  this  study  should  include  investigation  of  the 
specific  retinol-binding  protein  responsible  for  release  from 
the  liver  and  transport  of  vitamin  A. 


Myosin  Phosphorylation:  a New  Concept  in  Choliner- 
gic and  Adrenergic  Regulation  of  the  Heart.  Christo- 
pher C.  Colenda,  III,  and  R.  John  Solaro,  PhD, 
Department  of  Physiology. 

There  is  now  evidence  that  myosin,  the  major  contractile 
protein  of  cardiac  myofibrils,  is  a substrate  for  enzymes 
engaged  in  phosphoryl  group  transfer  reactions.  Moreover, 
it  is  believed  that  effects  of  the  autonomic  nervous  system 
on  the  heart  are  mediated  by  second  messengers  which 
possibly  regulate  such  phosphoryl  group  transfer.  Because 
of  this,  we  were  interested  in  determining  whether  cov- 
alently bound  phosphate  on  myosin  changed  with  changes 
in  contractile  activity  of  in  vivo  hearts  following  infusion  of 
acetylcholine  and  practolol.  We  did  this  by  isolating  the 
fragment  of  myosin  which  is  phosphoylated  (the  so-called 
myosin  light  chains)  from  rat  hearts  beating  in  an  open 
chest  preparation.  At  various  times  following  intravenous 
infusion  of  acetylcholine  and  practolol,  hearts  were  quick- 
lyexcised  from  the  rats  and  homogenized  in  conditions  (9 
Molar  Urea)  which  completely  inhibited  phosphoryl  trans- 
fer reactions.  From  a single  rat  heart  we  isolated  the  myosin 
light  chains  by  ethanol  and  trichloroacetic  acid  precipi- 
tations plus  ion  exchange  chromatography.  Using  these 
procedures  we  found  that  following  a 40mg/kg  bolus  in- 
fusion of  acetylcholine,  peak  left  ventricular  pressure 
(LVP)  and  the  maximum  rate  of  rise  of  LVP  (dp/dt)  fell  to 
approximately  40%  and  50%  of  their  baseline  values,  re- 
spectively. During  this  time,  myosin  light  chain  phosphory- 
lation increased  from  a control  level  of  0.37  ± 0.09  moles  of 
Pi/mole  of  phosphorylatable  light  chain  (PLC)  to  0.88 
moles  Pi/mole  PLC  (p  < .05).  As  LVP  and  dp/dt  recov- 
ered, the  phosphate  content  of  the  light  chains  returned  to 
0.44  moles  Pi/mole  PLC.  Preinfusion  with  5 mg/kg  of 
practolol  did  not  alter  this  effect  of  acetylcholine.  Follow- 
ing a 5 mg/kg  infusion  of  practolol  alone,  there  was  a 
transient  increase  in  LVP,  but  no  change  in  dp/dt.  Six  to 
eight  minutes  after  practolol  infusion,  LVP  returned  to 
base  line,  while  dp/dt  was  significantly  depressed,  p < 0.01 . 
At  this  point  the  phosphate  content  of  the  light  chains  were 
0.88  ± 0.08  moles  Pi/moles  PLC  which  was  significantly 
different  (p  < 0.05)  from  control  values.  Cyclic  AMP  levels 
do  not  affect  myosin  phosphoylation  in  vitro,  but  it  is 
known  from  immunohistochemical  studies  that  cyclic 
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GMP  is  closely  associated  with  the  myosin  molecule,  and 
that  cyclic  GMP  levels  are  elevated  with  acetylcholine  ad- 
ministration. Our  results  are  thus  consistent  with  the  hy- 
pothesis that  cyclic  GMP,  as  a second  messenger  for  acetyl- 
choline, may  cause  an  increase  in  myosin  phosphorylation. 
Our  results  with  practolol  alone  suggest  catecholamines 
may  act  in  vivo  to  cause  a decrease  in  myosin  phosphoryla- 
tion. This  conclusion  is  consistent  with  previous  work  in 
isolated  perfused  hearts  which  showed  catecholamines  re- 
duced the  phosphate  content  of  myosin. 

The  Heat  Sensitivity  of  Rat  Testicular  Cholesterol 
Ester  Hydrolase.  Douglas  H.  Ludeman,  Jr.,  and  W. 
McLean  Grogan,  PhD,  Department  of  Biochemistry. 

Cholesterol  ester  hydrolase  has  been  shown  recently  to  be  a 
key  control  enzyme  in  the  steroidogenesis  pathway.  Cryp- 
torchidism results  in  impaired  steroidogenesis  and  sterility. 
It  has  been  shown  that  abdominal  testes  from  cryptorchid 
animals  contain  abnormally  high  levels~of  cholesterol  esters 
in  the  interstitial  cells  of  Leydig.  A temperature  sensitivity 
of  the  esterase  might  explain  the  pathophysiological  mani- 
festations of  this  anomaly.  Preliminary  investigations  were 
made  into  the  heat  sensitivity  of  cholesterol  ester  hydrolase 
from  mature  rat  testicular  extracts.  The  enzyme  assay  itself 
involved  preparing  extracts  by  homogenizing  testes  from 
pools  of  five  to  seven  rats,  centrifuging  to  remove  cellular 
debris,  and  subsequent  ultracentrifugation  at  105,000  X g. 
The  supernatnat  was  incubated  with  appropriate  concen- 
trations of  14C-labelled  cholesterol  oleate  at  various  temper- 
atures on  a shaker  bath  for  one  hour.  The  radiolabelled  free 
cholesterol  as  well  as  unhydrolyzed  substrate  was  extracted 
twice  with  a 2:1  chloroform-methanol  mixture,  evapo- 
rated, and  streaked  onto  thin  layer  chromatography  plates. 
After  chromatography,  the  plates  were  developed  in  iodine, 
the  labelled  bands  were  scraped  into  scintillation  vials  and 
counted.  After  establishing  parameters  of  protein  and  sub- 
strate concentrations,  assays  were  performed  with  scrotal 
rat  testes  at  various  temperatures  to  ascertain  the  in  vitro 
temperature  sensitivity  of  the  enzyme.  It  was  found  that  at 
optimal  protein  concentrations  the  specific  activity  was 
greatly  reduced  at  temperatures  between  38°  and  40°C, 
while  relatively  very  high  at  temperatures  between  34.5° 
and  36°C.  In  addition,  an  experiment  was  designed  and 
performed  to  help  characterize  the  in  vivo  response  of  cho- 
lesterol esterase  to  artificially  induced  cryptorchidism.  Six 
mature  rats  were  surgically  made  unilaterally  cryptorchid 
and  sacrificed  after  four  days.  Separate  pooled  extracts  of 
the  abdominal  and  scrotal  testes  were  prepared  and  assayed 
at  a high  (38°-40°C)  and  a low  (34.5°-36°C)  temperature. 
Data  for  the  activity  of  the  esterase  from  the  scrotal  testes 
demonstrated  good  activity  at  higher  temperatures.  This 
was  in  agreement  with  previous  data.  The  abdominal  testes, 
on  the  other  hand,  showed  only  a third  of  the  activity  of  the 
scrotal  testes  at  low  temperature,  and  almost  no  activity  at 
higher  temperatures.  This  would  seem  to  indicate  a reduc- 
tion in  the  concentration  of  the  enzyme  in  the  abdominal 
testes. 
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Rehabilitation 


A Team  Approach 

Improves  Nursing  Home  Care 

Robert  I.  McClaughry,  MD,  and  David  Kafka,  BS, 
Alexandria,  Virginia 


A weekly  patient-care  conference,  directed  by  a physician,  has  a beneficial 
effect  on  nursing  home  patients,  and  increases  the  rate  of  discharge. 


OUR  society  today  is  characterized  by  mobility 
and  family  dispersion.  The  resulting  rootless- 
ness inevitably  causes  feelings  of  concern,  even  guilt, 
about  how  the  needs  of  elderly  parents  or  other  fam- 
ily members  are  met.  And  everyone  is  anxious  about 
his  own  future. 

As  medical  care  capabilities  have  risen,  the  ex- 
pectations of  the  public  have  increased  sharply.  The 
best  facilities  for  chronic  care  of  30  years  ago  would 
be  woefully  inadequate  by  today’s  standards. 

In  this  climate  of  anxiety  and  increased  ex- 
pectations, headlines  decrying  the  deplorable  care  of 
some  of  the  elderly  come  as  no  surprise.  The  social 
problem  of  major  proportion,  however,  is  not  to 
identify  the  small  number  of  persons  who  are  taking 
advantage  of  the  present  system;  it  is  rather  to  look 
critically  at  what  is  being  done,  to  identify  specific 
defects  and  to  remedy  the  shortcomings. 

This  report  describes  one  course  of  action.  The 
study  was  undertaken  while  one  of  the  authors  was 
medical  director  at  a fully  accredited  96-bed  nursing 
home  of  excellent  reputation  in  suburban  northern 
Virginia.  The  most  evident  defect  in  this  institution 
appeared  to  be  that  many  patients  were  not  achieving 
their  maximum  degree  of  independent  activity.  It  was 
also  observed  that  no  specific  shortcomings  in  any 
one  of  the  patient  care  services  accounted  for  this 

Presented  at  the  Annual  Meeting  of  The  Medical  Society 
of  Virginia,  Williamsburg,  November  6,  1976. 

Address  Dr.  McClaughry  at  1910  Sherwood  Hall  Lane, 
Alexandria  VA  22306. 


situation.  The  problem  thus  seemed  most  amenable 
to  a team  approach. 

Methods 

Regularly  scheduled  weekly  meetings  were  estab- 
lished. Each  meeting  was  attended  by  the  medical 
director,  a consulting  physiatrist,  the  director  of 
nursing  and  staff  nurses,  social  workers,  dieticians, 
and  physical,  occupational  and  speech  therapists. 
Whenever  possible,  the  administrator  or  his  assistant 
and  the  pharmacist  also  were  present.  Each  staff  phy- 
sician was  invited  to  attend,  as  were  family  members. 
Patients  were  informed  about  any  recommendations 
coming  from  the  group  discussion. 

The  discussion  included  any  and  all  means  by 
which  the  well-being  of  the  patients  could  be  in- 
creased. Medical  and  nursing  care,  activities,  family 
relationships,  plans  for  discharge,  various  therapies 
and  functional  level  of  each  patient  were  considered. 
Each  patient's  treatment  was  open  for  discussion  at 
each  session.  The  conference  usually  encompassed 
consideration  of  five  or  six  patients. 

Whenever  a recommendation  for  a change  in  the 
treatment  plan  resulted  from  the  discussion,  it  was 
transmitted  to  the  attending  physician.  The  final  deci- 
sions were  made  by  the  attending  physician,  the  pa- 
tient and  the  family. 

After  a year  of  holding  weekly  meetings  of  this 
type,  the  concensus  of  the  administrative  staff,  the 
nurses,  the  therapists  and  the  doctors  most  active  in 
the  nursing  home  was  that  patient  care  had  im- 
proved. 
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Results 

It  was  found  that  there  was  a significant  increase  in 
the  number  of  discharges  after  the  program  was 
started.  In  the  calendar  year  1973,  there  were  120 
discharges,  or  a discharge  rate  of  1.25  discharges  per 
bed  per  annum.  The  distribution  of  these  discharges 
was  found  to  be  roughly  one-third  by  death,  one- 
third  by  transfer  (to  a general  hospital  or  to  another 
nursing  home)  and  one-third  by  discharge  to  the 
patient’s  home. 

During  calendar  year  1974,  the  number  of  dis- 
charges rose  to  146,  or  at  a rate  of  1.52  per  bed  per 
annum.  This  is  an  increase  of  21.7%  in  the  total 
number  of  discharges  in  a calendar  year.  The  increase 
was  found  to  be  virtually  all  in  the  number  of  patients 
discharged  to  their  homes;  the  distribution  of  dis- 
charges changed  to  one-fourth  by  death,  one-fourth 
by  transfer  and  one-half  by  discharge  to  the  patient’s 
home. 

The  data  on  drug  use  were  not  entirely  amenable  to 
study  because  there  had  been  a change  in  the  dis- 
pensing system.  For  this  reason,  comparison  of  drug 
use  was  based  on  drug  orders.  As  the  validity  of  this 
method  is  questionable,  only  one  general  observation 
is  here  reported;  there  was  a drop  from  1973  to  1974 
in  the  average  number  of  drugs  administered,  includ- 
ing drugs  in  the  sedative  and  tranquilizer  class. 

In  view  of  newspaper  and  television  publicity 
about  the  over-use  of  quieting  drugs  in  nursing 
homes,  a study  of  medication  usage  during  a four- 
week  period  in  June  1975  was  made.  During  this 
period,  a total  of  24,145  dosage  units  were  dispensed, 
or  an  average  of  9.4  doses  of  medication  per  day  to 
each  patient.  Although  the  comparison  cannot  be 
exact,  the  conservative  estimate  is  that  each  patient 
received  medication  equivalent  to  that  administered 
in  a hospital.1  Since  many  nursing  home  patients  are 
receiving  maintenance  therapy  for  chronic  condi- 
tions, the  use  of  medication  does  not  appear  exces- 
sive. 

The  most  frequently  used  drug  was  cardiovascular 
medication;  digoxin  was  the  drug  of  choice  in  this 
class.  Four  laxative  drugs  comprised  the  next  most 
frequent  class;  of  these,  two  were  surface  active,  one 
was  a bulk  laxative  and  one  was  a contact  laxative. 
Analgesic  drugs  were  the  next  most  frequent  class 
prescribed.  The  only  tranquilizer  in  the  20  most-pre- 
scribed drugs  was  diazepam  (Valium®),  which  was 


thirteenth  on  the  list.  Flurazepam  hydrochloride 
(Dalmane®)  was  the  most  frequently  prescribed  seda- 
tive and  it  ranked  21st  in  the  list  of  most-used  drugs. 
The  remaining  drugs  in  the  top  20  were  two  anti- 
parkinsonian drugs,  and  one  each  of  anti-depressive 
and  anti-convulsive  drugs. 

Discussion 

The  primary  gratification  of  the  physician  is  the 
effectiveness  of  his  relationship  with  his  patients.  The 
notable  lack  of  interest  in  providing  care  to  nursing 
home  patients  stems  from  the  fact  that  there  has  been 
less  satisfaction  in  this  type  of  practice  than  from 
acute  office  or  hospital  medicine.  One  result  of  the 
effort  here  described  was  to  increase  the  involvement 
of  physicians,  with  a demonstrable  improvement  in 
the  outcome  of  medical  treatment. 

The  changes  in  the  discharge  pattern  and  in  drug 
use  did  not  come  about  because  of  any  specific  treat- 
ment innovations.  The  same  personnel  used  the  same 
treatment  modalities  before  and  after  the  in- 
troduction of  the  patient-care  conferences.  There 
were  no  major  changes  observed  in  the  attitudes  of 
the  persons  involved  in  the  program.  The  results 
came  from  the  greater  attention  paid  to  each  individ- 
ual patient. 

The  findings  in  this  study  have  been  confirmed  in 
two  other  nursing  homes.  In  one,  the  conferences 
were  carried  on  weekly  for  a year,  with  similar  re- 
sults. When  the  conferences  were  stopped,  a reversion 
in  the  pattern  was  observed. 

The  authors  believe  the  overall  cost  of  nursing 
home  care  can  be  reduced  by  this  method,  since  it 
raises  the  level  of  independence  of  a significant  pro- 
portion of  patients.  Indeed,  this  created  a problem;  in 
many  instances,  there  was  no  home  for  the  suf- 
ficiently improved  patient  to  go  to,  and  in  other  in- 
stances, architectural  inadequacies  in  the  home  pre- 
cluded discharge. 

Essentially,  however,  the  study  demonstrates  that 
the  regular  patient-care  conference  markedly  im- 
proved the  quality  of  care  to  nursing  home  patients. 
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Point  of  View 


Old  Age:  Only  a Way  Station? 

Ronald  A.  Carson,  PhD,  Gainesville,  Florida 


“A  close  look  suggests  that  the  predominant  posture  toward  old  people  in 
our  society  may  be  characterized  by  stereotyping,  segregating  and  stigmatiz- 
ing.” 


THE  INSTITUTIONS  and  services  we  fashion 
for  old  people  in  our  society  express  our  value  of 
aging  and  the  aged,  how  we  perceive  or  imagine  them 
to  be— respected  repositories  of  valuable  experience 
or  redundant  retirees  who  require  an  inordinate  pro- 
portion of  society’s  support  services.  Not  only  in 
health  care  planning,  but  in  public  policy  on  care  for 
the  aged  at  a more  general  and  inclusive  level  as  well, 
there  has  too  often  been  a dearth  of  vision.  A close 
look  suggests  that  the  predominant  posture  toward 
old  people  in  our  society  may  be  characterized  by 
three  related  activities:  stereotyping,  segregating  and 
stigmatizing — a consequence  of  which  is  that,  as 
Robert  Butler  has  recently  argued,  “for  many  elderly 
Americans,  old  age  is  a tragedy,  a period  of  quiet 
despair,  deprivation,  desolation  and  muted  rage.”1 
What  is  meant  by  the  terms  stereotyping,  segregating 
and  stigmatizing?  Let  us  look  at  each  of  these  activi- 
ties briefly  and  in  turn. 

The  ways  in  which  we  stereotype  the  old  in  our 
society  are  legion.  Perhaps  the  single  most  pervasive 
and  unquestioned  stereotype  of  old  people  is  that 
they  are  all  alike.  Furthermore,  they  are  thought  to 
be  alike  in  being  slow,  backward-looking,  con- 

Presented  at  the  Symposium  on  Health  Care  for  the 
Aged,  sponsored  by  the  Bio-Medical  Ethics  Committee  of 
Eastern  Virginia  Medical  School  and  Patrick  Henry  Hospi- 
tal, Newport  News,  Virginia,  April  28,  1976. 
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servqtive  and  inflexible — all  damning  epithets  in  a 
society  that  values  adaptability  and  a mind  that  antic- 
ipates and  thinks  toward  tomorrow  and  beyond.  One 
of  the  notable  bases  of  such  stereotyping  is  patently 
clear.  Institutions  tend  to  deemphasize  individuality 
and  foster  uniformity — architecturally,  in  patterns  of 
attire  and  in  the  organization  of  time.  For  the  non- 
institutionalized,  poverty  and  stress  have  a leveling 
effect.  The  impression  left,  then,  is  that  old  people  are 
all  alike.  In  fact,  there  is  no  evidence  to  corroborate 
the  stereotype  of  hemogeneity  among  the  old. 

The  practice  of  segregating  the  old  from  the  young 
and  from  their  “home  turf’  into  institutions  or  com- 
munitites  for  the  retired  is  widely  documented.  My 
intention  in  mentioning  this  practice  is  not  to  belabor 
the  obvious,  but  to  draw  attention  to  one  of  the 
liabilities  incurred  as  a result.  Not  only  are  old  people 
themselves  thereby  isolated  from  established  sources 
of  support,  but  young  people  and  the  middle-aged, 
too,  are  deprived  of  living  models  for  growing  old. 
And  the  penalty  we  pay  for  unfamiliarity  with  aging 
is  panic  at  the  prospect  of  growing  old  ourselves. 
Early  and  continuous  or,  at  least,  regular  periodic 
exposure  to  an  aging  person  can  mitigate  that  panic. 

Stigmatizing  the  old  is  a common  but  ill-under- 
stood  practice.  My  own  view  is  that,  with  one  signifi- 
cant exception,  it  is  analogous  to  the  practice  of 
stigmatizing  the  sick.  In  his  influential  writing  on  the 
sick  role,  Talcott  Parsons  argued  that,  in  order  to 
qualify  for  that  role,  a person  has  to  acknowledge 
that  he  is  unable  to  function  at  full  capacity,  to  recog- 
nize that  being  dysfunctional  is  an  undesirable  state 
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and  to  seek  professional  certification  and  diagnosis  of 
his  malady  and  work  toward  recovery.  In  short,  to 
qualify,  we  require  that  a person  recognize  the  sick 
role  as  something  to  be  gotten  through  as  quickly  as 
possible,  and  as  an  incentive  we  stigmatize  the  role.  It 
is  not  a good  place  to  dwell  for  long.  So  also  we 
stigmatize  the  old;  that,  too,  we  seem  to  be  saying,  is 
not  a desirable  “place”  to  be  for  long.  But  whereas 
with  the  sick  the  stigma  is  attached  to  the  role,  with 
the  old  it  attaches  to  the  person.  This  has  devastating 
consequences,  but  it  is  not  unprecedented  in  our 
society,  as  is  apparent  when  one  examines,  for  ex- 
ample, the  fate  of  prisoners  and  the  mentally  ill. 
Putting  the  matter  sociologically,  youth  is  the  norm; 
old  age  is  a gross  deviation  from  the  norm. 

To  counter  stigmatization  of  the  old,  one  could  try 
to  alter  the  norm.  Short  of  that,  one  could  fashion 
means  by  which  old  people  could  maintain  broad, 
social  competence,  and,  where  desirable,  work1  com- 
petence as  well.  Specifically,  I have  in  mind  day-to- 
day  services  of  the  sort  that  permit  an  aged  person  to 
remain  reasonably  independent  and  resourceful.  The 
results  of  a Massachusetts  Department  of  Public 
Health  survey  recently  published2  show  that  very  few 
old  people  would  have  to  be  placed  in  nursing  homes 
to  receive  proper  care.  Although  most  of  those  sur- 
veyed have  no  major  problems  with  daily  essentials,  a 
small  proportion  ( 1-7%)  could  use  some  support  serv- 
ices. The  survey  indicated  that,  “of  the  600,000  [non- 
institutionalized]  persons  in  the  state  65  years  of  age 
and  over,  the  proportions  who  were  unable  to  meet  a 
specific  need  were  as  follows:  transportation,  7%; 
food  shopping,  7%;  personal  care,  6%;  social  contact, 
5%;  food  preparation,  5%;  housekeeping,  5%;  emer- 
gency assistance,  3%;  social  interaction,  1%;  medical 
or  para-medical  assistance,  1%.”  Were  we  successful 
in  meeting  these  concrete  needs  in  the  places  where 
individual  old  people  live  and  work  and  have  their 
roots,  we  would  have  gone  some  distance  toward 
eliminating  one  of  the  chief  difficulties  encountered 
by  old  people  in  going  to  a nursing  home  or  hospital, 


namely,  the  loss  of  a sense  of  self  which  ensues  when 
social  contacts  are  interupted,  when  one  is  deprived 
of  continued  participation  in  an  established  network 
of  relationships  and  the  emergence  of  a sense  of  per- 
sonal and  social  impotence — a sense  that  one  does 
not  and  cannot  make  a difference  anymore. 

With  regard,  then,  to  the  three  activities  which 
characterize  our  society’s  posture  toward  the  aging,  I 
am  suggesting 

• that  we  take  a hard,  critical  look  at  the  habit  we 
have  fallen  into  of  segregating  our  old  from  the  rest 
of  us; 

• that  we  entertain  alternatives  to  in  institution- 
alization and  the  consequent  stigmatization  of 
aged  members  of  our  society  at  a public  policy  level 
and  begin  to  experiment  with  some  of  those  alter- 
natives; 

• that  we  direct  research  toward  the  discovery  of 
what  the  desires  of  the  old  themselves  are  with 
regard  to  services  needed,  styles  of  life  preferred 
and  toward  the  discovery  of  the  factors  that  under- 
lie our  peculiar  distaste  for  aging. 

My  hunch  is  that  part  of  this  last-mentioned  problem 
would  disappear  in  the  very  process  of  getting  to 
know  real  living,  breathing  old  people,  rather  than 
forever  acting  on  the  basis  of  our  fantasy  images  of 
the  old  and  their  frailties  and  failures. 

In  sum,  we  must  find  ways  of  resisting  the  attitude 
that  old  people  are  anachronistic  and  that  old  age  is 
little  more  than  a way-station  between  middle  age 
and  death.  For,  as  the  old  tell  us  (if  we  will  listen),  it 
is  much  more  than  that. 
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Geriatrics:  Its  Problems  and  Rewards 


PUBLIC  LAW  now  requires  that  all  nursing 
homes  participating  in  government  programs 
have  medical  directors.  Considering  that  there  are 
now  more  nursing  home  beds  than  general  hospital 
beds  in  the  United  States,  it  would  appear  that  such  a 
law  would  not  be  necessary.  Considering  the  reluc- 
tance of  many  physicians  to  treat  the  elderly  and  the 
chronically  ill,  however,  the  law  probably  will  bring 
about  an  improvement  in  the  care  of  many  nursing 
home  patients. 

There  are  problems  that  are  likely  to  upset  thou- 
sands of  physicians  as  they  assume  nursing  home 
duties  that  are  as  yet  poorly  defined  and  for  which 
few  have  had  any  speical  training.  There  is,  for  in- 
stance, the  age-old  conflict  between  administrators 
and  physicians.  Many  licensed  administrators  are 
well-meaning  people  without  executive  talent  or  ex- 
perience. Many  are  employees  of  real  estate  devel- 
opers who  have  entered  the  nursing  home  field  for  its 
potential  for  sizable  cash-flow  and  rapid  tax  write- 
offs. Some  people  believe  that  sound  business  prin- 
ciples can  be  followed  as  easily  with  a human  being  as 
with  a sack  of  potatoes.  So,  conflict  should  be  ex- 
pected. 

It  should  not,  however,  deter  the  medical  profes- 
sion from  taking  a more  active  part  in  treating  pa- 
tients in  nursing  homes.  If  more  doctors  would  over- 
come the  natural  prejudice  most  of  us  have  in  treating 
the  chronically  ill,  our  influence  and  example  could 
bring  about  a change  in  attitude  that  would  be  to  the 
credit  of  the  whole  profession.  Maybe  we  could  find 
answers  to  some  of  the  questions  that  have  bothered 
some  of  us  for  years.  Why  do  many  doctors  love 


hospitals  and  despise  nursing  homes?  Why  must  a 
poor  oid  person  in  need  of  a physician’s  visit  be 
carted  by  ambulance  when  the  physicians  could  do 
the  traveling  with  greater  safety  and  economy?  Why 
do  physicians  seem  to  lose  interest  in  patients  the  very 
day  the  latter  are  transported  from  hospital  to  a 
nursing  home? 

Is  life  so  mechanized  these  days  that  it  is  really  true 
when  we  say,  “I  can't  do  anything  for  him?”  In  the 
nursing  home  where  I work,  I have  forbidden  anyone 
to  say,  “We  can't  do  anything.”  Tenderness,  faithful- 
ness, gentleness,  kindness — all  are  still  and  ever  will 
be  important  aspects  of  medicine,  and  the  medical 
profession  is  sick  to  the  extent  it  forgets  this  truth. 
Without  them,  we  are  ready  to  give  medical  practice 
over  to  skilled  mechanics.  Thus,  practice  in  nursing 
facilities  may  help  restore  a degree  of  humanness  to 
us  when  we  forget  what  we  are  supposed  to  be. 

Moreover,  many  great  clinicians  of  a past  day 
made  their  discoveries  in  what  amounted  to  nursing 
homes.  Charcot  wrote  a book  well  over  a hundred 
years  ago  on  the  diseases  of  old  age. 

It  is  consoling  to  work  for  limited  goals;  to  learn 
and  to  accept  that  the  doctor  is  not  always  expected 
to  preserve  a semblance  of  life  at  all  costs;  to  see  a 
dehumanized  patient,  most  often  a cast-off  from  a 
general  hospital,  become  a person  again  in  a stable 
environment;  to  gather  the  wisdom  and  love  that  can 
only  be  accumulated  with  age  and  experience. 

These  are  some  of  the  problems  and  rewards  of 
geriatrics. 

William  D.  Poe,  MD 

Roanoke,  Virginia  ■■ 
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Richmond's  newest,  fully  staffed  general  hospital  located  in  western  Henrico  County. 

Intensive  Care  and  Coronary  Units  Nuclear  Diagnostic  Capability 

Medical/Surgical  Units  236  Semi-Private  and  Private  Beds 


Henrico  Doctors’  Hospital 

1602  Skipwith  Road,  Richmond,  Virginia,  Phone:  285  7411 


Administrator:  James  R.  Seitz 


BAYBERRY  PSYCHIATRIC 
HOSPITAL 

530  East  Queen  Street 
Hampton,  Virginia  23669 

A private  hospital  for  diagnosis  and  treatment  of  psychiatric  dis- 
orders. Hospital,  day  care,  outpatient,  and  consulting  services. 
AMA-approved  psychiatric  residency  program. 

Wendell  J.  Pile,  M.D.,  Medical  Director 
Howard  L.  Cox,  M.D.  Jonathan  G.  Solomon,  M.D.,  Ltd. 
Basil  E.  Roebuck,  M.D.  Douglas  H.  Chessen,  M.D. 


VIRGINIA  MEDICAL  OBITUARY 


McLemore  Birdsong,  MD 

Dr.  McLemore  Birdsong,  President  of  The  Medi- 
cal Society  of  Virginia  in  1964-1965,  died  June  3 of 
myocardial  failure  at  his  home  in  Charlottesville.  He 
was  65  years  old.  A man  of  great  good  will.  Dr. 
Birdsong  won  the  particular  affection  of  all  who 
knew  him. 

At  his  retirement  in  1975  from  the  active  practice 
of  pediatrics.  Dr.  Birdsong  had  served  at  the  Univer- 
sity of  Virginia's  Medical  Center  for  34  years.  He  had 


been  head  of  the  University’s  pediatrics  department 
and  at  his  death  was  professor  emeritus  and  faculty 
coordinator  for  the  school's  Medical  Alumni  Associ- 
ation. 

Dr.  Birdsong  was  born  in  Suffolk,  Virginia,  on 
December  11,  1911.  He  attended  local  Suffolk 
schools,  was  graduated  from  Virginia’s  Randolph 
Macon  College,  and  earned  his  medical  degree  at  the 
University  of  Virginia.  Rising  steadily  from  assistant 


professor  to  chairman  at  the  University,  he  became  a 
beloved  and  respected  figure  on  campus,  and  his  alma 
mater  honored  him  accordingly.  The  Birdsong  Chair 
in  Pediatrics  was  created  in  his  honor  last  year;  he 
was  given  the  Alumini  Distinguished  Service  Award 
in  1975;  and  when  the  McLemore  Birdsong  Teaching 
Award  was  established  in  1974  to  recognize  his  distin- 
guished tenure,  he  was  its  first  winner. 

The  wide  range  of  his  professional  memberships 
and  honors  attests  to  his  quiet  intelligence  and  unfail- 
ing geniality.  He  was  president  of  the  Albemarle 
County  Medical  Society  and  the  Virginia  Pediatric 
Society  and  was  a co-founder  of  the  Southern  Society 
for  Pediatric  Research.  Writing  alone  and  with  co- 
authors, he  contributed  incisively  to  the  literature;  his 
bibliography  lists  six  articles  published  in  this  journal 
and  many  more  in  other  publications. 

Politics  drew  Dr.  Birdsong’s  strong  participation, 
too.  Both  the  Albemarle  County  and  Charlottesville 
Planning  Commissions  claimed  his  service,  and  he 
lobbied  Virginia’s  General  Assembly  for  the  Univer- 
sity Medical  Center,  playing  a key  role  in  the  raising 
of  funds  for  the  new  hospital  wing  built  in  1961. 

Dr.  Birdsong  was  a diplomate  of  the  American 
Board  of  Pediatrics,  a member  of  the  American  Med- 
ical Association,  and,  as  a past  president,  a lifetime 
member  of  The  Medical  Society  of  Virginia. 

W.  D.  R.  Driscoll,  MD 

Dr.  W.  Davis  Richardson  Driscoll,  South  Boston, 
died  June  2 at  the  age  of  64  years.  He  was  a cardiolo- 
gist. After  graduating  from  the  College  of  William 
and  Mary,  Dr.  Driscoll  earned  his  medical  degree  at 
the  University  of  Virginia  Medical  School. 


Waverly  R.  Payne,  MD 

Dr.  Waverly  Randolph  Payne,  Hampton,  a past 
president  of  the  Virginia  State  Board  of  Medical  Ex- 
aminers, died  April  23.  He  was  77  years  of  age. 

A native  of  Midlothian,  Virginia,  Dr.  Payne  was 
graduated  from  the  Medical  College  of  Virginia  and 
later  served  as  a member  of  his  alma  mater’s  board  of 
visitors.  He  retired  two  years  ago  after  52  years  of 
practice  in  obstetrics  and  gynecology  and  was  a mem- 
ber of  The  Medical  Society  of  Virginia’s  50-Year 
Club. 
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INTERSTATE  INVESTMENT,  INC. 

A Real  Estate  Development  and  Management  Company  Interested 
in  Serving  Your  Needs 


JOIN  US  IN  OUR  NEWLY  OPENED 

DALE  CITY  OFFICE  PARK 


OTHER  AREAS  AVAILABLE  IN  VIRGINIA  & MARYLAND 
LET  US  KNOW  YOUR  REQUIREMENTS  - WE'LL  DO  OUR  BEST  TO  FILL  THEM 

CALL  OR  WRITE 

Interstate  Investment  Inc. 

13901  JEFFERSON  DAVIS  HIGHWAY  SUITE  6 
WOODBRIDGE,  VIRGINIA  22191 
(703)  494-1181 


Sri 


WITHIN  EASY  DISTANCE  OF  LOCAL  HOSPITALS  AND  INTERSTATE  1-95 
25  MINUTES  FROM  WASHINGTON,  D.C. 

SERVING  CLOSE  TO  100,000  PERSONS  WITHIN  A SEVEN-MILE  RADIUS 
SITUATED  IN  PRINCE  WILLIAM  COUNTY,  VIRGINIA 
ONE  OF  THE  FASTEST  GROWING  COUNTIES  IN  THE  COUNTRY 


VIRGINIA  MEDICAL  CLASSIFIED 


MENTAL  HEALTH  FACILITY  DIRECTOR 
(MEDICAL  OR  NON-MEDICAL) 

The  Virginia  Department  of  Mental  Health  and 
Mental  Retardation  is  recruiting  to  fill  the  position  of 
Director  at  Central  State  Hospital,  which  is  located  in 
historical  Petersburg,  Virginia,  with  a resident  popu- 
lation of  approximately  1200  and  a staff  of  1050.  Posi- 
tion requires  planning  and  directing  of  all  medical  and 
non-medical  activities,  subject  to  the  policies  and  pro- 
cedures of  the  State  Hospital  Board  and  the  Commis- 
sioner of  Mental  Health  and  Mental  Retardation. 
Qualifications  for  medical  applicants:  graduation  from 
recognized  medical  college;  seven  years  of  psychiatric 
experience,  at  least  five  of  them  in  a mental  hospital; 
license  in  Virginia  or  eligibility  therefore.  Non-medical 
applicants  must  possess  a master's  degree  in  psychol- 
ogy, social  work,  or  hospital  administration  and  six 
years  of  professional  experience  in  a facility  for  the 
care  and  treatment  of  the  mentally  ill  or  mentally 
retarded;  four  years  must  have  been  in  a responsible 
administrative  capacity.  Salary  is  commensurate  with 
training  and  experience.  Send  request  for  state  appli- 
cation forms  to  Personnel  Director,  PO  Box  1797, 
Richmond  VA  23214.  Resumes  and  CV’s  not  accept- 
able. 

An  Equal  Opportunity  Employer. 


ALEXANDRIA  OFFICE  space  available  to  share  with  phy- 
sicians. Close  to  Mt.  Vernon  Hospital,  Alexandria.  Call  703 
765-4400  or  703  768-4172,  or  write  Dr.  Eugene  Voloshin, 
2913  Arlington  Drive,  Alexandria  Va  22306. 

CITY  PHYSICIAN,  Newport  News,  Virginia — Need  physi- 
cian to  assume  responsibility  for  development  and  admin- 
istration of  comprehensive  programs.  Prefer  physician  with 
primary  care  and  some  administrative  experience.  Starting 
salary  $36,000.  Submit  resume  in  confidence  to  Bedored  H. 
Berrey,  MD,  Health  Director,  Peninsula  Health  Center, 
PO  Box  1377,  Newport  News  VA  23601,  telephone  804 
599-7305. 

PHYSICIANS  who  have  had  a minimum  of  one  year  of 
approved  psychiatric  residency  are  advised  that  applications 
are  now  being  received  by  the  Virginia  Institute  of  Group 
Psychotherapy  for  fall  enrollment.  The  nonprofit,  two-year 
Institute  is  designed  primarily  for  working  health  profes- 
sionals and  provides  on-the-job  training  in  addition  to  regular 
curriculum  courses.  For  particulars  write  Registrar,  Virginia 
Institute  of  Group  Psychotherapy,  3001  Fifth  Avenue,  Rich- 
mond VA  23222. 


OFFICE  SPACE  in  Annandale,  Virginia — 1200  square  feet 
medical  office  space,  previously  occupied,  available  im- 
mediately. Private  building  easily  accessible  from  main 
thoroughfare.  Call  703  256-5870. 

GENERAL  SURGEON,  37,  Board  eligible,  F.R.C.S.  (Eng 
& Ed),  FLEX,  experience  in  vascular  and  pediatric  surgery. 
Excellent  training.  Academic  background  includes  Harvard. 
Excellent  references.  Seeks  practice  opportunity — solo, 
group,  partnership  or  institutional.  Available  January  '78. 
Contact  I.  N.  Nayak,  MD,  St.  Barnabas  Medical  Center, 
Livingston  NJ  07039,  or  call  evenings  201  533-5252  or  201 
731-7179. 

DANVILLE,  VIRGINIA — Four  staff  psychiatrists  for 
Southern  Virginia  Mental  Health  Institute,  a newly  opened 
96-bed  intensive  treatment  center.  A comprehensive  pro- 
gram is  being  developed  for  acute  and  intermediate  inpatient 
treatment  and  crisis  intervention.  Development  of  programs 
in  training  and  possibly  day  care  is  anticipated,  with  a broad 
base  of  community  interrelationships.  Desire  physicians  who 
prefer  working  in  a multi-disciplinary  team,  and  who  would 
like  to  participate  in  the  organization  of  new  approaches  to 
delivery  of  services.  Private  practice  allowed  and  quite  avail- 
able. Salary:  $28,000-$43,300  for  Physician  B,  $24,500- 
$41,400  for  Physician  A.  Please  send  curriculum  vitae  to 
Thomas  E.  Buie,  Jr.,  MD,  Clinical  Director,  Southern 
Virginia  Mental  Health  Institute,  382  Taylor  Drive,  Dan- 
ville, VA  24541.  Telephone  804  799-6220.  An  Equal  Op- 
portunity Employer. 

r 

NEEDED  AND  APPRECIATED 
in 

NORTON,  VIRGINIA 

Located  only  one  hour’s  drive  from  Tri-Cities,  Ten- 
nessee, area  in  southwestern  Virginia,  new  hospital  and 
medical  office  building  to  open  August,  1977.  Due  to 
energy  crisis  and  renewal  in  coal  production,  Norton 
has  become  an  active  business  area  with  increasing 
population.  Excellent  schools  (elementary,  high 
school,  college),  churches  and  recreational  activities 
for  physician  and  his  family.  Guaranteed  income  for 
first  year  with  office  space  and  household  move  pro- 
vided. If  you  are  looking  for  rural  area  with  excellent 
practice  opportunity,  please  write  with  CV  or  call  504 
837-6456. 

James  R.  Mattingly 
Assistant  Vice-President 
Physician  Relations 
QUALICARE,  INC. 

PO  Box  24189 
New  Orleans  LA  70184 
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WHO’S  WHO 


' . irgirsia  Surgeon  Stars; 
Automotive  Seminar  Set 


No  one  knows  better  than  an  orthopaedic  surgeon 
the  terrible  hazards  of  failing  to  wear  a safety  belt 
while  motoring,  and  so  Dr.  Robert  W.  Waddell,  Vir- 
ginia Beach  orthopaedic  surgeon,  was  chosen  to  star 
in  a movie  urging  Virginia  motorists  to  use  safety 
belts.  The  film  was  produced  by  the  Highway  Safety 
Division  of  Virginia  and  is  available  on  loan  from  its 
film  library  in  Richmond.  Dr.  Waddell  is  chairman  of 
the  MSV  Highway  Safety  Committee  and  a member 
of  the  Virginia  Highway  Safety  Commission. 

At  right.  Dr.  Waddell  is  made  up  to  go  before  the 
cameras.  Below,  he  receives  instructions  from  the 
film’s  director  for  a scene  in  the  emergency  room  of 
the  General  Hospital  of  Virginia  Beach,  where  much 
of  the  15-minute  film  was  made.  Members  of  the 
Virginia  Beach  rescue  squad  took  roles  in  the  crash 
site  scenes. 

Dr.  Waddell  will  be  chairman  of  a seminar  in  auto 
motive  medicine  for  practicing  physicians,  “Are  Your 
Patients  a Hazard  on  the  Highway?”,  to  be  presented 
in  Williamsburg  on  Friday  evening,  October  7,  and 
Saturday  morning,  October  8.  The  seminar  is  being 
developed  by  the  American  Medical  Association  to 


study  another  dangerous  motoring 
area:  driver  impairment,  what  it  is 
and  how  the  doctor  can  detect  it. 

Complimentary  dinner  will  be 
served  at  the  Friday  evening  session. 
CME  credits  are  being  negotiated 
There  is  no  registration  fee.  Watch 
your  mail  and  this  journal  for  addi- 
tional details,  or  call  MSV  head- 
quarters, 804  353-2721,  with  your 
reservation. 

In  a “Driving  High”  safety  pro- 
gram, the  Virginia  Academy  of  Physi- 
cians has  joined  with  pharmacists  in 
placing  posters  and  pamphlets  about 
the  state  warning  drivers  of  the  poten- 
tial dangers  of  driving  while  medicated. 


Photographs  courtesy  of  the  Virginia  Beach 
Beacon. 


586  VIRGINIA  MEDICAL/AUGUST.  1977 


THE  MEDICAL  SOCIETY  OF  VIRGINIA  SPONSORED 

INSURANCE  PLANS 

FOR  MEMBERS  AND  THEIR  DEPENDENTS 


DISABILITY  INCOME  PLAN 

Pays  When  Income  is  Interrupted  Due  to  Accident  or  Sickness 
Conversion  Privilege— Guaranteed  Renewable  to  Age  65 
Pays  OVER  AND  ABOVE  other  Plans 

PROFESSIONAL  OVERHEAD  EXPENSE 

Helps  Pay  Office  Expenses  While  Disabled— up  to  $4,200  Monthly 

$50,000  Major  Medical  Plan* 

$500  or  $1,000  Deductible;  Covers  Hospital  Cost,  Physician  and  Surgeon  Fees 


EXCESS  MAJOR  MEDICAL  PLAN 

Pays  up  to  $250,000  with  $25,000  Deductible 


HOSPITAL  EXPENSE  PLAN* 

Pays  up  to  $100  Per  Day  While  Hospitalized 
(up  to  $200  Daily  for  Cancer  or  Intensive  Care,  prior  to  Age  65) 


You  can  receive  information  IMMEDIATELY 
by  writing  or  phoning  (COLLECT)  the  Administrator. 

PHONE:  (703)  344-5000 

DAVID  A.  DYER  & ASSOCIATES 

MEDICAL  ARTS  BUILDING*P.  O.  BOX  1631*ROANOKE,  VIRGINIA  24008 


In  addition  to  the  above  sponsored  plans,  we  offer: 
GROUP  LIFE  INSURANCE* 

HIGH  LIMIT  ACCIDENTAL  DEATH  & DISMEMBERMENT* 
DISABILITY  INCOME  FOR  EMPLOYEES 

* These  Plans  Also  Available  to  Employees  of  Members 
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on  the  preparation  of  articles,  write  for 
Advice  to  Authors  to  the  Managing  Editor, 
4205  Dover  Road,  Richmond  VA  23221. 


Letter  from 
(he  President: 


The  MSV  President  urges  physi- 
cians to  scrutinize  candidates  in  the 
coming  state  election,  and  emphasizes 
the  importance  of  each  doctor’s  vote. 


Virginia  is  one  of  only  two  states  in  the  country 
to  have  state-wide  elections  this  year.  Virginia 
will  he  voting  for  the  offices  of  governor,  lieutenant 
governor,  and  attorney  general,  as  well  as  all  100 
members  of  the  House  of  Delegates. 

In  recent  years,  state  officials  have  become  increas- 
ingly involved  in  the  decisions  and  policies  that  affect 
the  quality  of  health  care  in  Virginia.  This  year  the 
General  Assembly  considered  more  than  100  health- 
related  bills,  and  this  number  can  be  expected  to  grow 
in  the  future.  As  the  volume  of  bills  has  increased,  so 
has  their  complexity  and  the  need  for  physicians  to 
work  closely  with  legislators  on  a continuing  basis. 

Because  of  these  factors,  it  is  more  important  than 
ever  for  Virginia  physicians  to  take  an  active  interest 
in  the  process  of  selecting  these  public  officials.  As 
taxpayers  and  professionals,  we  need  to  examine 
closely  the  views  and  records  of  those  who  seek  to 
represent  us  and  our  patients. 

The  elections  this  fall  offer  us  an  opportunity  to 
assist  those  incumbents  who  have  been  sensitive  to 
health  care  problems  in  the  past,  as  well  as  new 
candidates  who  share  our  concerns  in  this  vital  area. 
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There  are  many  ways  in  which  we  can  help  can- 
didates, ranging  from  serving  as  advisors  on  health 
issues  to  public  speaking  and  fund-raising.  The  exact 
manner  in  which  we  choose  to  help  and  the  party 
affiliation  of  those  we  support  are  decisions  that  each 
of  us  must  make. 

Whatever  our  involvement  is,  however,  it  must 
include  voting  on  November  8.  I am  deeply  con- 
cerned by  the  number  of  people  who  have  told  me 
that  they  are  not  registered  to  vote  or  have  no  in- 
tention of  voting  this  year.  The  registration  roles  in 
Virginia  will  be  open  until  October  8.  If  you  are  not 
registered,  please  take  the  time  to  do  so.  Also,  since 
an  emergency  could  prevent  you  from  getting  to  the 
polls  on  election  day,  consider  voting  early  by  an 
absentee  ballot.  Absentee  voting  is  easy.  Information 
on  this  procedure  should  be  available  through  your 
local  government  offices  or  party  organization. 

I believe  that  this  year’s  elections  clearly  offer 
Society  members,  as  individuals  and  professionals,  an 
opportunity  to  influence  significantly  the  future 
course  of  medicine  in  Virginia.  I urge  all  physicians  to 
do  whatever  they  can  to  elect  public  representativfes 
who  are  sensitive  to  the  need  to  preserve  high  stan- 
dards of  health  care  for  the  people  of  this  state. 

In  1973,  Virginians  elected  their  governor  by  a 
margin  of  less  than  15,000  votes,  which  is  less  than 
the  total  number  of  votes  that  Society  members  and 
their  families  can  cast  in  1977. 

This  year,  many  contests  may  be  decided  by  mar- 
gins substantially  less  than  15,000  ballots.  I urge  all 
Society  members  and  their  families  to  register  and 
vote  on  November  8. 

W.  Leonard  Weyl,  MD,  President, 
The  Medical  Society  of  Virginia. 
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For  fast  relief  from 
congestion  and  its  headaches, 
see  the  specialists  at 
Seividere  and  Franklin. 


If  your  overcrowded  office  is 
leading  to  headaches,  cramping,  and 
general  anxiety,  Monroe  Park  Towers 
has  the  perfect  remedy  for  fast,  fast 
relief. 

Our  entire  second  floor  is  re- 
served especially  for  professional 
offices,  with  a private  entrance  and 
elevator.  And  we’ll  design  your  office 
to  your  exact  specifications— includ- 
ing furniture,  if  you  like. 

We’ll  also  furnish  all  the  extras 
you’d  expect  in  such  an  ideal  situation. 
Including  24-hour  security.  Private 
narking.  Quiet  surroundings.  And  a 
highly  salubrious  location  just  minutes 
rom  the  interstates  and  downtown 
Richmond. 

So  if  the  discomfort  of  chronic 
congestion  is  getting  you  down, 
remember  the  regimen  for  fast  relief. 

Take  two  aspirin. 

And  call  us  in  the  morning. 


MONROE  RURK  TOWERS 

520  West  Franklin  Street/644-8659 


Space  is  our*  specialty. 


LETTERS 


A Telling  Briefcase 

Just  a note  to  compliment  you  on  the  excellent 
Virginia  Medical.  The  photographic  story  and  cov- 
erage of  the  March  meeting  of  the  Council1  made  for 
fascinating  reading,  except  that  it  is  obvious  that  the 
picture  cropper  was  under  orders  to  eliminate  any 
view  of  the  gentleman  sitting  between  President  Weyl 
and  President-Elect  Hagood.  However,  to  the  experi- 
enced eye  the  familiar  briefcase  on  the  floor  in  the 
picture  on  page  335  is  a giveaway  that  Bob  Howard 
was  there.  Also,  you  may  as  well  list  his  name  in  the 
“others  present,”  because  in  reading  the  proceedings 
his  smooth  writing  style  says  he  was  there. 

Edwin  F.  Smith 

Administrative  Director, 

Travis  County  Medical  Society 
Austin,  Texas  78756 

1.  Decisions,  decisions:  your  Councilors  at  work.  Va  Med 
104:332,  1976 

Editors’  Note:  Mr.  Howard  has  indeed  given  stiff 
orders  prohibiting  his  picture  in  the  journal.  The 
Editors  are  not  inclined  to  argue  with  him.  He  holds  a 
black  belt  in  karate.  ■■ 


New  Childhood  Diability  Criteria 

As  a member  of  the  medical  staff  of  Disability 
Determination  Services  of  the  Department  of  Voca- 
tional Rehabilitation  and  as  a practicing  pediatrician, 
I would  like  to  inform  the  Virginia  Medical  com- 
munity about  a new  development  in  the  adjudication 
of  supplemental  security  income  claims.  The  Supple- 
mental Security  Income  Program  under  Title  XVI  of 
the  Federal  Social  Security  Act,  administered  by  Dis- 
ability Determination  Services,  now  replaces  several 
former  welfare  programs,  such  as  APTD  and  ADC. 
Under  the  SSI  program,  disabled  dependent  children 
of  indigent  parents  may  be  eligible  for  benefits. 

Prior  to  May,  1977,  these  disabled  children  were 
evaluated  according  to  medical  criteria  formulated 
for  adults;  there  were  certain  pediatric  guides  but  no 
criteria  specific  to  childhood  disabilities. 

These  childhood  medical  criteria  or  “listings”  have 
now  been  established  and  should  be  of  particular 
interest  to  all  physicians  in  Virginia  who  specialize  in 


pediatrics  or  family  practice,  or  who  otherwise  treat 
or  evaluate  children  under  the  age  of  18  years. 

I n view  of  recent  medical  advances  in  the  treatment 
of  diseases  such  as  childhood  leukemia  or  of  the 
rehabilitative  efforts  in  the  special  education  of  re- 
tarded children,  the  new  childhood  disability  criteria 
give  considerable  attention  to  setting  diary  dates  on 
those  cases  in  which  improvement  may  be  antici- 
pated. This  is  indeed  encouraging  to  all  of  us  who 
hope  that  as  many  of  these  disabled  children  as  pos- 
sible may,  with  treatment  and  rehabilitation,  become 
self-sustaining,  self-supporting  members  of  society. 

Disability  Determination  Services  will  have  an  ex- 
hibit at  The  Medical  Society  of  Virginia  Annual 
Meeting  in  Richmond,  October  14  and  1 5.  The  repre- 
sentative at  that  booth  will  have  copies  of  these  child- 
hood medical  criteria. 

M.  B.  Obensehain,  MD 

Disability  Determination  Services 
Southwest  Regional  Office 

Roanoke,  Virginia  ISfil 


BC/BS  Defines  “Dependents” 

We  receive  many  calls  from  Virginia  physicians 
inquiring  into  the  status  of  their  dependents  under 
their  Blue  Cross  Blue  Shield  contracts. 

Children  receive  coverage  under  the  family  con- 
tract from  the  time  of  birth  until  December  31  of  the 
year  in  which  they  reach  19  years  of  age,  subject  to 
these  conditions:  a)  they  are  unmarried;  b)  they  are 
dependents  according  to  Internal  Revenue  regu- 
lations; c)  they  are  legally  domiciled  in  the  home  of 
the  subscriber. 

Full-time  students  who  meet  the  above  require- 
ments are  eligible  dependents  through  the  last  day  of 
the  month  in  which  the  dependent  ceases  to  be  a full- 
time student,  or  marries,  or  reaches  23  years  of  age. 
Single  or  married  students  who  do  not  meet  the  re- 
quirements should  be  covered  with  a special  student 
policy. 

It  is  the  subscriber’s  responsibility  to  notify  Blue 
Cross  Blue  Shield  of  all  eligibility  changes. 

G.  W.  Blanchard 

Blue  Cross  Blue  Shield  of  Virginia 
PO  Box  27401 
Richmond  VA  23279 
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5th  SYMPOSIUM 

CURRENT 
DIAGNOSTIC 
METHODS  IN 
CARDIOLOGY 

Deborah  Heart 
and  Lunq  Center 

Browns  Mills,  New  Jersey 


PROGRAM 

Four  sessions,  with  panel  discussions,  including:  Exercise  Testing 
. . . Holter  Monitoring  . . . Ventricular  Asynergy  . . . HIS  Bundle 
Recording  . . . Swan-Ganz  Clinical  Application  . . . Isotope  Stress 
Testing  . . . Myocardial  Imaging  . . . CT  Scanning  . . . Echocardi- 
ography . . . 


This  program  is  acceptable  for: 

11  Hours  Credit,  Category  1,  Physicians  Recognition  Award,  American  Medical  Association. 

12  Hours  Prescribed  Credit,  American  Academy  of  Family  Physicians. 

12  Hours  Credit  (Class  2),  American  College  of  General  Practitioners  in  Osteopathic 
Medicine  and  Surgery. 


Admission  free  to  residents,  fellows,  interns, 
medical  students  and  nurses. 

Cherry  Hill  Inn,  Cherry  Hill,  New  Jersey 

November  11-12,  1977 

Registration  fee:  $100 

(includes  CME  certificate,  luncheon  on  both  days) 


For  full  program,  write  to: 

Deborah  Heart  and  Lung  Center  Symposium, 
P.O.  Box  425,  Ardmore,  Pa.  19003 


MEETINGS 

ABOUT 

MEDICINE 


September 

Medical  Knowledge  Self-Assessment  Program,  spon- 
sored by  the  American  College  of  Physicians  in 
association  with  the  Medical  College  of  Virginia, 
Hyatt  House,  Richmond,  September  7-11.  Ameri- 
can College  of  Physicians,  Convention  Depart- 
ment, 4200  Pine  Street,  Philadelphia  PA  19104. 

Acute  Problems  in  Neurology,  sponsored  by  the  De- 
partments of  Neurology  and  Continuing  Educa- 
tion of  the  School  of  Medicine,  Medical  College  of 
Virginia,  Tides  Inn,  Irvington,  September  22-25. 
Richard  M.  Mansfield,  EdD,  Program  Director, 
CME,  MCV  Station,  Richmond  VA  23298. 

Recent  Advances  in  Fertility  Management,  spon- 
sored by  the  Johns  Hopkins  University  School  of 
Medicine,  Department  of  Gynecology  and  Obstet- 
rics, Village  of  Cross  Keys  Inn,  Baltimore , Septem- 
ber 29-October  1.  Dr.  Ronald  T.  Burkman,  De- 
partment of  Gynecology  and  Obstetrics,  the  Johns 
Hopkins  Hospital,  Baltimore,  Maryland  21205. 

October 

Child  Neurology  Society  Annual  Meeting,  sponsored 
by  Department  of  Neurology  of  the  University  of 
Virginia  School  of  Medicine,  McLeod  Hall,  Char- 
lottesville, October  6-8.  Office  of  CME,  Box  368, 
Charlottesville  VA  22901. 

Are  Your  Patients  a Hazard  on  the  Highway?,  a 
seminar  in  automotive  medicine  for  the  practicing 
physician,  developed  by  the  American  Medical  As- 
sociation, Williamsburg,  October  7 (with  gratis  din- 
ner) and  October  8. 

Perspectives  in  Pediatrics,  sponsored  by  the  Depart- 
ment of  Pediatrics  of  the  University  of  Virginia 
School  of  Medicine,  Donaldson-Brown  Center  for 
CME  at  VPI,  Blacksburg,  October  12.  Office  of 
CME  as  above. 

Annual  Meeting  of  The  Medical  Society  of  Virginia, 

Hotel  John  Marshall,  Richmond,  October  13-16. 

Adolescent  Medical  and  Social  Problems,  3rd  Annual 
Postgraduate  Course,  sponsored  by  Section  of 


Adolescent  Medicine,  Department  of  Pediatrics  of 
the  Medical  College  of  Virginia  and  the  Institute 
for  Continuing  Education,  Hospitality  House, 
Williamsburg,  October  13-14.  Institute  for  Contin- 
uing Education,  PO  Box  11083,  Richmond  VA 
23230. 

Topics  in  Gastroenterology  and  Liver  Disease:  Medi- 
cal and  Surgical  Aspects,  sponsored  by  the  Depart- 
ments of  Medicine  and  Surgery  of  Johns  Hopkins 
School  of  Medicine,  Baltimore,  October  13-15. 
Theodore  M.  Bayless,  MD,  Blalock  903,  the  Johns 
Hopkins  Hospital,  Baltimore  MD  21205. 

Thyroid  Nodules  and  Thyroid  Cancer  Seminar, 
Sponsored  by  the  Department  of  Nuclear  Medi- 
cine/Radiology at  the  University  of  Virginia 
School  of  Medicine,  McLeod  Hall,  Charlottesville, 
October  18-19.  Office  of  CME,  Box  368,  Char- 
lottesville VA  22901 . 

Cardiovascular  Disease  in  the  Young,  sponsored  by 
the  Department  of  Pediatric  Cardiology,  Medical 
College  of  Virginia,  Baruch  Auditorium,  Rich- 
mond, October  19.  Carolyn  M.  McCue,  MD,  Box 
272,  MCV  Station,  Richmond  VA  23298. 

American  Public  Health  Association,  Annual  Meet- 
ing, Washington,  October  30-November  3.  Associ- 
ation headquarters:  1015  Eighteenth  Street  NW, 
Washington  DC  20036. 

Modern  Trends  in  the  Management  of  Epilepsy, 
sponsored  by  the  Department  of  Neurology  of  the 
University  of  Virginia  School  of  Medicine,  Omni 
International  Hotel,  Norfolk,  October  30.  Office  of 
CME  as  above. 


American  Medical  Association 

Regional  CME  Meeting,  Sept.  30-Oct.  2,  the 
Homestead,  Hot  Springs,  Virginia 
Interim  Convention,  Dec.  4-7,  Chicago 
Scientific  Meeting,  Dec.  10-13,  Miami  Beach 
Annual  Convention,  June  17-22,  1978,  St.  Louis 
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Announcing 


^Piacticc  ^PioductiVky  Inc. 

WORKSHOP  * ** 


Business  Essentials  for  a Medical  Office 

One-day  workshop  for  your  medical  office  assistants 


9:00  a.m.  to  5:00  p.m. 


October  12,  1977— Richmond Hyatt  House 

October  13,  1977— Norfolk  Holiday  Inn-Scope 

October  14,  1977— Roanoke Holiday  Inn-Airport 


This  program  has  been  approved  for  Continuing  Medi- 
cal Education  Units  by  the  American  Association  of 
Medical  Assistants,  Inc. 


TOPICS:  Telephone  Management,  Appointment  Scheduling,  Medical  Records,  Personnel, 
Billing  Systems  and  Collection,  Insurance  Claim  Processing. 

Practice  Productivity  Inc.  is  a national  management  consulting  firm  located  in  Atlanta.  Physician-clients  are 
engaged  in  the  private  practice  of  medicine.  Practice  Productivity  offers  educational  and  motivational  work- 
shops in  sound  business  concepts  to  physicians,  medical  office  managers,  and  medical  assistants.  It  also 
provides  in-depth,  on-premise  consulting  to  physicians. 

For  further  information,  contact 

Duane  M.  Johnson,  PhD,  Executive  Vice-President,  Practice  Productivity  Inc., 
Telephone  (404)  455-7344  or  Toll  Free  Registration  Desk  (800)  241-6228. 

Registration  Form 

Please  register  the  following  persons  (type  or  print) 

Name  Position  Date  Will  Attend 

1.  

2.  

3.  

4.  

From  the  office  of: 

Name 

Specialty  Telephone:  ( ) 

Address  

City  State Zip  

Full  tuition  fee  of  $ is  enclosed  at  $75  per  registrant.  Tuition  includes  course  materials  and 

luncheon  and  MUST  ACCOMPANY  THIS  FORM.  (There  is  a $10  handling  fee  deducted  on  all  refunds  for 
cancellations  received  at  least  one  week  in  advance  of  course;  no  refund  thereafter.) 

Make  check  payable  and  mail  to: 

Practice  Productivity  Inc.,  2000  Clearview  Avenue,  Atlanta,  Georgia  30340 
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It’s  the  concrete  footing  (and  displaced  earth)  for  the 
new  wing  of  The  Medical  Society  of  Virginia’s  head- 
quarters building  in  Richmond.  The  picture  above  and 
the  one  on  the  preceding  page  were  taken  in  mid- 
summer when  the  addition  was  embryonic. 


At  right,  the  foundation  is  in,  the  framework  up,  some 
roofing  on,  and  sheathing  is  being  applied.  Next  will 
come  the  brickwork,  matched  to  the  older  section  of  the 
building.  The  addition  is  to  be  completed  by  early 
December. 


Below  is  the  addition's  main  reason  for  being:  a spa- 
cious conference  room  occupying  the  entire  first  floor, 
shown  roughed  in.  Large  windows  frame  the  greenery 
at  the  rear  of  the  Society’s  premises.  The  second  floor 
is  designed  for  staff  offices. 


608 


Automotive  Medicine 


The  Third  Leading  Cause  of  Death : 
How  Virginia  Physicians  Can  Fight  It 

Robert  W.  Waddell,  MD,  Virginia  Beach,  Virginia 


“It  is  time  that  we  physicians  actively  apply  the  principles  of  preventive 
medicine  to  highway  accidents.  We  must  generate  the  impetus  to  change  an 
apathetic  public  into  one  deeply  concerned  about  the  needless  slaughter  and 
maiming  of  human  beings.” 


HIGHWAY  accidents  have  long  been  a problem 
of  epidemic  proportions,  yet  public  apathy  has 
been  so  prevalent  that  little  in  the  way  of  counter- 
measures has  been  demanded.  It  is  difficult  to  under- 
stand why  this  attitude  prevails  when  highway 
crashes  are  the  third  most  common  cause  of  death  in 
this  country,  being  exceeded  only  by  cardiovascular 
disease  and  cancer.  In  the  age  group  from  I to  35 
years,  auto  crashes  are  the  most  common  cause  of 
death. 

One  person  in  ten  will  be  significantly  involved  in 
an  auto  accident  within  the  next  four  years,  and  one 
out  of  every  two  drivers  will  be  killed  or  seriously 
injured  sometime  during  his  life  as  a driver. 

During  nine  years  of  combat  in  the  Vietnam  war, 
there  were  44,249  deaths;  during  this  same  period,  we 
slaughtered  490,319  persons  on  our  highways.  Where 
were  the  protesters?  Where  was  the  press?  Did  any- 
one cry  out  and  demand  an  end  to  this  disgraceful 
self-destruction? 

There  are  50,000  fatalities  and  4,500,000  injuries  in 
the  United  States  annually.  In  Virginia,  there  are  375 
accidents  daily,  producing  132  injuries  and  3.3 
deaths.  Actual  figures  for  1976  report  33,719  injuries 

Dr  Waddell  is  Chairman  of  the  Highway  Safety  Com- 
mittee of  The  Medical  Society  of  Virginia,  and  is  also  a Vir- 
ginia Highway  Safety  Commissioner. 


and  1,020  fatalities.  The  National  Highway  Traffic 
Safety  Administration  has  determined  that  each  traf- 
fic fatality  cost  this  country  $287,175.00.  Automobile 
accident  costs  amounted  to  21.2  billion  dollars  in 
1975,  an  average  of  $92  for  every  man,  woman  and 
child. 

Much  has  been  done  by  The  Medical  Society  of 
Virginia  and  other  interested  individuals  and  state 
organizations,  but  much  remains  to  be  done.  Most 
recently.  The  Medical  Society  of  Virginia  actively 
supported  the  reduction,  for  conviction,  of  the  blood 
alcohol  from  0.15%  to  0.10%  and  the  use  of  the 
alcohol  breath  test  as  an  alternate  to  the  blood  alco- 
hol test.  These  bills  passed. 

An  impressive  display  of  physician  involvement 
and  support  took  place  during  the  1977  General  As- 
sembly, when  a bill  was  introduced  to  repeal  the 
motorcycle  helmet  law.  An  appeal  was  made  to  Vir- 
ginia physicians  to  support  the  retention  of  the  law. 
The  response  by  letter  was  so  overwhelming  that  the 
legislators  were  compelled  to  kill  the  bill  in  com- 
mittee. Laws  have  been  passed  to  remove  the  habitual 
offender  from  the  highways  and  to  require  school  bus 
drivers  to  use  safety  belts.  Crash  investigation  teams 
and  a medical  advisory  board  for  the  Division  of 
Motor  Vehicles  have  been  established.  Driver  educa- 
tion in  Virginia  has  been  upgraded,  and  VASAP  (an 
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alcohol  counter-measures  program)  has  been  estab- 
lished. These  are  only  a few  of  the  accomplishments, 
and  many  others  are  equally  important. 

WHAT  can  you  as  a physician  do?  First  of  all, 
care  enough  to  become  involved!  We  must  generate 
the  impetus  to  change  an  apathetic  public  into  one 
which  is  deeply  concerned  about  the  needless  slaugh- 
ter and  maiming  of  human  beings.  Be  an  activist  in 
your  own  community.  Each  county  and  city  in  Vir- 
ginia has  a Highway  Safety  Commission.  Contact 
your  Commission  and  volunteer  your  services  as  a 
consultant,  active  member,  speaker.  Set  an  example 
for  others  by  utilizing  safety  equipment  and  preach 
the  gospel  of  safety  belts  to  others.  The  safety  belt  is 
the  single  most  important  safety  device  available  to 
us  today,  yet  a 1976  Virginia  survey  indicates  only 
15.3%  of  motorists  are  using  safety  belts.  A Univer- 
sity of  Michigan  study  has  indicated  that  up  to  20,000 
lives  per  year  could  be  saved  if  everyone  wore  safety 
belts.  If  you  are  in  an  accident  and  have  failed  to 
fasten  your  safety  belt,  your  injury  rate  is  increased 
by  eight  times  and  your  death  rate  is  increased  by  five 
times. 

The  proper  restraint  of  infants  and  children  has 
long  been  neglected.  Studies  reveal  that  93%  of  chil- 
dren in  motor  cars  are  completely  unrestrained  all  of 
the  time.  It  is  interesting  to  note  that  an  unrestrained 
20-pound  infant  weighs  600  pounds  during  a 30-mph 
impact.  An  approved  rear-facing  infant  carrier  is 
needed  until  age  nine  months;  from  nine  months  to 
four  years,  an  approved  forward-facing  child  seat 
coupled  to  the  standard  safety  belt  is  recommended. 
These  devices  reduce  fatalities  by  91%  and  injuries  to 
children  under  five  years  of  age  by  78%.  Do  we  not 
have  an  obligation  to  protect  the  infants  and  children 
who  depend  on  adults  to  keep  them  safe? 

Motorcycle  registrations  in  Virginia  have  increased 
63%  since  1970,  and  in  1975,  in  fact,  there  were  90,372 
motorcycles  registered  in  the  state  of  Virginia.  Na- 
tionally, there  are  about  6.5  million  motorcycles  reg- 
istered, and  the  number  increases  about  500,000  an- 
nually. Whereas  one  out  of  ten  auto  accidents  involve 
personal  injury  or  death,  nine  out  of  ten  motorcycle 
accidents  involve  personal  injury  or  death.  The  risk 
of  death  to  motorcyclists  and  their  accompanying 


riders,  as  compared  to  automobile  occupants,  is 
seven  to  eight  times  greater  per  mile  of  travel.  Do  we 
not  have  an  obligation  to  inform  the  public  about  the 
dangers  and  risks  of  motorcycling? 

Advise  your  patients  taking  drugs  the  effect  these 
may  have  on  driving,  and  advise  them  also  about  the 
synergism  between  some  drugs  and  alcohol.  Counsel 
your  patients  with  epilepsy  and  diabetes  regarding 
poor  medical  control  and  driving.  Make  an  honest 
effort  to  get  the  unfit  or  impaired  driver  off  our 
highways.  Last  year,  a bill  to  grant  immunity  to 
physicians  reporting  the  unfit  driver  was  defeated.  It 
is  hoped  this  bill  will  be  reintroduced.  It  should  be 
vigorously  supported.  The  unfit  driver  may  kill  you 
or  a member  of  your  family  at  any  moment. 

The  American  Medical  Association  can  provide 
you  with  a brochure  entitled,  “Medical  Aspects  of 
Driver  Licensing.”  The  following  organizations  can 
provide  you  with  other  pertinent  literature: 

American  Medical  Association 
535  North  Dearborn  Street 
Chicago  IL  60610 

Insurance  Institute  for  Highway  Safety 
Watergate  600 
Washington  DC  20037 

National  Safety  Council 
425  North  Michigan  Avenue 
Chicago  IL  6061 1 

United  States  Department  of  Transportation 
Nassif  Building 
Washington  DC  20590 

Highway  Safety  Division  of  Virginia 
300  Turner  Road 
Richmond  VA  23261 

The  Highway  Safety  Division  of  Virginia  main- 
tains a large  film  library  and  can  provide  literature 
on  many  subjects. 

It  is  time  that  we  physicians  actively  apply  the 
principles  of  preventive  medicine  to  highway  acci- 
dents. So  how  about  it?  Let  us  care  enough  to  become 
involved.  Your  help  is  desperately  needed,  and  after 
all,  physicians  have  always  been  involved  in  saving 
lives.  Don’t  stop  now!  Hi 
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ARE  YOUR  PATIENTS  A HAZARD 
ON  THE  HIGHWAY? 

A Seminar  for  the  Practicing  Physician 
Friday  evening,  October  7 
(with  gratis  dinner), 
and 

Saturday  morning,  October  8, 
in 

WILLIAMSBURG,  VIRGINIA, 
at  the  Cascades  Meeting  Center. 


This  seminar  has  been  developed  by  the 
American  Medical  Association  and  is  cospon- 
sored by  The  Medical  Society  of  Virginia.  A 
reception  at  6 o’clock  Friday  evening  will  be 
followed  by  complimentary  dinner.  The  after- 
dinner  speaker  from  the  AMA  Speakers  Bureau 
will  discuss  effective  communications — specifi- 
cally, how  to  influence  legislators  on  safety  is- 
sues. Beginning  at  9 o'clock  Saturday  morning. 
Dr.  Robert  W.  Waddell,  the  author  of  the  ar- 
ticle on  these  pages,  will  lead  off  the  program 
with  a discussion  of  preventive  automotive 


medicine  in  Virginia,  illustrated  with  slides. 
Other  speakers  will  discuss  such  current  safety 
issues  as  mopeds,  telescopic  devices,  seat  belts, 
motorcycle  helmets,  and  driver  impairment, 
how  to  diagnose  and  report  it.  Complete  details 
of  the  agenda  will  be  sent  to  all  MSV  members 
in  a special  mailing. 

Accommodations  for  registrants  will  be 
available  at  the  Motor  House. 

Registration  is  limited  to  30  physicians  only. 
If  you  need  additional  information , call  MSV 
headquarters,  804  353-2721. 
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The  Medical  Society  of  Virginia 

— CEEDENGS 


Annual  Report  of  the  Executive  Vice-President 


For  the  past  100  years  those  who  espouse  the 
cause  of  socialism  have  marched  to  the  same  battle 
cry:  “Socialize  medicine  first  and  all  other  fields  of 
endeavor  will  follow.”  No,  we  really  didn’t  make  that 
up;  this  and  similar  expressions  have  been  voiced 
over  and  over  by  the  socialist  planners  down  through 
the  years.  Medicine  has  always  been  their  number 
one  target — and  will  continue  to  be  until  the  battle 
has  finally  been  decided  one  way  or  the  other. 

It  has  always  been  difficult  for  the  American  physi- 
cian to  realize  that  he  is,  and  has  been  for  a long  time, 
a soldier  in  a war  which  he  has  never  wanted  and 
really  never  understood  why  anyone  else  would.  He 
has  been  much  too  busy  developing  the  finest  and 
most  effective  system  of  medical  care  in  the  history  of 
mankind  to  be  suspicious  of  the  schemers  working 
tirelessly  behind  the  scenes  at  home  and  abroad.  And, 
like  all  good  and  trusting  men,  physicians  generally 
have  not  been  quick  to  recognize  this  threat  to  their 
way  of  life.  Consequently,  the  profession  finds  itself 
not  unlike  an  invaded  nation  forced  to  mobilize  its 
total  resources  almost  on  a moment’s  notice  in  the 
hope  that  it  can  rally  its  beleaguered  forces  and  find 
the  strength  and  fortitude  to  turn  back  the  enemy. 

Make  no  mistake  about  it — medicine  is  locked  in  a 
do  or  die  struggle  with  those  determined  to  bring 
this  country’s  medical  care  sysem  under  complete 
government  domination  and  control.  Frankly,  the 
battle  is  not  going  well  and  to  imply  otherwise  would 
merely  be  deceiving  ourselves.  The  opposition  is  for- 
midable and  its  “generals”  have  displayed  flashes  of 
sheet  brilliance.  Their  efforts  to  sway  public  opinion 
and  make  medicine  the  “whipping  boy”  in  the  “cost- 
of-living”  struggle  have  been  more  successful  than 
any  of  us  care  to  admit.  Their  disregard  for  the  truth 
was  never  more  evident  than  in  the  infamous  release 
by  HEW  of  the  names  of  hundreds  of  physicians  who 
allegedly  made  great  sums  of  money  from  Medicare 


and/or  Medicade.  The  fact  that  the  release  was  filled 
with  serious  errors  was  undoubtedly  lost  on  many 
Americans — particularly  since  the  admission  of  error 
and  incompetence  was  much  too  feeble  and  too  late. 

The  would-be  “regulators”  and  “enforcers”  have 
in  recent  weeks  stepped  up  their  pace  and  removed 
much  of  the  camouflage  which  masked  their  in- 
tentions during  the  first  six  months  of  1977.  Secretary 
of  HEW  Califano  told  the  AMA  House  of  Delegates 
that  the  Carter  Administration  intends  to  bring  about 
greater  Federal  control  over  all  segments  of  health 
care  whether  physicians  like  it  or  not.  In  speaking  of 
“controls”  he  referred  to  geographic  distributions  of 
physicians,  the  services  they  may  order  and  equip- 
ment available  to  them. 

What  Mr.  Califano  and  his  brother  bureaucrats  do 
not  seem  to  understand  is  that  government  control 
has  seldom,  if  ever,  reduced  the  cost  of  any  service  or 
product.  In  fact,  the  record  is  pretty  clear  that  gov- 
ernment control  and  regulation  usually  result  in 
higher  cost,  greater  inefficiency  and  a general  break- 
down in  the  quality  of  care.  It  has  happened  all  over 
the  world  and  if  our  government  can’t  recognize  di- 
saster when  it  sees  it  all  around,  then  our  future  is 
bleak  indeed. 

The  Medical  Society  of  Virginia  has  long  been 
aware  of  this  threat  and  has  always  stood  in  the  first 
line  of  medicine’s  defense.  Its  most  recent  action  was 
to  introduce  in  the  AMA  House  of  Delegates  a reso- 
lution calling  for  that  Association  to  include  in  any 
compulsory  NHI  bill  it  might  sponsor  now  or  in  the 
future,  a preamble  which  “clearly  states  the  disadvan- 
tages surely  to  accrue  from  any  system  of  compulsory 
NHI  and  the  lack  of  need  for  such  a system  now  or  in 
the  foreseeable  future.” 

The  meaning  of  all  this  should  be  quite  clear  to 
everyone.  Your  Executive  Vice  President  is  not  trying 
to  stir  things  up  where  the  membership  is  concerned. 
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He  does,  however,  wish  to  stress  the  seriousness  of 
the  situation  and  point  out  that  medicine  has  just 
about  exhausted  its  alternatives.  We  are,  to  put  it 
another  way,  running  out  of  time  and  the  day  of 
reckoning  is  fast  approaching. 

Can  medicine  turn  the  tide  at  this  late  hour?  The 
answer  is  a resounding  YES!  But  it  can't  be  accom- 
plished by  simply  hoping  and  wishing.  It's  going  to 
take  more  than  that,  a great  deal  more.  It’s  going  to 
take  the  greatest  team  effort  ever  seen  in  this  country, 
by  a united  profession  determined  to  save  the  nation 
from  the  fate  of  England  and  other  friends  who  have 
been  led  down  the  “primrose  path.’’ 

Now,  after  these  somewhat  discouraging  words,  let 
us  take  a quick  look  at  a few  facts  and  figures  having 
to  do  with  the  Society’s  operation  during  the  past 
year.  This  time  we  promise  a more  encouraging  out- 
look on  the  Society’s  future  and  life  in  general! 

President  and  Council. 

When  Dr.  Weyl  was  installed  as  President  last  No- 
vember, he  knew  exactly  what  he  wanted  to  accom- 
plish and  how  he  intended  to  go  about  it.  His  prior- 
ities had  already  been  established,  and  no  time  was 
wasted  before  implementing  his  well-thought-out 
plans.  Like  his  predecessors.  Dr.  Weyl  always  put  the 
Society  first  and  spared  no  effort  in  his  determination 
to  make  it  the  best  and  most  respected  in  the  nation. 

Under  Dr.  Weyl’s  leadership.  The  Medical  Society 
of  Virginia  was  once  again  active  on  the  malpractice 
front  and  out  Society-sponsored  Professional  Liabil- 
ity Program  is  stronger  today  as  a result.  The 
Society’s  effectiveness  where  the  General  Assembly 
was  concerned  continued  to  improve,  and  “commu- 
nication” became  more  than  just  another  word. 
AM  A membership,  for  the  first  time  ever,  reached  the 
3,000  mark  and  we  now  have  a fourth  delegate.  Con- 
struction on  the  new  wing  of  the  headquarters  build- 
ing was  begun  and  should  be  completed  by  Annual 
Meeting  time.  A special  meeting  of  the  membership 
was  held  in  order  to  expedite  the  adoption  of  new 
Articles  of  Incorporation  and  another  such  meeting 
will,  in  all  probability,  be  held  prior  to  the  Annual 
Meeting  for  the  purpose  of  officially  establishing  a 
program  relating  continuing  medical  education  to 
membership.  Yes,  it  has  been  a busy  and  productive 
year. 

Strong  leadership  is  a must  these  days,  and  the 
Society  has  never  known  a stronger  President  than 
Dr.  Weyl.  He  never  backed  away  from  a challenge 
and  never  sidestepped  a decision.  At  the  same  time, 
he  was  completely  fair  and  willing  to  listen  to  those 
who  might  not  always  agree.  He  demanded  excellence 
in  performance  and  rejected  the  very  thought  of  fail- 
ure. But  the  thing  which  endeared  him  to  those  with 


whom  he  worked  so  closely  was  his  thoughtfulness 
and  consideration.  Dr.  Weyl  will  leave  office  with  the 
knowledge  and  satisfaction  of  a job  well  done,  and 
will  take  with  him  the  deep  appreciation  of  those  he 
served  so  well. 

Council  has  been  busy  this  year.  It  will  have  met  on 
seven  occasions  by  the  time  the  Annual  Meeting  rolls 
around — a new  record!  It  seems  that  Council’s  work 
load  continues  to  increase,  and  it  is  not  inconceivable 
that  monthly  sessions  might  be  required  in  the  next 
few  years. 

Membership. 

Your  Society  continues  to  grow,  a healthy  sign.  It 
is  an  indication  of  strength  and  progress  and  certainly 
an  encouraging  sign  for  the  future.  The  membership 


story  follows  in  detail: 

August  1 , 1976 5,534 

New  Members  462 

Reinstated  29 

491 

Deaths  52 

Resigned  45 

Dropped  1 88 

285 

Net  Increase 206 

June  30,  1977 5,740 


Finances. 

Once  again  we  can  report  that  your  Society  contin- 
ues to  operate  on  a sound  financial  basis.  Even 
though  our  dues  remain  among  the  lowest  in  the 
nation,  we  believe  the  Society  is  fulfilling  its  mission 
as  directed  by  the  House.  In  order  to  do  this,  your 
staff  does  everything  it  possibly  can  to  eliminate  any 
and  every  possibility  of  waste.  Perhaps  that  is  the 
difference  between  a free  enterprise  organization  like 
The  Medical  Society  of  Virginia  and  the  federal  gov- 
ernment! We  also  make  sure  that  your  dollars  work 
for  you  the  year  round.  A successful  investment  pro- 
gram is  one  of  the  real  keys  to  financial  solvency. 
Please  read  the  auditor’s  report  and  financial  state- 
ment to  be  published  in  the  December  issue  of  Vir- 
ginia Medical.  You  will,  we  feel  sure,  like  what  you 
see! 

Personnel. 

The  Society  has  been  extremely  fortunate  over  the 
years  in  obtaining  staff  members  who  are  loyal,  dedi- 
cated and  efficient.  Because  of  this  good  fortune,  we 
have  been  able  to  carry  on  our  day-to-day  activities 
with  the  same  number  of  employees  we  have  had  for 
a number  of  years — nine.  Although  the  office  is  a bit 
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more  departmentalized  than  in  the  past,  it  still  oper- 
ates on  the  team  principle.  We  hope  it  always  will. 

The  Executive  Vice  President  would  like  to  take 
this  opportunity  to  express  to  each  and  every  staff 
member  his  sincere  appreciation  of  his  or  her  efforts. 
They  make  his  job  so  easy,  pleasant  and  rewarding. 

Headquarters  Building. 

The  big  news  this  year  is  that  the  new  wing  of  the 
headquarters  building  is  now  under  construction. 
When  completed  it  will  provide  an  additional  group 
of  offices  on  the  upper  level  and  a large  and  func- 
tional board  room  on  the  ground  floor.  This  new 
addition  to  the  building  should  certainly  meet  our 
space  needs  for  the  next  1 5 to  20  years. 

Perhaps  the  best  news  of  all  is  that  sufficient  funds 
have  been  set  aside  to  pay  the  total  construction  cost. 
Your  Society,  throughout  its  existence,  has  never 
borrowed  a penny  to  carry  out  its  various  programs. 

Virginia  Medical. 

It  is  likely  that  everyone  knows  by  this  lime  that 
our  Virginia  Medical  walked  off  with  top  honors  in 
the  1977  medical  journalism  competition  sponsored 
by  Sandoz  Pharmaceuticals.  The  award  consists  of  a 
plaque  and  check  for  $500. 

The  competition  was  based  upon  outstanding  ap- 
pearance and  editorial  content.  It  is  a distinct  com- 
pliment for  our  own  journal  to  be  rated  ahead  of  the 
finest  periodicals  in  the  nation.  Certainly  Dr.  Thomp- 
son and  Mrs.  Gray  deserve  our  enthusiastic  con- 
gratulations. 

Meeting. 

We  never  cease  to  be  amazed  at  the  great  number 
of  meetings  of  various  kinds  held  each  year  in  various 
parts  of  the  nation.  As  one  might  expect,  each  meet- 
ing carries  the  label  of  “utmost  importance”  and  it  is 
difficult  to  determine  which  ones  are  really  necessary. 
Time  and  cost  factors  preclude  Society  representation 
at  all  of  them,  and  your  Presidents  are  faced  with  the 
necessity  of  making  the  final  decisions.  Dr.  Weyl  was, 


in  our  opinion,  particularly  successful  in  this  area  of 
decision-making.  He  made  sure  that  Society  repre- 
sentatives attended  only  those  meetings  which  could 
be  justified  on  an  “investment  and  return”  basis.  The 
Medical  Society  of  Virginia  was  represented  at  such 
meetings  as  the  AMA  House  of  Delegates,  AMA 
National  Leadership  Conference,  State  Board  of 
Medicine,  Conferences  of  State  Society  Presidents, 
Virginia  Council  on  Health  and  Medical  Care,  4-H 
Club  Health  Awards  Ceremony,  Virginia  Profes- 
sional Standards  Review  Foundation,  annual  meet- 
ings of  five  neighboring  state  medical  societies,  joint 
sessions  with  three  allied  professional  groups,  state 
journal  editors,  numerous  component  society  meet- 
ings, and  many  others. 

The  Days  Ahead. 

It  is  generally  agreed  that  one  of  the  greatest  deter- 
rents to  armed  conflict  is  strength.  The  weak  and 
inept  no  longer  survive  in  a world  that  seemingly 
stands  always  poised  and  ready  to  devour  those  who 
succumb  to  the  promises  and  persuasive  powers  of 
big  government.  The  present  administration  is  pull- 
ing no  punches  in  its  campaign  to  bring  the  delivery 
of  health  care  under  federal  control.  Although  we 
predict  that  compulsory  NHI  is  still  a considerable 
distance  in  the  future,  it  is  there  nevertheless.  Federal 
plans  are  being  drawn  and  redrawn  and  federal  forces 
are  being  readied  for  the  conflict. 

Now,  then,  is  the  time  to  answer  the  call,  and 
wouldn't  it  be  something  if  the  nation’s  doctors — all 
400,000  of  them — formed  ranks  and  marched  as  one! 
Such  an  army  would  be  something  new  in  this  coun- 
try and  its  effect  on  the  political  and  legislative  fronts 
would  be  something  to  see.  And  why  not?  We  have 
enough  faith  left  in  the  American  people  to  predict 
that,  once  they  clearly  understand  the  issues  involved, 
they  will  rush  to  join  the  fight  to  contain  the  federal 
dragon  and  preserve  our  independent  and  progressive 
system  of  high  quality  medical  care. 

Robert  I.  Howard, 

Executive  Vice  President. 
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Maternal  Health 

The  Maternal  Health  Committee  and  the  Com- 
mittee on  Regionalization  of  the  Virginia  Obstetrical 
and  Gynecological  Society  have  held  joint  meetings 
during  the  past  year.  Representatives  of  the  Fetus 
and  Newborn  Committee  of  the  Virginia  Chapter  of 
the  American  Academy  of  Pediatrics  have  attended 
these  meetings. 

At  its  most  recent  meeting,  on  June  2,  1977,  in 
Richmond,  the  Committee  reviewed  the  report  of  the 
maternal  mortalities  which  occurred  in  Virginia  dur- 
ing 1976  presented  by  Dr.  Harold  D.  Gabel.  Mater- 
nal conditions  caused  seven  deaths  among  Virginia 
women  in  1976.  Since  there  were  69,813  births  during 
that  year,  the  maternal  mortality  was  1.0  per  10,000 
live  births.  This  rate  is  the  lowest  in  Virginia  history. 
Three  mothers  were  white  and  four  were  nonwhite. 
One  death  was  related  to  postpartum  hemorrhage, 
one  to  toxemia,  one  to  ectopic  pregnancy,  three  to 
embolic  phenomena,  and  one  to  other  causes. 

The  revised  maternity  hospital  regulations,  new 
abortion  clinic  regulations,  and  the  distribution  of 
family  planning  literature  to  recently  delivered 
mothers  were  discussed. 

The  recent  thrust  of  the  Maternal  Health  Com- 
mittee has  been  to  work  with  the  Virginia  Ob-Gyn 
Society  and  the  Fetus  and  Newborn  Committee  to 
help  the  state’s  five  Health  Systems  Agencies  to  de- 
velop a regional  system  of  obstetric  and  gynecologic 
care.  Methods  of  providing  the  highest  quality  care  in 
the  best  possible  manner  are  being  studied.  Com- 


mittee members  from  around  the  state  presented 
progress  reports  on  their  efforts  to  provide  expert 
technical  advice  to  Health  Systems  Agencies  which 
are  working  on  the  development  of  high  quality  ob- 
stetric care  delivery  systems. 

Mr.  Deane  L.  Huxtable,  State  Registrar  and  Direc- 
tor of  the  Bureau  of  Vital  Records  and  Health  Statis- 


Leo  J.  Dunn,  MD, 
Chairman 


tics  of  the  Virginia  State  Department  of  Health,  and 
his  staff  presented  for  the  Committee's  review  pro- 
posed changes  in  birth  and  fetal  death  certificates. 
The  proposed  revision  in  the  birth  certificate  will 
contain  Apgar  score  and  will  express  the  birth  weight 
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in  grams.  More  space  will  be  available  to  elaborate 
complications  of  pregnancy,  labor  and  delivery,  and 
the  puerperium.  The  proposed  revision  in  the  fetal 
death  certificate  will  delete  irrelevant  portions  of  the 
current  fetal  death  certificate  and  add  a section  on 
induced  termination  of  pregnancy  methodology  and 
complications.  Mr.  Huxtable  welcomes  all  comments 
from  physicians  regarding  the  proposed  changes  in 
birth  and  fetal  death  certificates.  He  also  elaborated 
the  types  of  obstetric  data  available  to  each  physician 
related  to  the  activities  in  each  city  and  county  in  the 
state. 

Dr.  Leo  J.  Dunn  presented  material  which  ex- 
pressed the  Committee’s  desire  to  have  full  coverage 
insurance  for  inpatient  maternity  care.  The  matter 
was  discussed  fully.  The  Committee  passed  a resolu- 
tion to  request  the  Legislative  Committee  of  The 
Medical  Society  of  Virginia,  as  well  as  selected  indi- 
vidual legislators,  to  sponsor  such  a bill  for  presenta- 
tion to  the  General  Assembly.  Full  insurance  cov- 
erage for  infants  is  already  a fact  in  Virginia. 

Mr.  Willard  Osburn,  Administrative  Assistant 
from  the  Society,  next  presented  a review  of  legisla- 
tion affecting  doctors  which  had  been  acted  on  by  the 
General  Assembly  in  its  last  session. 

Harold  D.  Gabel,  MD,  Secretary 


Conservation  of  Hearing 

The  Hearing  Conservation  Committee  continues 
to  monitor  the  effects  of  OSHA  regulations  related  to 
industrial  hearing  programs.  The  Committee  keeps  in 


George  H.  Williams,  MD, 
Chairman 


close  contact  with  the  Virginia  Board  of  Hearing  Aid 
Dealers  and  Fitters  as  well  as  the  Virginia  Board  of 
Audiologists  in  order  to  keep  a close  working  rela- 
tionship with  physicians  and  the  related  fields. 


The  chairman  of  the  Committee  continues  to  re- 
ceive updated  material  pertaining  to  proposed 
changes  in  federal  laws  as  well  as  to  laws  within  the 
state  related  to  the  field.  This  is  provided  to  us  by  Dr. 
Harry  McCurdy,  executive  director  of  the  American 
Council  of  Otolaryngology.  Members  of  the  Society 
desiring  any  information  regarding  these  should  con- 
tact the  Committee  chairman. 


Conservation  of  Sight 

There  has  been  no  special  meeting  of  this  Com- 
mittee, each  member  having  been  instructed  to  watch 


W.  Conrad  Stone,  MD, 

Chairman 

carefully  the  trend  of  eye  care  in  Virginia,  and  no 
meeting  has  been  called. 

Concentration  has  been  made  on  cooperation  with 
the  other  committees  of  the  Society  in  regard  to  the 
general  trend  in  primary  medical  care  of  the  eye  for 
Virginians. 


Insurance 

John  W.  Giesen,  MD, 

Chairman 

The  Committee  held  one  meeting  during  the  past 
year  for  the  purpose  of  reviewing  several  of  the 
Society’s  insurance  programs.  Your  Committee  again 
is  pleased  to  report  that  all  of  the  programs  are  doing 
exceptionally  well. 

The  matter  of  professional  liability  insurance  con- 
tinues to  be  of  great  interest  to  the  membership,  and 
the  Committee  received  some  excellent  news  from  the 
St.  Paul  Insurance  Companies. 

The  experience  over  the  past  year  relating  to  claims 
has  greatly  improved,  and  the  projected  step-in- 
crease, which  had  been  anticipated  for  the  third  year 
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on  the  claims-made  policy,  will  not  be  necessary.  This 
means  that  the  majority  of  our  members  will  be  pay- 
ing less  premium  on  the  third  year  of  claims-made 
than  they  paid  initially  for  the  first  year. 

Virginia's  rates  are  the  eighth  lowest  in  the  states 
where  St.  Paul  provides  this  coverage  and  has  one  of 
the  more  favorable  rate  schedules  in  the  nation.  St. 
Paul  continues  to  keep  our  members  advised  through 
the  Malpractice  Digest,  and  the  April-May  issue  ex- 
plains in  detail  the  rate  reduction  which  was  ap- 
proved on  May  1 1 by  the  Commissioner  of  Insur- 
ance. 

The  Committee  has  been  working  with  St.  Paul  for 
some  time,  with  approval  of  Council,  in  developing  a 
special  Reporting  Endorsement  Fund.  St.  Paul  is  in 
the  process  of  filing  in  Virginia  and  Minnesota  for 
this  type  of  fund,  and  various  alternatives  will  be 
available  to  our  members  in  the  near  future.  There 
will  be  three  basic  types  of  coverage  offered:  1 ) term 
life  insurance,  2)  annuity  type  policy,  and  3)  a dis- 
ability waiver  type  policy.  Once  the  filing  is  approved, 
more  detailed  information  will  be  forwarded  to  the 
membership  and  a special  announcement  will  be  pub- 
lished in  the  Society’s  newsletter. 

There  has  been  considerable  interest  from  the 
membership  in  having  the  Society  sponsor  a sizeable 
deductible  health  insurance  program,  and  your  Com- 
mittee, with  approval  of  Council,  continues  to  work 
with  Blue  Cross-Blue  Shield  in  this  regard.  Our  Blue 
Cross-Blue  Shield  Major  Medical  Program  had  ex- 
cellent experience  during  the  past  year  and  no  change 
in  the  base  premium  structure  is  anticipated  for  1977- 
78. 

Your  Committee  recommended  to  Council  on  July 
16  the  approval  of  a Workmen's  Compensation  Sav- 
ings Plan  which  is  now  in  effect  with  a number  of 
state  medical  associations.  The  associations  using  a 
similar  plan  have  saved  as  much  as  40%  of  their 
workmen’s  compensation  premium;  and  at  the  end  of 
one  year’s  experience,  the  savings  in  premiums  will  be 
refunded  to  the  participants.  Council  approved  this 
proposal,  and  the  Committee  is  delighted  that  the 
membership  will  be  afforded  the  opportunity  to  take 
part  in  an  excellent  program. 

The  Committee  realizes  the  tremendous  responsi- 
bility in  reviewing  the  insurance  programs  for  the 
Society  and  thought  the  membership  might  be  inter- 
ested in  the  number  of  sponsored  programs.  They  are 
as  follows;  professional  liability;  Blue  Cross-Blue 
Shield  Major  Medical;  major  hospital  plan;  two  dis- 
ability income  plans;  sickness  and  accident;  two  pro- 
fessional overhead  plans;  two  in-hospital  expense 
plans;  group  life;  accidental  death;  and  retirement. 


Editorial  Board 

During  the  past  year  the  staff  of  Virginia  Medicai 
has  worked  diligently  to  serve  effectively  the  members 
of  The  Medical  Society  of  Virginia.  Our  goals  have 


W.  T.  Thompson,  .Jr.,  MI), 
Editor 


been  quite  specific:  to  be  the  prime  means  of  commu- 
nication for  the  Society;  to  keep  the  doctors  of  Vir- 
ginia abreast  of  the  major  issues  facing  our  profes- 
sion; to  be  a medium  through  which  our  readers  can 
publish  scientific  papers,  and  a forum  for  current 
medical  topics;  to  be  an  important  source  of  contin- 
uing medical  education. 

Toward  achieveing  these  goals,  we  are  now  print- 
ing 6,500  copies  of  Virginia  M edicai.  each  month.  A 
number  of  excellent  manuscripts  dealing  with  a wide 
variety  of  medical  topics  have  been  received  during 
the  year.  The  letters  to  the  Editor  and  other  evidence 
of  participation  in  the  journal  by  our  members  have 
been  particularly  pleasing.  An  able  review  panel  is 
now  at  work,  and  all  manuscripts  are  submitted  to  it 
and/or  the  Editorial  Board.  The  Editorial  Board  has 
contributed  vastly  by  thoughtful  criticism,  assess- 
ment of  manuscripts,  and  perceptive  writing.  Mr. 
Howard  and  the  entire  Society  staff,  and  Dr.  Weyl 
and  the  officers  of  the  Society,  have  been  supportive 
and  encouraging.  The  William  Byrd  Press  is  doing  a 
satisfactory  and  professional  job. 

A special  tribute  must  be  paid  to  our  managing 
editor,  Mrs.  Ann  Gray,  whose  publishing  and  literary 
expertise  are  so  essential  to  the  continuing  high  stan- 
dards of  Virginia  Medical. 

The  teamwork  of  all  concerned — our  members  and 
contributors,  our  volunteer  and  professional  staff — 
has  culminated  this  year  in  Virginia  Medical  being 
awarded  FIRST  PRIZE,  category  of  state  medical 
journals  with  circulations  over  3,000.  in  the  medical 
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journalism  competition  sponsored  by  Sandoz  Phar- 
maceuticals. 


Sports  Medicine 

The  Sports  Medicine  Committee  continues  to 
progress  in  the  following  areas: 

1.  Cooperation  with  the  Virginia  High  School 
League  via  consultation  in  areas  of  common  interest. 


Robert  P.  Nirschl,  MD, 
Chairman 


In  addition.  The  Medical  Society  of  Virginia  contin- 
ues to  participate  in  the  annual  VHSL  meetings,  held 
this  year  July  21-25  at  the  University  of  Richmond. 

2.  Strengthening  and  encouraging  regional  sports 
medicine  programs.  A successful  meeting  was  held  in 
January  for  the  Fairfax  County  high  schools  in 
northern  Virginia. 

3.  Efforts  to  strengthen  our  communications  with 
the  athletic  community. 

4.  Some  success  has  been  noted  in  having  certified 
trainers  hired  at  the  high  school  level. 


AMA  Delegates 

For  the  first  time  in  its  history,  The  Medical 
Society  of  Virginia  was  represented  by  four  delegates 
during  the  recent  meeting  of  the  American  Medical 
Association  in  San  Francisco.  While  this  is  an  accom- 
plishment of  which  we  can  be  proud,  it  still  leaves  us 
a long  way  to  go.  With  a membership  in  excess  of 
5,700,  our  Society  should  have  at  least  five  delegates, 
and  every  effort  should  be  made  to  obtain  at  least 
4,000  AMA  members  in  the  shortest  possible  time. 
Virginia  now  has  a strong  voice  in  determining  AMA 


policy.  Let’s  make  it  even  stronger  and  more  effec- 
tive! 

Complete  and  detailed  reports  of  the  many  actions 
of  the  AMA  House  of  Delegates  have  been  published 
in  the  American  Medical  News,  but  time  and  space 
factors  make  it  impractical  to  repeat  them  here.  We 
would,  however,  call  your  attention  to  the  fact  that 
the  House  did  reaffirm  support  of  the  AMA-spon- 
sored  national  health  insurance  legislation.  At  the 
same  time  it  affirmed  its  “total  opposition  to  the 
nationalization  of  the  medical  profession”,  and  re- 
quested each  state  society  to  submit  recommenda- 
tions on  the  NHI  issue  within  60  days. 

In  other  actions,  the  House  reaffirmed  its  position 
that  a resident  is  both  a student  and  employee  under 
the  National  Labor  Relations  Act;  stated  that  AMA 
believes  Laetrile  to  be  a substance  with  no  proven 
value  as  a drug;  approved  opposition  to  the  Carter 
administration’s  hospital  cost  containment  legisla- 
tion; continued  its  opposition  to  mandatory  patient 
package  inserts  for  drugs  approved  for  marketing  by 
the  FDA;  supported  legislative  or  regulatory  mea- 
sures to  permit  continued  marketing  of  saccharine  as 
a food  additive  with  a warning  label. 

One  of  the  highlights  of  the  meeting  was  the  elec- 
tion of  our  own  Dr.  William  S.  Hotchkiss  to  the 
Judicial  Council.  The  Council  is  directly  concerned 
with  medical  ethics,  and  members  have  always  been 
chosen  from  among  the  most  distinguished,  knowl- 
edgeable and  respected  physicians  in  the  nation.  Dr. 
Hotchkiss  qualifies  on  all  counts,  and  we  are  very 
proud  of  his  accomplishments. 

Your  Delegates  would  like  to  take  this  opportunity 
to  congratulate  Dr.  Richard  E.  Palmer  on  his  most 
productive  tenure  as  President  of  AMA.  In  his  fare- 
well address  to  the  House,  this  distinguished  Virgi- 
nian stated  that  “in  the  face  of  government  controls 
that  would  ration  care,  we  must  work  for  the  suffi- 
ciency of  good  care  . . . No  individual  wants  his  own 
care  to  be  rationed.  So  in  behalf  of  the  American 
people,  our  Association  must  engage  not  only  in  bat- 
tles on  specific  issues  but  in  a war  to  protect  overall 
quality  and  sufficiency  of  care.” 

Dr.  Palmer  went  on  to  say  that  the  struggle  will 
require  unity  within  AMA,  and  we  must  shun  mis- 
representations of  AMA  positions.  He  pointed  out 
that  “we  are  credible,  and  most  effectual,  only  when 
we  act  concertedly”. 

In  closing  we  would  again  urge  every  member  of 
the  Society  who  has  not  yet  joined  AMA  to  reconsi- 
der. We  assure  you  that  it  will  be  the  best  investment 
you  have  ever  made.  As  we  said  last  year,  “How  can 
you  put  a price  on  freedom!”. 

F.  Ashton  Carmines,  MD,  for  the 
Virginia  AMA  Delegation. 


618 


VIRGINIA  M EDICAL/SEPTEM  BER.  1977 


Liaison  to  State  Bar 

The  previous  report  called  attention  to  the  fact 
that,  due  to  legislation  effective  July  1,  1976,  as 


George  M.  Nipe,  1V1D 
Chairman 


enacted  by  the  General  Assembly,  a State  Review 
Panel  was  established  to  screen  malpractice  cases. 
The  Supreme  Court  of  Virginia  has  advised  the  Com- 
mittee that  about  100  applications  have  been  received 
thus  far. 

Your  Committee  continues  to  work  very  closely 
with  the  Virginia  State  Bar  although  the  Society's 
screening  panel  was  dissolved  last  year.  The  “Stan- 
dards of  Principles  Governing  Lawyers  and  Physi- 
cians" is  provided  to  new  members  of  the  Society, 
and  the  Virginia  State  Bar  also  provides  this  booklet 
as  standard  policy. 


Membership 

J.  Hansford  Thomas,  Jr.,  MO, 

Chairman 

Your  Committee  is  pleased  to  report  another  siz- 
able increase  in  membership — always  a healthy  sign. 
The  Medical  Society  of  Virginia  can  now  boast  5,740 
members  and  the  number  is  increasing  weekly.  We 
would  like  to  take  this  opportunity  to  welcome  all  of 
our  new  members  and  urge  them  to  become  involved 
in  Society  affairs.  The  Medical  Society  of  Virginia 
provides  many  services  and  benefits;  one  needs  only 
to  inquire  about  them  at  the  headquarters  office. 

One  of  our  biggest  objectives  was  realized  this  year 
when  the  Society  qualified  for  a fourth  AM  A Dele- 
gate. This  was  accomplished  when  our  AMA  mem- 
bership reached  the  3,000  level — another  first  in  the 


history  of  the  Society.  Our  big  job  now  is  to  make 
sure  that  the  march  continues.  Perhaps  we  can  soon 
qualify  for  a fifth  Delegate! 

No  special  problems  were  encountered  by  your 
Committee  during  the  year;  consequently,  no  formal 
meetings  were  found  necessary. 

The  Committee  does  wish  at  this  time  to  recom- 
mend to  the  House  of  Delegates  that  Dr.  W.  Leonard 
Weyl,  our  President  during  1976-77,  be  elected  to 
honorary  active  membership.  His  accomplishments 
have  been  many  and  he  rightly  and  deservedly  takes 
his  place  beside  those  presidents  who  have  served 
their  Society  and  profession  so  well.  We  commend 
him  on  a most  successful  and  productive  year  and,  on 
behalf  of  the  entire  membership,  voice  a sincere  "well 
done." 


Joint  Practice 

The  Committee’s  last  meeting  was  held  in  Rich- 
mond on  March  30,  1977,  and  presided  over  by  Mrs. 
Donna  Rozar,  RN,  the  cochairman.  The  Committee 
felt,  from  reports  from  around  the  state,  that  there 
are  a number  of  groups  functioning  as  joint  practice 
committees  but  under  other  names,  and  there  really  is 
a considerable  amount  of  joint  practice  activity  being 


C.  Barrie  Cook,  MD, 
Chairman 


carried  out  which  is  unidentifiable.  We  hope  to  find 
the  truth  of  this  by  sending  out  a questionnaire. 

Also,  the  Committee  was  concerned  that  The  Med- 
ical Society  of  Virginia  has  never  taken  a formal 
position  in  regard  to  the  nurse-practitioner  program 
that  exists  and  would  like  to  know  exactly  what  the 
official  position  is. 

The  Committee  continues  to  function  regularly; 
however,  it  has  not  made  a great  deal  of  progress  in 
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becoming  an  effective  organization.  Unfortunately, 
Donna  Rozar,  the  cochairman,  will  be  moving  to 
Tennessee  in  the  near  future,  and  we  will  lack  the 
benefit  of  her  leadership  and  pleasant  personality. 


Rehabilitation 

The  Rehabilitation  Committee  has  continued  in  its 
primary  focus  of  providing  consultation  and  assist- 
ance to  the  Virginia  Department  of  Vocational  Reha- 
bilitation regarding  medically  related  matters.  The 
Rehabilitation  Committee  met  on  October  17,  1976, 
at  the  Woodrow  Wilson  Rehabilitation  Center,  Fish- 
ersville,  Virginia.  Twelve  of  the  16  members  were 
present.  Also  attending  this  meeting  were  representa- 


Aiexander  McCausland,  IY1D, 
Chairman 


tives  from  the  Virginia  Department  of  Vocational 
Rehabilitation. 

At  this  meeting  the  Medical  Advisory  Committee 
received  a report  from  an  ad  hoc  committee  of  the 
Medical  Advisory  Committee.  This  ad  hoc  com- 
mittee met  with  the  representatives  of  the  specialties 
of  family  practice  and  internal  medicine,  namely  the 
Virginia  Chapter  of  Family  Practice  and  the  Virginia 
Society  of  Internal  Medicine.  Based  on  the  agreement 
and  recommendation  to  the  ad  hoc  committee  by 
these  two  specialties,  the  Medical  Advisory  Com- 
mittee recommended  to  the  Virginia  Department  of 
Vocational  Rehabilitation  that  it  should  take  the  fol- 
lowing action: 

I.  Recognize  specialists  of  family  practice  to 
provide  general  medical  consultative  exam- 
inations equivalent  to  those  now  being  per- 
formed by  the  internists.  The  protocol  re- 
quirements for  these  reports  should  be 
equivalent  to  those  now  performed  by  inter- 
nists. If  identical  protocols  and  reports  are 
required  and  performed,  then  the  same  fee 


should  be  paid  to  the  family  practitioner  that 
would  be  paid  to  the  internist  for  the  same 
type  of  examinations. 

2.  Examinations  requiring  considerable  special 
training  and  background  such  as  complex 
cardiovascular  examinations,  evaluations  in- 
volving complex  pulmonary  and  neurological 
diseases,  etc.,  should  be  referred  to  appropri- 
ate specialists. 

The  Committee  also  received  a report  from  an  ad 
hoc  committee  on  the  utilization  of  assistant  sur- 
geons. On  the  basis  of  this  report,  the  committee 
made  the  following  recommendations  to  the  Depart- 
ment of  Vocational  Rehabilitation: 

1.  The  assistant  surgeon’s  fee  should  be  on  a 
basis  of  20%  of  the  surgical  fee  paid  to  the 
primary  surgeon. 

2.  Such  payment,  except  in  cases  of  emergency, 
would  be  made  only  where  there  had  been  a 
prior  request  approved  by  the  Department; 
and 

3.  In  those  situations  where  the  hospital  requires 
a standby  surgeon,  individual  consideration 
in  advance  could  be  given  to  the  provision  of 
payment. 

The  Committee  considered  the  issue  of  the  increas- 
ing number  of  requests  for  gender-change  surgery  to 
be  made  by  the  Department  of  Vocational  Rehabili- 
tation. In  view  of  the  financial  considerations  and  the 
lack  of  substantial  data  in  regard  to  satisfactory  em- 
ployment after  such  procedure,  it  was  determined 
that  more  study  be  made,  and  it  was  therefore  tabled 
until  the  next  meeting  of  the  Rehabilitation  Com- 
mittee. 

The  Committee  accepted  with  regret  the  resigna- 
tion of  Dr.  William  W.  Walton,  Pulaski,  Virginia, 
and  passed  a resolution  recognizing  his  substantial 
contribution  to  the  Department  of  Vocational  Reha- 
bilitation through  the  Rehabilitation  Committee. 


Bicentennial  Exhibit 

The  Medical  Society  of  Virginia  in  conjunction 
with  the  Richmond  Academy  of  Medicine,  the  for- 
mer having  contributed  $2,000  and  the  latter  a nomi- 
nal contribution  plus  the  use  of  the  Academy  library, 
prepared  a medical  exhibit  depicting  the  role  of  Vir- 
ginia physicians  during  the  American  War  for  Inde- 
pendence. Dr.  E.  Randolph  Trice  is  chairman  of  the 
Academy  committee.  The  A.  H.  Robins  Company 
made  the  entire  project  possible  by  contributing  over 
$20,000. 

Your  Committee  asked  the  firm  of  Design  and 
Production,  Alesandria,  to  aid  in  the  preparation  of 
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the  exhibit,  which  was  dedicated  to  the  230  Virginia 
physicians  and  surgeons  who  served  in  the  Continen- 
tal and  Virginia  forces.  The  exhibit  opened  on  June  7, 


Harry  J.  Warthen,  IY1I), 
Chairman 


1976,  and  continued  until  August  31,  with  special 
showings  throughout  the  past  fall,  winter,  and  spring. 

The  exhibit  reopened  on  June  1 and  has  continued 
through  the  summer  of  1977.  It  has  been  our  experi- 
ence that  attendance  falls  off  sharply  after  school 
opens,  and  it  is  not  anticipated  that  the  exhibit  will  be 
open  this  fall  except  for  special  occasions  when 
groups  of  visitors  are  expected. 

The  Committee  is  very  anxious  for  all  members  of 
The  Medical  Society  of  Virginia  to  visit  the  exhibit 
during  the  Annual  Meeting  in  Richmond  on  October 
13  to  16.  The  Richmond  Academy  of  Medicine  build- 
ing is  located  at  1200  East  Clay  Street. 


Child  Health 

Thomas  S.  Chalkley,  MI), 

Chairman 

Your  Committee  held  one  meeting  during  the  year; 
this  report  is  made  up  of  excerpts  from  the  official 
minutes. 

The  Committee  considered  a federal  grant  in  the 
amount  of  $55,000  for  the  Pediatric  Protective  Ser- 
vices of  the  Department  of  Welfare  for  the  State  of 
Virginia.  The  grant  would  be  used  for  a program  on 
child  abuse  in  the  state  with  projected  increases  each 
year.  Since  Virginia  already  has  a state  law  relating  to 
child  abuse  and  the  physicians  are  well  informed  of 
reporting  procedures,  the  Committee  did  not  recom- 
mend approval  of  the  grant.  It  was  pointed  out  that 
any  child  abuse  programs  could  be  handled  within 


the  framework  of  the  State  Health  Department,  and 
additional  funds  and  duplication  of  existing  pro- 
grams were  not  necessary. 

The  Committee  had  requested  Council’s  approval 
to  design  a pre-college  physic:.  1 examination  form 
wffiich  would  be  uniform  for  all  colleges  in  the  state. 
Eleven  colleges  have  been  contacted  requesting  a 
copy  of  their  examination  form,  and  the  Committee 
is  in  the  process  of  receiving  this  information.  Coun- 
cil approved  the  Committee’s  recommendation  and  it 
is  hoped  that  the  standard  form  can  be  designed 
within  the  next  few  months. 

The  Committee  felt  very  strongly  that  the  Society 
should  reintroduce  Senate  Bill  783,  which  would  re- 
duce the  statute  of  limitation  for  minors  to  six  years 
plus  two.  Although  every  effort  was  made  to  get  this 
bill  on  the  floor  of  the  Senate  during  the  last  session 
of  the  General  Assembly,  it  was  killed  unanimously. 
The  bill  has  the  complete  support  of  the  Virginia 
Pediatric  Society  and  during  the  meeting  of  Council 
on  July  16,  the  matter  of  reintroducing  the  bill  was 
referred  to  the  Legislative  Committee. 


Health  Careers 

The  Virginia  Council  on  Health  and  Medical  Care 
has  presented  its  Health  Careers  Program  in  high 
schools  for  many  years  now.  In  1976,  this  program 
was  viewed  by  44,383  students  in  241  high  schools. 


F.  J.  Spencer,  MD, 
Chairman 


and  4,300  requests  for  more  information  were  re- 
ceived. 

Although  there  was  no  occasion  for  a meeting  of 
the  committee,  the  chairman  dealt  with  several  mat- 
ters referred  to  him  by  the  Health  Careers  Program. 
In  addition,  and  with  the  assistance  of  The  Medical 
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Society  of  Virginia’s  executive  staff,  a revision  of  the 
section  on  medicine  in  the  Health  Careers  Program 
booklet  of  information  was  accomplished. 

Rural  Health 

Although  no  formal  meeting  of  the  Committee  was 
held  during  the  year,  there  are  several  matters  of 
interest  to  report.  The  Medical  Society  of  Virginia 
was  represented  by  the  Committee  chairman  at  cere- 
monies marking  the  opening  of  the  Troutdale  Com- 
munity Health  Center  last  November.  The  Center, 
located  in  a somewhat  isolated  area  of  Grayson 


Julian  L.  Given,  MI), 
Chairman 


County,  was  constructed  by  members  of  the  commu- 
nity. It  is  being  well  utilized  and  undoubtedly  will 
prove  to  be  a tremendous  asset  to  the  community. 

The  chairman  also  represented  the  Society  at  the 
4-H  Club  Health  Awards  ceremony  in  June.  The 
Society  once  again  provided  the  various  awards  pre- 
sented to  the  winners  of  the  competition. 

The  Committee  has  obtained  a quantity  of  re- 
source material  having  to  do  with  the  development  of 
Rural  Health  Care  Systems,  National  Health  Service 
Corps,  Rural  Health  Initiative  Grants,  interested 
foundations,  etc. 

The  Committee  has  no  special  recommendations 
tor  the  House  of  Delegates  at  this  time. 

Pharmacy 

Lloyd  T.  Griffith,  MD, 

Chairman 

The  Pharmacy  Committee  of  The  Medical  Society 
of  Virginia  has  not  met  as  a body  since  the  last  annual 
report.  The  following  relevant  information  regarding 


activities  of  interest  to  the  purposes  of  this  Com- 
mittee was  received  from  Will  Osburn,  the  Com- 
mittee secretary: 

A copy  of  the  minutes  of  the  Virginia  Voluntary 
Formulary  Board  Meeting  on  May  10,  1977,  includ- 
ing the  proposed  rules  and  regulations  of  the  Board, 
including  criteria  for  vendor  acceptability  and  criteria 
for  inclusion  of  a drug  product  in  the  Virginia  Volun- 
tary Formulary. 

A copy  of  a letter  from  Edwin  M.  Brown,  MD, 
Director,  Division  of  Medical  and  Hospital  Services, 
Virginia  Department  of  Health,  requesting  comments 
from  The  Medical  Society  of  Virginia  to  the  Advisory 
Committee  on  Medicare  and  Medicaid  on  whether  or 
not  the  Medicaid  program  would  have  a drug  for- 
mulary or  require  generic  prescribing. 

A copy  of  a proposed  monograph  from  the  Food 
and  Drug  Administration  Division  of  the  Depart- 
ment of  Health,  Education  and  Welfare  concerning 
over-the-counter  drugs  for  cold,  cough,  allergy, 
bronchodilator  and  antiasthmatic  products.  No  reply 
to  this  publication  was  felt  to  be  indicated. 

Minutes  of  the  Joint  MSV/Virginia  Pharma- 
ceutical Association  Professional  Relations  Com- 
mittee meeting  held  at  the  Society  headquarters  on 
April  27,  1977.  The  following  list  of  regulations  was 
recommended  to  the  Pharmacy  Committee  of  the 
Society  and  its  Council,  The  Board  of  Medical  Exam- 
iners, and  the  Board  of  Pharmacy: 

• Original  prescriptions  may  not  be  telephoned  to 
a pharmacist  by  a person  other  than  a physician. 

• Office  personnel  are  prohibited  from  authorizing 
prescription  renewals  unless  they  are  under  the 
direct  and  immediate  supervision  of  the  physi- 
cian. 

• Nurse  practitioners  and  physicians’  assistants 
are  not  authorized  to  write  prescriptions.  They 
may  not  authorize  refills  except  under  the  direct 
and  immediate  supervision  of  the  physician. 

• Where  the  pharmacist  initiates  a contact  with  the 
physician  for  the  purpose  of  obtaining  authori- 
zation to  refill  a prescription,  he  should  have 
eliminated  any  concern  in  his  own  mind  about 
the  timeliness  of  the  prescription  refill,  the  pa- 
tient’s need,  and  all  other  factors. 

• Patient  profiles  maintained  by  the  pharmacist 
which  document  the  patient’s  drug  history  are 
considered  important  documents  that  should  be 
available  to  assist  the  pharmacist  in  familiarizing 
the  physician  with  the  patient  and  concurrent 
drugs  prescribed  by  other  physicians. 

• Whenever  a patient  develops  an  altered  refill 
pattern  which  cannot  be  adequately  explained  by 
the  pharmacist,  the  pharmacist  should  contact 
the  prescriber,  obtain  his  advice,  and  make  ap- 
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propriate  notations  on  the  prescription. 

• Using  the  patient  as  an  intermediary  in  commu- 
nications between  the  physician  and  pharmacist 
is  unacceptable,  e.g.,  the  physician  should  not 
tell  the  patient  to  inform  the  pharmacist  that  the 
physician  approves  additional  refills  of  a pre- 
scription. 

• The  Committee  encourages  abolishment  of  the 
term  "pm”  as  a prescription  refill  authorization 
and  recommends  that  physicians  be  specific  in 
designating  the  frequency,  a maximum  time 
limit,  and  a maximum  number  of  refills. 

A recommendation  was  adopted  to  submit  the 
question  of  the  permanence  of  this  Committee  to  the 
respective  societies. 

Judicial 

The  changes  made  in  the  corporate  charter  of  The 
Medical  Society  of  Virginia,  which  were  ratified  by 
the  membership  at  the  general  meeting  held  in  May 
of  1977,  have  necessitated  subsequent  changes  in  the 
by-laws  to  conform  with  the  new  corporate  charter. 
The  Judicial  Committee  has  been  working  with  Mr. 
Allen  Goolsby,  the  legal  counsel  for  the  Society,  to 
bring  about  these  changes.  These  changes  have  to  do 
principally  with  the  organizational  structure  and  me- 
chanics of  how  the  Society  will  function.  The  changes 
were  agreed  upon  by  the  Committee  and  presented  to 
the  MSV  Council  at  the  Council  meeting  of  July  16, 
1977,  for  its  review,  consideration,  and  amendment 
as  the  councilors  felt  necessary.  Any  changes  that 


H.  C.  Alexander,  111,  MD, 
Chairman 


Council  wishes  to  make  will  be  discussed  and  made  at 
the  Council  meeting  on  September  17,  1977.  It  is 
anticipated  that  Council  will  then  refer  the  amended 
by-laws  to  the  House  of  Delegates  for  its  consid- 
eration and  ratification  at  the  Annual  Meeting  of  the 
Society  in  October,  1977. 


It  is  the  recommendation  of  the  Judicial  Com- 
mittee that  these  amendments  to  the  by-laws  be  rati- 
fied as  presented  by  Council. 

Insurance  Review 

This  Committee  is  the  outgrowth  of  a joint  effort 
begun  more  than  twenty  years  ago  to  establish  an 
effective  working  relationship  with  the  Health  Insur- 
ance Council  and  its  various  carrier  members.  The 
Committee’s  goal  has  always  been  to  serve  both  car- 


Beverlev  B.  Clary,  MD, 
Chairman 


rier  and  physician  in  the  fairest  and  most  objective 
manner  possible. 

As  one  would  expect,  most  of  the  requests  for 
assistance  received  from  the  carriers  have  to  do  with 
resolving  problems  about  usual  and  customary  fees 
for  particular  services  and  procedures.  It  will  un- 
doubtedly come  as  something  of  a surprise  to  learn 
that  over  5,000  such  requests  have  been  handled  by 
the  Committee  during  its  existence.  In  excess  of  500 
were  received  last  year  alone. 

At  our  request,  the  forms  received  from  the  carriers 
do  not  identify  the  physicians  concerned.  A code  num- 
ber assigned  by  the  carrier  is  the  means  of  case  iden- 
tification. After  consulting  with  physicians  practicing 
in  the  specialty  concerned,  the  Committee  reports  its 
findings  and  recommendations  to  The  Medical  So- 
ciety of  Virginia  and  then  the  carrier.  It  goes  no  fur- 
ther than  this  and  neither  the  carrier  nor  the  doctor 
is  obligated  to  accept  the  Committee’s  recommenda- 
tion. Our  job  is  to  help  resolve  difficulties  and  be  as 
helpful  to  all  concerned  as  we  possibly  can — nothing 
more. 

For  a number  of  years  officers  and  staff  members 
have  been  trying  to  find  some  solution  to  the  tre- 
mendous workload  which  seems  to  grow  with  each 
passing  year.  Obviously,  the  finding  of  such  a solu- 
( Continued  page  626.) 
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tion  is  not  an  easy  task  and  your  Committee  will,  in 
the  meantime,  go  about  its  work  as  it  has  for  these 
many  years. 

Highway  Safety 

Robert  W.  Waddell,  1VII), 

Chairman 

The  Highway  Safety  Committee  actively  opposed 
the  repeal  of  the  motorcycle  helmet  law  during  the 
1977  General  Assembly.  Hundreds  of  physicians 
throughout  the  state  helped  by  sending  letters  of  pro- 
test to  the  legislators  and  the  Highway  Safety  Divi- 
sion of  Virginia.  This  greatly  contributed  to  the  reten- 
tion of  the  law.  It  is  hoped  another  attempt  for  repeal 
will  not  be  made  for  a while. 

The  Committee  is  greatly  concerned  about  the  un- 
fit driver  in  Virginia  and  plans  to  meet  with  the 
Division  of  Motor  Vehicles  to  determine  whether  or 
not  additional  measures  are  needed  to  restrict  or 
revoke  the  licenses  of  impaired  drivers. 

It  is  hoped  that  a bill  will  be  reintroduced  to  re- 
quire motorcyclists  to  keep  their  headlights  on  during 
daylight  hours.  Studies  have  shown  that  motorists  see 
the  cycle  headlights  much  sooner  than  the  motorcycle 
itself.  This  bill  was  defeated  once  before  because  of 
lack  of  support.  Physician  support  is  needed  in  the 
event  the  bill  is  reintroduced  during  the  1978  General 
Assembly. 

This  Committee  has  also  discussed  at  length  what 
measures  might  be  taken  to  increase  safety  belt  utili- 
zation in  Virginia.  Belt  usage  in  Virginia  is  at  an  all- 
time  low  of  15.3%,  according  to  a 1976  survey  by  the 
Highway  Safety  Division.  Passive  restraint  systems 
will  probably  be  the  most  effective  way  of  protecting 
motorists. 

There  are  many  problems  to  be  solved  and  addi- 
tional physician  input  is  needed.  Should  any  physi- 
cian feel  the  Committee  needs  to  look  into  a particu- 
lar problem,  please  contact  the  Committee  chairman 
at  1 100  First  Colonial  Road.  Virginia  Beach  VA 
23454. 

Long-Range  Planning 

William  S.  Hotchkiss,  Ml). 

Chairman 

Since  no  specific  matters  were  referred  to  this  Com- 
mittee prior  to  the  deadline  for  its  annual  report,  no 
formal  meetings  were  considered  necessary. 

This  could  soon  change,  however,  as  a result  of  a 
recent  action  by  the  AM  A House  of  Delegates.  In  its 


consideration  of  AM  A-sponsored  national  health  in- 
surance legislation,  the  House  directed  that  all  state 
societies  be  invited  to  submit  within  60  days  their 
views  and  recommendations  on  the  issue.  The  House 
wishes  to  make  certain  that  medicine  is  united  on  this 
most  important  matter  and  that  nothing  in  the  AMA 
proposal  could  be  interpreted  as  permitting  the  na- 
tionalization of  private  practice  or  mandating  the 
placing  of  the  major  burden  of  health  insurance  on 
any  one  class  of  society.  Members  of  the  Committee 
will  most  certainly  work  closely  with  the  Committee 
on  National  Legislation  in  preparing  a statement  for 
Council’s  consideration. 

Public  Relations 

1977  was  an  especially  busy  year  in  the  public 
relations  area.  During  January  and  February  the 
General  Assembly  considered  more  than  40  pieces  of 
health-related  legislation,  including  major  bills  on 


Harold  Nemuth,  MI), 
Chairman 


mandatory  continuing  education,  risk  management 
for  health  care  providers,  and  liberalization  of  the 
current  statute  of  limitations  on  professional  liability. 
Of  the  34  pieces  of  legislation  on  which  the  Society 
took  a position,  23,  or  nearly  70%,  were  acted  on  in  a 
manner  compatible  with  the  Society's  position. 

In  the  spring,  the  Workshop  in  Better  Communica- 
tions program  was  developed.  Thought  to  be  the  first 
of  its  kind  in  the  nation,  this  accredited  seminar  series 
features  sessions  on  doctor-patient  communications, 
practice  management,  malpractice  law  and  commu- 
nity relations.  The  first  Workshop  was  held  on  May 
2 1 in  Alexandria  and  others  are  scheduled  for  the  fall. 

In  conjunction  with  the  Workshop  program,  a 15- 
minute  film  on  doctor-patient  communications  was 
written  and  produced.  The  film  demonstrated  good 
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and  bad  patient  interview  skills  and  received  favor- 
able reviews  from  physicians  both  in  Virginia  and 
other  states  in  which  it  was  shown. 

The  Workshop  program  has  led  to  efforts  to  pro- 
duce patient  information  brochures,  and  the  develop- 
ment of  condensed,  county  level  communications 
workshops  is  also  contemplated. 

Other  activities  in  the  public  relations  area  have 
included  speechwriting  for  Society  officers  and  con- 
tinuing surveys  of  the  membership. 

Ethics 

Although  a number  of  inquiries  on  various  matters 
pertaining  to  ethics  have  been  received  during  the 
year,  no  formal  meeting  of  this  Committee  became 
necessary.  Fortunately,  most  of  the  inquiries  were  of 
such  nature  that  they  could  be  handled  without  diffi- 
culty in  the  headquarters  office. 

It  is  interesting  to  note  that  a goodly  number  of 


Walter  P.  Adams,  MD, 

Chairman 

inquiries  being  received  have  to  do  with  advertising 
by  physicians  and  clinics.  Recent  court  decisions, 
especially  one  handed  down  by  the  Supreme  Court 
on  June  27,  have  caused  all  professional  associations 
to  take  a long,  hard  look  at  their  principles  of  ethics 
bearing  on  the  subject.  The  most  recent  edition  of 
"Opinions  and  Reports  of  the  AM  A Judicial  Council" 
contains  some  very  interesting  comments  on  advertis- 
ing and  solicitation  and  bear  repeating,  at  least  in 
part.  There  may  be  some  reservations  about  the  word 
“advertising”  as  defined  by  the  Council  and  one 
could  wish  a more  suitable  term,  such  as  “informa- 
tion,” had  been  used  instead.  Many  physicians  will 
have  a difficult  time  differentiating  between  advertis- 
ing and  solicitation.  Excerpts  from  "Opinions  and 
Reports"  here  follows. 


This  statement  reaffirms  the  long-standing  policy 
of  the  Judicial  Council  on  advertising  and  solic- 
itation by  physicians.  The  Principles  of  Medical  Eth- 
ics are  intended  to  discourage  abusive  practices  that 
exploit  patients  and  the  public  and  interfere  with 
freedom  in  making  an  informed  choice  of  physicians 
and  free  competition  among  physicians. 

Advertising:  The  Principles  do  not  proscribe  ad- 
vertising: they  proscribe  the  solicitation  of  patients. 
Advertising  means  the  action  of  making  information 
or  intention  known  to  the  public.  The  public  is  enti- 
tled to  know  the  names  of  physicians,  the  types  of 
their  practices,  the  locations  of  their  offices,  their 
office  hours,  and  other  useful  information  that  will 
enable  people  to  make  a more  informed  choice  of 
physician. 

The  physician  may  furnish  this  information 
through  the  accepted  local  media  for  advertising  or 
communication,  which  are  open  to  all  physicians  on 
like  conditions.  Office  signs,  professional  cards,  dig- 
nified announcements,  telephone  directory  listings, 
and  reputable  directories  are  examples  of  acceptable 
media  for  making  information  available  to  the  pub- 
lic. 

A physician  may  give  biographical  and  other  rele- 
vant data  for  listing  in  a reputable  directory.  A 
directory  is  not  reputable  if  its  contents  are  false, 
misleading,  or  deceptive  or  if  it  is  promoted  through 
fraud  or  misrepresentation. 

Local,  state,  or  specialty  medical  associations,  as 
autonomous  organizations,  may  have  ethical  restric- 
tions on  advertising,  solicitation  of  patients,  or  other 
professional  conduct  of  physicians  that  exceed  the 
Principles  of  Medical  Ethics.  Furthermore,  specific 
legal  restrictions  on  advertising  or  solicitation  of 
patients  exist  in  the  medical  licensure  laws  of  at  least 
34  states.  Other  states  provide  regulation  through 
statutory  authority  to  impose  penalties  for  unprofes- 
sional conduct. 

Solicitation:  The  term  "solicitation"  in  the  Prin- 
ciples means  the  attempt  to  obtain  patients  by  per- 
suasion or  influence,  using  statements  or  claims  that 
I > contain  testimonials,  2)  are  intended  or  likely  to 
create  inflated  or  unjustified  expectations  of  favor- 
able results,  3 ) are  self-laudatory  and  imply  that  the 
physician  has  skills  superior  to  other  physicians  en- 
gaged in  his  field  or  specialty  of  practice,  or  4) 
contain  incorrect  or  incomplete  fads,  or  representa- 
tions or  implications  that  are  likely  to  cause  the 
average  person  to  misunderstand  or  be  deceived. 

Competition:  Some  competitive  practices  ac- 
cepted in  ordinary  commercial  and  industrial  enter- 
prises, where  profit-making  is  the  primary  objective, 

( Continued  page  632. ) 
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OVER  $1,000,000  IN  BENEFITS  PAID 
TO  THE  MEDICAL  SOCIETY  OF  VIRGINIA  MEMBERS 


Long-Term  Disability  Insurance 
At  Low  Group  Rates 


A Doctor’s  earned  income  can  stop 
when  he  is  SICK  or  HURT  and 
CAN’T  WORK.  Long-term  disabil- 
ity insurance  could  provide  the 
needed  CASH  when  this  happens. 


Interested?  To  find  out  more,  simply  return  the  coupon  below  to  the  administrator  nearest  you. 

IBI  PRICE  OF  A STAMP  MAY  ALSO  BUY  YOU  PEACE  OF  MIND 


Here  are  a few  of  the  outstanding  features  of  this 
plan: 

1.  Lifetime  accident  benefits 

2.  Sickness  benefits  for  up  to  seven  years  or  to  age 
65 

3.  UNIQUE  definition  of  disability  (7  year  benefit 
period  if  sickness  prevents  you  from  engaging  in 
your  specialty) 

4.  Confinement  not  required  for  disability  benefits 

5.  Federal  income  tax-free  benefits 

ALSO 

As  a participant  in  this  plan  you  receive: 

1.  Special  low  group  rates 

2.  Convenient  local  claim  service 


Murphy  Insurance  & Travel  Ernest  L.  Baker  Associates 

108  2nd  St..  S.  E.  Suite  1118 

Charlottesville,  Virginia  22901  205  34th  Street 

295-4157  Virginia  Beach.  Va.  23451 

425-1892 


Suter  Associates.  Inc. 

2425  Wilson  Blvd. 
Arlington,  Virginia  22201 
525-6700 


G.  C.  French  Agency,  Inc. 

1004  North  Thompson  Street 
Richmond,  Virginia  23230 
358-7141 


General  Insurance  of  Roanoke 

Shenandoah  Building 
Roanoke,  Virginia  24011 
345-8148 


I would  like  more  information  about  the  Long-term  Group 
Disability  Insurance  sponsored  by  The  Medical  Society  of 
Virginia. 


Name  . , 
Address 
City  . . . 


State 


Phone 


Zip 


FELLOWSHIP  HALL 


TREATMENT  AND  LEARNING  CENTER  For 

ALCOHOL  RELATED  PROBLEMS 

4 PRIVATE  NON-PROFIT  PSYCHIATRIC  HOSPITAL,  THE  ONLY  ONE  OF  ITS  KIND  IN  THE  SOUTHEAST 


Infirmary:  A medical 
doctor  and  registered 
nurses  provide  24-hour 
medical  care  in  a fully 
equipped  infirmary. 


Meditation  T rail : A nature  trail  for  hiking 
and  meditation  winds  through  nearly  a 
mile  of  beautifully  wooded  area. 


Fellowship  Hall's  purpose  is  to 
provide  effective  therapy  in  a 
relaxed,  wholesome  atmosphere  for 
the  man  or  woman  who  has 
developed  a drinking  problem 


Counseling : Individual 
counseling  and  Group  therapy 
are  provided  for  the  family 
as  well  as  the  guests. 


Bedroom  Attractive, 
comfortable  accommodations 
are  provided  for  both  male  and 
female  guests. 


FELLOWSHIP  HALL  mc. 

P.  O.  Box  6929  • Greensboro,  N.  C.  27405  • 919-621-3381 

Located  off  U.S.  Hwy.  No.  29  at  Hicone  Road  Exit,  6V2  miles  north  of  downtown  Greensboro.  N.  C 
Convenient  to  185, 140,  U.S.  421,  U.S.  220,  and  the  Greensboro  Regional  Airport. 


FELLOWSHIP  HALL  WILL  ARRANGE  CONNECTION  WITH  COMMERCIAL  TRANSPORTATION 
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are  inappropriate  among  physicians.  Commercial  en- 
terprises, for  example,  are  free  to  solicit  business  by 
paving  commissions.  They  have  no  duty  to  lower 
prices  to  the  poor.  Commercial  enterprises  are  gen- 
erally free  to  engage  in  advertising  "puffery,"  to  be 
boldly  self-laudatory  in  making  claims  of  superior- 
ity, and  to  emphasize  favorable  features  without  dis- 
closing unfavorable  information. 

Physicians,  by  contrast,  have  an  ethical  duty  to 
subordinate  financial  reward  to  social  responsibility. 
A physician  should  not  engage  in  practices  for 
pecuniary  gain  that  interfere  with  his  medical  judg- 
ment and  skill  or  cause  a deterioration  of  the  quality 
of  medical  care.  Ability  to  pay  should  be  considered 
in  reducing  fees,  and  excessive  fees  are  unethical. 

Physicians  should  not  pay  commissions  or  rebates 
or  give  kickbacks  for  the  referral  of  patients.  Like- 
wise, they  should  not  make  extravagant  claims  or 
proclaim  extraordinary  skills.  Such  practices,  how- 
ever common  they  may  be  in  the  commercial  world, 
are  unethical  in  the  practice  of  medicine  because  they 
are  injurious  to  the  public. 

Freedom  of  choice  of  physician  and  free  com- 
petition among  physicians  are  prerequisites  of  op- 
timal medical  care.  The  Principles  of  Medical  Ethics 
are  intended  to  curtail  abusive  practices  that  impinge 
on  these  freedoms  and  exploit  patients  and  the  pub- 
lic. 

Medical  ethics  have  never  been  more  important 
than  they  are  today.  The  fact  that  medicine  remains 
the  most  respected  profession  in  this  nation,  despite 
the  attacks  it  has  been  subjected  to  over  the  years, 
provides  proof-positive  of  the  value  and  effectiveness 
of  a strong  and  fair  code  of  ethics. 

Mental  Health 

The  Mental  Health  Committee  of  The  Medical 
Society  of  Virginia  met  on  June  I,  1977.  Mr.  Willard 
C.  Osburn,  Administrative  Assistant  of  The  Medical 
Society  of  Virginia,  acted  as  secretary.  Invited  guest 
was  Dr.  Leo  E.  Kirven,  Acting  Commissioner  of  the 
Department  of  Mental  Health  and  Mental  Retarda- 
tion. 

Dr.  Kirven  discussed  with  the  Committee  many 
aspects  of  the  Department,  focusing  on  laws  recently 
enacted  by  the  General  Assembly  that  relate  to  the 
Department. 

Of  special  interest  was  the  information  that  the 
General  Assembly  had  increased  the  biennium  ap- 
propriation by  1.2  million  dollars,  which  would  be 
used  primarily  to  increase  urgently  needed  services  to 
children.  There  was  included  in  this  appropriation  a 
call  for  the  addition  of  a new  wing  at  Eastern  State 


Hospital  for  the  care  of  adolescents. 

The  coming  session  of  the  General  Assembly  likely 
will  focus  on  additional  services  to  children  and  ado- 
lescent. The  greatest  need  at  the  present  time  is  the 
building  of  new  facilities. 

Dr.  Kirven  pointed  out  that  at  the  present  time 
there  is  no  state  program  for  children  and  adolescents 
with  a 50-75  IQ.  Children  of  this  type  are  now  held, 
as  a rule,  in  state  prisons.  Unfortunately,  the  training 


John  R.  Saunders,  MD, 
Chairman 


centers  originally  designed  for  this  type  of  child  or 
adolescent  has  been  filled  with  those  of  lower  IQ.  He 
feels  that  care  for  children  and  adolescents  with  a 50- 
75  IQ  presents  an  urgent  need  in  the  state,  because  it 
is  possible  to  provide  a good  educational  program, 
and  in  most  instances  those  in  this  group  are  train- 
able. 

It  was  gratifying  to  learn  that  in  the  past  five  years 
the  state  hospital  census  has  dropped  from  16,000  to 
9,000  patients.  This,  of  course,  is  a much  better  pic- 
ture than  years  ago,  when  most  of  the  state  hospitals 
were  very  overcrowded  and  understaffed.  However, 
the  Committee  is  concerned  about  adequate  care  for 
many  patients  outside  the  hospital  and  feels  the  state 
should  focus  on  more  and  better  services  for  these 
patients.  There  was  discussion  of  the  possibility  of 
“farming  out”  patients  to  private  psychiatric  hospi- 
tals and  clinics  as  a method  of  bringing  down  costs  to 
the  state,  since  it  has  been  pointed  out  that  a great 
percentage  of  the  population  of  the  state  is  covered 
by  third-party  payers. 

Other  items  discussed  by  Dr.  Kirven  were  as  fol- 
lows: the  Patient  Bill  of  Rights,  which  is  still  being 
studied  by  a specially  appointed  committee;  the  Hop- 
kin’s  report  concerning  rehabilitation;  the  Con- 
fidentiality Bill,  which,  no  doubt,  will  be  introduced 
in  the  1978  session  of  the  General  Assembly.  It  was 
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generally  agreed  that  there  should  be  better  commu- 
nications established  between  the  Neuropsychiatric 
Society  of  Virginia  and  The  Medical  Society  of  Vir- 
ginia, especially  concerning  legislative  matters. 

Mr.  Osburn  reported  on  legislation  of  interest  to 
the  Committee  that  was  enacted  during  the  1977  Ses- 
sion of  the  Virginia  General  Assembly.  H B 1 535  deal- 
ing with  the  discovery  of  medical  records  prior  to  a 
damage  suit  for  personal  injury  was  discussed  in  de- 
tail, and  a copy  of  the  explanation  of  this  Bill  was 
provided  to  the  members  of  the  Committee.  H B 1 558, 
the  so-called  Risk  Management  Bill,  was  also  dis- 
cussed in  detail,  particularly  the  section  dealing  with 
practitioners  treating  other  practitioners  and  the  re- 
porting procedures.  A member  of  the  Committee  dis- 
cussed the  possibility  of  sending  a questionnaire  to  all 
psychiatrists  in  the  state  with  the  idea  of  attempting 
to  provide  statistics  comparing  the  number  of  physi- 
cians reported  to  the  Board  of  Medicine  during  the 
years  1977  and  1978.  It  was  felt  that  the  questionnaire 
might  show  the  actual  effect  of  the  new  Bill.  The 
Committee  felt  there  was  a distinct  possibility  that 
many  of  the  physicians  needing  treatment  might  be 
going  out  of  the  state  for  treatment,  and  others,  as  the 
result  of  the  new  Bill,  might  not  seek  treatment  any- 
where. 

There  was  much  concern  and  comment  by  the 
Committee  concerning  the  names  of  physicians  being 
disciplined  by  the  Board  of  Medicine  automatically 
being  published  in  the  Board  of  Briefs.  It  was  the 
consensus  of  the  Committee  that  no  matter  how 
much  we  would  register  our  concern  and  dis- 
agreement it  would  have  very  little  effect  on  this 
practice  by  the  Board,  and  more  than  likely  they  will 
continue  the  publication  of  these  names,  much  to  our 
regret. 

A member  of  the  Committee  gave  a report  con- 
cerning his  study  and  work  with  matters  pertaining  to 
continuing  medical  education.  It  was  pointed  out  that 
there  is  a problem  of  proliferation  of  continuing  edu- 
cation programs  being  offered,  some  of  which  appear 
to  be  “absolutely  worthless”.  It  was  suggested  that 
there  be  a screening  agency  of  some  type  established 
to  certify  legitimate  programs,  particularly  corre- 
spondence courses.  Some  states  have  such  a review 
committee.  It  was  suggested  that  possibly  the  medical 
schools  could  assist  in  this  type  of  screening.  It  was 
also  suggested  that  a questionnaire  might  help  to 
identify  good  and  bad  programs  and  the  good  pro- 
grams would  be  the  only  ones  recommended.  It  was 
the  feeling  that  the  specialty  societies,  with  the  assist- 
ance of  the  medical  schools,  should  monitor  all 


courses  offered  and  have  the  right  to  sanction  or 
recommend  the  approval  of  a given  course  for  contin- 
uing medical  education. 

The  Committee  was  informed  that  very  likely  a 
relicensure  bill  will  be  introduced  in  the  1978  session 
of  the  General  Assembly.  There  was  discussion  by  the 
Committee  concerning  the  efforts  of  a group  of  clin- 
ical psychologists  who  wish  to  be  examined  and  li- 
censed by  the  Board  of  Medicine  exclusively.  Also 
there  was  discussion  of  the  status  of  the  clinical  psy- 
chologist suit,  which  involves  demand  for  direct  pay- 
ment of  services  by  third-party  carriers. 

The  Committee  member  from  the  northern  area  of 
Virginia  informed  the  Committee  that  the  Northern 
Virginia  PSRO  will  be  reviewing  the  psychiatric  cases 
sometime  this  year. 

The  following  were  recommendations  of  the  Men- 
tal Health  Committee  to  the  Council  of  The  Medical 
Society  of  Virginia: 

1.  Better  utilization  of  regional  training  centers 
for  the  mentally  retarded  should  be  endorsed 
by  the  Society.  Mid-range  IQ  patients  should 
be  assigned  to  this  type  of  facility  rather  than 
the  lower  IQ  patients  now  being  served  in 
them.  It  is  felt  that  such  action  would  better 
serve  the  needs  of  those  who  can  accept  more 
training  and  education. 

2.  More  adolescent  facilities  should  be  built  to 
service  this  group. 

3.  The  Committee  strongly  urges  the  Society  to 
endorse  the  following:  that  any  future  ap- 
pointment of  a Commissioner  of  the  Depart- 
ment of  Mental  Health  and  Mental  Retarda- 
tion be  a psychiatrist  rather  than  a physician 
from  another  specialty.  (It  was  pointed  out 
that,  as  the  law  now  reads,  any  physician  can 
be  appointed  Commissioner.) 

4.  The  Committee  feels  that  the  area  of  the  im- 
paired physician  is  a significant  one  and  a 
problem  the  Society  has  not  addressed  on  the 
Society  level.  Therefore,  the  Committee  rec- 
ommends that  a program  be  implemented 
within  The  Medical  Society  of  Virginia  to 
identify  and  treat  the  impaired  physician. 
Such  a program  could  be  patterned  after 
those  now  operating  in  the  states  of  Georgia, 
Ohio,  and  Illinois. 

The  Chairman  wishes  to  express  to  the  remainder 
of  the  Committee  and  to  Mr.  Robert  I.  Howard, 
Executive  Vice-President  of  the  Society,  and  to  Mr. 
Osburn  his  appreciation  for  their  cooperation  in  the 
formulation  of  this  report. 
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Delegates 

Alternates 

Accomack  (1st) 

D.  F.  Fletcher,  Jr.,  MD 

E.  YV.  Bosworth,  II,  MD 

Albemarle  (7th) 

T.  H.  Bain,  MD 
R.  S.  Brown,  M D 
J.  A.  Owen,  Jr.,  MD 
H.  D.  Smallwood,  MD 
O.  A.  Thorup,  Jr.,  MD 
Munsey  Wheby,  MD 

F.  A.  Berry,  MI) 

J.  S.  Davis,  IV,  MD 
Robert  Reid,  MD 

G.  D.  Spence,  MD 

YV.  M.  YVallenborn,  MD 
A.  YV.  YVyker,  Jr.,  MD 

Alleghany-Bath  (6th) 

L.  R.  Denius,  MD 
A.  C.  Hall,  MD 
W.  YV.  Harris,  Jr.,  MD 
D.  S.  Myers,  MD 
W.  C.  Nunley,  MD 

Mamerto  Adrales,  MD 
Meade  Edmunds,  MD 
George  Fischer,  MI) 
James  Harnsberger,  MD 
Parviz  Sadjadi,  MD 

Alexandria  (8th) 

R.  H.  Anderson,  MD 
Haskins  Ferrell,  Jr.,  MD 
J.  E.  Gibson,  MD 
I.  J.  Green,  MD 
C.  R.  Meloni,  MD 
C.  J.  Murphy,  Jr.,  MD 
H.  G.  Thompson,  MD 

Amherst-Nelson  (6th) — Inactive 

Arlington  ( I Oth) 

J.  C.  Bucur,  MD 
G.  J.  Fisher,  MD 
R.  H.  Gruver,  MD 
T.  F.  Kelly,  Jr.,  MD 
R.  P.  Nirsehl,  MD 
YV.  I).  Dolan,  Jr.,  MD 

Floyd  Burk,  MD 
F.  A.  Gaydos,  MD 
T.  G.  Mcwilliams,  MD 
S.  J.  Sheehy,  MD 

B.  C.  Snyder,  MD 

C.  F.  Rickerich,  MD 

Augusta  (6th) 

M.  M.  Darracott,  MD 
R.  YV.Rau,  MD 
Malcolm  Tenney,  MD 

T.  F.  Gorsuch,  MD 
J.  T.  O'Hanlan,  MD 
J.  M.Stirewalt,  MI) 

Bedford  (6th) 

T.  H.  Jennings,  MD 

J.  R.  YVenger,  J r.,  MD 

Buchanan- Dickenson  (9th) 

Bradley  Berry,  MD 
J.  P.  Sutherland,  MD 

Ralph  Hess,  MD 
Thomas  McDonald,  MD 

Botetourt  (6th) — Inactive 

Chesapeake  (4th) 

J.  F.  Crosby,  MD 

H.  I).  Patterson,  MD 

Delegates 

Alternates 

Culpeper  (7th) 

G.  F.  Broman,  J r.,  MD 

H.  YV.  Markham,  MD 

J.  R.  Poole,  MD 

J.  J.  Payette,  MD 

Danville- Pit  tssylvania  (5th ) 

E.  J.  Harvie,  MD 

Charles  Easley,  MD 

J.  YV.  Milam,  MD 

F.  G.  Fehrenbaker,  MD 

G.  B.  Updike,  Jr.,  MD 

J.  J.  Neal,  Jr.,  MD 

Fairfax  ( I Oth ) 

YVilliam  Bekenstein,  MD 

R.  J.  Bortnick,  MD 

YV.  C.  Bernhart,  MD 

P.  J.  Bowen,  MD 

F.  I.  Block,  MD 

M.S.  Climo,  MD 

N.  B.  Cirillo,  MD 

J.  N.  Cooper,  MD 

S.  I).  Cooley,  MD 

A.  I.  Dobranski,  MD 

R.  F.  Fields,  MD 

Theodore  Edis,  MD 

T.  M.  Fulcher,  MD 

J.  F.  Heath,  MD 

F.  G.  Gentile,  MD 

R.  J.  Heilen,  MD 

I.  I).  Godwin,  MD 

A.  A.  Mackintosh,  MD 

H.  J.  Klapproth,  MD 

J.  P.  Mamana,  MD 

B.  A.  Mella,  MD 

Feon  Martel,  MD 

D.  F.  Robinette,  MD 

John  Prominski,  MD 

P.  G.Rochmis,  MD 

E.  G.  Rafey,  MD 

R.  A.  Snyder,  MD 

YVilliam  Roll,  MD 

E.  O.  S.  Stevenson,  MD 

U.  A.  Shibaro,  MD 

D.S.  Thorn,  MD 

George  YVhipple,  MD 

Fauquier  (7th) 

J.  F.  Dellinger,  MD 

John  Clift,  MD 

Floyd  (5th) 

F.  V.  Marshall,  MD 

F.  C.  Bedsaul,  MD 

Franklin  (5th) 

F.  G.  Fvnch,  MD 

Fredericksburg  (7th) 

F.  B.  Gray,  MD 

F.  B.  Garner,  MD 

I).  J.  Kenneweg,  MD 

YVilliam  Hollister,  Jr.,  MD 

F.  B.  Massad,  MD 

R.  S.  Jones,  MD 

M.  J.  Olichney,  MD 

J.C.  Mcknight,  MD 

P.  R.  Smith,  MD 

D.  B.  Rice,  MD 

Halifax  (5th) 

G.  C.  Burnett,  MD 

George  Chappell,  MD 

YV.  R.  YVatkins,  MD 

F.  G.  YVray,  MD 

Hampton  ( 1st) 

A.  E.  Combs,  MD 
H.  E.  Howell,  MD 
R.  F.  Clark,  MD 

Hanover  (7th) 
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Delegates 

James  River  (5th) 

C.  R.  Barton,  Jr.,  MD 

G.  M.  Smith,  MD 
R.  N.  Snead,  MD 

Lee  (9th) 

B.  H.  Owens,  MD 

Loudoun  ( I Oth) 

J.  T.  Gable,  DO 

Louisa  (7th) — Inactive 

Lynchburg  (6th) 

W.  H.  Barney,  MD 

F.  N.  Buck,  Jr.,  MD 
J.  B.  Jones,  MD 
W.O.  McCabe,  Jr.,  MD 
W.  E.  Painter,  MD 

MCV  Student  Medical 

Othella  T.  Owens 
George  P.  Piros 

Mid-Tidewater  ( 1st) 

F.  G.  Diaz,  MD 
P.  L.  Fisher,  MD 
W.  H.  Hosfield,  MD 
Bland  Hudgins,  MD 
A.  L.  Lewis,  MD 
Sterling  Ransome,  MD 
A.  L.  VanName,  MD 
N.  H.  Oster,  MD 

Newport  News  (1st) 

M.  L.  Binder,  MD 
F.  G.  Horne,  MD 
J.T.  Myles,  MD 
J.  M.  Quarles,  MD 

H.  L.  Williams,  MD 

Norfolk  (2nd) 

A.  J.  Ciccone,  MD 
R.  D.  Evett,  MD 
H.  S.  Gates,  MD 
R.  M.  Kesler,  MD 
J.  N.  King,  MD 
J.  S.  Kitterman,  MD 
M.  M.  Miller,  MD 

D.  C.  Pryor,  MD 

H.  B.  Taylor,  Jr.,  MD 


Alternates 

W.  S.  Lloyd,  MD 
W.  E.  Moody,  MD 
J.  H.  Yeatman,  MD 


Daniel  Gabriel,  MD 


P.  G.  Dillard,  Jr.,  MD 
R.  L.  Glenn,  MD 

C.  S.  King,  MD 

C.  H.  Lippard,  MD 
J.  E.  Mathias,  MD 


R.  B.  Bowles,  MD 
Harold  Felton,  MD 
R.  H.  Hosfield,  MD 
Boyd  M.  Clements,  MD 
R.  L.  McCorkle,  MD 
Shirley  Olsson,  MD 
Henry  Rowe,  MD 
M.  H.  Harris,  MD 


R.  J.  Frank,  MD 
W.  H.  Sipe,  MD 
T.  W.  Payne,  MD 
T.  A.  Wash,  MD 

G.  H.  Warren,  Jr.,  MD 


J.  H.  Carrawya,  MD 

D.  W.  Drew,  MD 
J.  E.  Etheridge,  MD 
R.  T.  Griffey,  MD 
W.  T.  Humphrey 
W.  W.  Gough,  MD 
W.  H.May,  MD 

G.  H.  M.  Rector,  MD 
J.  C.  Schaefer,  MD 


Society  (3rd) 


Delegates 

C.  N.  VanHorn,  MD 

D.  B.  Young,  MD 
Q.  A.  Ayscue,  MD 

Alternates 

J.  D.  Via,  MD 
F.  G.  Woodson,  MD 
R.  A.  Morton,  MD 

Northampton  (1st) 

W.  S.  Burton,  MD 

J.  B.  Dixon,  11,  MD 

Northern  Neck  (1st) 

J.  K.  Cunningham,  MD 
A.  B.  Gravatt,  Jr.,  MD 
Carrington  Williams,  Jr., 
Horace  Kerr,  MD 
J.  R.  Lacey,  MD 

Frank  Bacon,  MD 
Eugene  Brand,  MD 
MD 

R.  L.  Gilliam,  MD 

Northern  Virginia  (7th) 

F.  J.  Durcan,  MD 

A.  A.  Futral,  Jr.,  MD 
J.  R.  Holsinger,  MD 
C.  M.  Huber,  MD 
T.  C.  Iden,MD 

G.  L.  Sheppard,  MD 

H. G.  White,  Jr.,  MD 

R.  A.  Ancheta,  MD 
P.  H.  Hylton,  Jr.,  MD 
J.  C.  Laidlaw,  MD 
C.  H.  Miller,  MD 
W.  D.  Seipel,  MD 
G.  W.  Wake,  MD 
J.  R.  York,  MD 

Orange  (7th) 

H.  E.  Young,  Jr.,  MD 

R.  S.  Slocum,  MD 

Patrick  Henry  (5th) 

H.S.  Campell,  MD 
J.  D.  French,  MD 

R.  E.  Herring,  MD 
B.  C.  Toms,  MD 

Portsmouth  (4th) 

W.  S.  Terry,  MD 
A.  A.  Kirk,  MD 
E.  S.  Sayegh,  MD 
J.  V.  Scutero,  MD 

E.  A.  Barham,  MD 
L.  L.  Davis,  MD 
T.  H.  Webb,  MD 

Richmond  (3rd) 

H.  R.  Almond,  MD 
W.  S.  Beazley,  III,  MD 
R.  V.  Bowers,  MD 
R.  W.  Campbell,  MD 

C.  L.  Coleman,  MD 

E.  D.  Farley,  MD 
Dr.  E.  W.  Martirosian 
W.  C.  Gill,  Jr.,  MD 
L.  W.  Hulley,  Jr.,  MD 
W.  R.Irby,MD 

E.  L.  Kendig,  Jr.,  MD 
E.  C.  Mathews,  Sr.,  MD 

C.  M.  McCue,  MD 

D.  S.  Owen,  MD 


A.  G.  Bailie,  MD 
W.  M.  Belle,  MD 
J.  B.  Catlett,  MD 

H.  F.  Conquest,  MD 

D.  K.  Gilliam,  MD 

E.  E.  Haddock,  MD 
J.  F.  Kendrick,  MD 

W.  W.  Koontz,  Jr.,MD 
W.  W.  Martin,  Jr.,  MD 

E.  D.  Martirosian,  MD 
W.  R.  Mauck,  MD 
Howard  McCue,  MD 
R.  G.  McAllister,  MD 
P.  L.  Minor,  MD 
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Delegates 

(Richmond  continued.) 

J.  A.  Rawls,  MD 

F.  S.  Royal,  MD 

R.  P.  Singer,  MD 
H.  S.  Spencer,  MD 

D.  D.  Talley,  III,  MD 

W.  T.  Thompson,  Jr.,  MD 
J.  L.  Thornton,  MD 

E.  R.  Trice,  MD 
J.  L.  Ware,  MD 
Percey  Wootton,  MD 

C.  M.  Zacharias,  MD 

Roanoke  (6th) 

W.  W.  S.  Butler,  III,  MD 
John  Cole,  Jr.,  MD 
Gene  Clapsaddle,  MD 
T.  E.  Donnelly,  MD 
R.  E.  A.  Keeley,  MD 
J.  E.  Wheless,  Jr.,  MD 
J.  W.  Wilks,  MD 
E.  E.  Williams,  MI) 

C.  L.  Crockett,  Jr.,  MD 

Rockbridge  (6th) 

E.  V.  Brush,  Jr.,  MD 

B.  A.  Kenney,  MD 

Rockingham  (7th) 

E.  R.  Eareau,  MD 
J.  T.  Hearn,  MD 

Scott  (9th) 

G.  C.  Honeycutt,  Jr.,  MD 

Southside  Virginia  (4th) 

T.  C.  Andrews,  MD 

C.  C.  Ashby,  MD 
E.  M.  Bane,  MI) 

G.  G.  Birdsong,  MD 
E.  W.  Bridgeforth,  MD 
G.  J.  Carroll,  MD 
C.  H.  Crowder,  MD 
J.  S.  Goldberg,  MD 
A.  E.  Harris,  Jr.,  MD 
J.  G.  McNiel,  MD 
R.  A.  Moore,  Jr.,  MD 
A.  J.  Munoz,  MD 


Alternates 

R.  M.  Miskimon,  MD 
W.  M.  Monroe,  MD 

M.  P.  Neal,  Jr.,  MD 
W.  O.  Oppenhimer,  MD 

N.  G.  Poulos,  MD 
M.  E.  Rice,  MD 

J.  A.  Shield,  Jr.,  MD 

R.  P.  Trice,  MD 

S.  C.  Tucker,  MD 
J.  P.  Wootton,  MD 
L.  C.  Zacharias,  MD 


W.  S.  Johnson,  MD 
L.  K.  Monahan,  MD 
R.  E.  Pooley,  MD 
R.  A.  Pruner,  MD 

T.  E.  Strong,  MD 
R.  M.  Winborne,  Jr.,  MD 


W.  B.  Dick,  MD 
E.  T.  Kenney,  MD 


A.  B.  Adams,  MD 
Emerson  Baugh,  Jr.,  MD 
Robert  Bradley,  MD 
C.  H.  Coppedge,  MD 
J.  L.  Crosier,  MI) 

J.  A.  Kirkland,  MD 
Matthew  Eacy,  MD 
A.  M.  Masri,  MD 
Z.  D.  Sadighian,  MD 

H.  M.  Snell,  MD 
N.  M.  Smith,  MD 
P.  W'.  Squire,  MD 


Delegates 


Alternates 


Simon  Russi,  MD  F.  C.  Sturmer,  MD 

J.  D.  Skaggs,  MD  S.  B.  White,  MD 

C.  H.  Townes,  MD  P.C.  Yerby,MD 

Swaeng  Woraratanadharm,  MD 


Southwestern  Virginia  (9th) 


L.  E.  Dunman,  MD 
J.  H.  Early,  Jr.,  MD 

R.  V.  Cailliot,  MD 
J.  L.  Gardner,  MD 
J.  W.  Giesen,  MD 
G.  Q.  Gilmer,  MD 
J.  L.  Givens,  MD 
G.  B.  Kegley,  MD 

C.  D.  Moore,  Jr.,  MD 
J.  L.  Patterson,  MD 
G.  R.  Smith,  Jr.,  MD 
W.  B.  Waddell,  MD 
W.  C.  Elliott,  MD 

Stuart  (5th) 

S.  P.  Massie,  MD 

Tazewell  (9th) 

R.  A.  Abernathy,  MD 

Tri-County  (4th) 

R.  N.  Baylor,  MD 
G.  J.  Carroll,  MD 
R.  G.  Edwards,  MD 

D.  W.  Lundie,  MD 
J.  A.  Naranjo,  MD 


Virginia  Beach  (2nd) 

F.  G.  Griffin,  MD 
J.  J.  Krueger,  MD 

E.  K.  McCune,  MD 
R.  T.  Mosby,  Jr.,  MD 


Cesar  Calilung,  MD 
Moir  Martin,  MD 
C.  C.  Hatfield,  MD 
David  Brillhart,  MD 
M.  E.  Scott,  MD 
Palmer  Fant,  MD 
Walter  Barton,  MD 
Sidney  Wike,  MD 
James  Stone,  III,  MD 
L.  P.  Hyde,  MD 
T.  P.  Davis,  MD 
Don  Blose,  MD 


J.  M.  Perry,  MD 


Maurice  Bray,  MD 
Ben  Critzer,  MD 
B.  M.  Goodman,  MD 
B.  F.  Jamison,  MD 
J.  M.  Britt,  MD 


J.  P.  Clarke,  MD 
P.  N.  Krop,  MD 
J.  H.  Trant,  III,  MD 
T.  J.  Wakeman,  MD 


Williamsburg- James  City  (1st) 

R.  F.  Bunting,  MD  B.  I.  Bell,  MD 

G.  H.  Van  Driem,  MD  N.J.Hall,MD 


Wise  (9th) 

F.  M.  Litton,  MD 
D.  E.  B.  Litton,  MD 
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VIRGINIA 

HEART 

INSTITUTE 


LABORATORY  SERVICES 

•Stress  and  ambulatory 

electrocardiography 
•Vectorcardiography 
•Echocardiography 
•Pulmonary  function  studies 
•Cardiac  rehabilitation 
•Cardiac  catheterization 

Hospital  in-patient  transfer  or 
out-patient  study 


o. 


Charles  L.  Baird,  Jr.,  M.D.,  Director,  205  North  Hamilton  Street,  Richmond,  Virginia  23221 , (804)  359-9265. 


going  into  practice  ? 
consider  north  Carolina 

North  Carolina’s  Office  of  Rural  Health  Services  Offers  You: 


—the  chance  to  discuss  practice  opportunities  in  60  communities  from  the  coast  to  the  mountains 

—the  opportunity  to  work  with  physician  extenders  if  you  so  desire 

—the  chance  to  join  a group,  partnership,  association  or  to  establish  a new  practice 

—the  opportunity  for  you  and  your  spouse  to  visit  a community  with  the  right  kind  of  life-style  and  medical 
practice  organization 

—the  opportunity  to  participate  in  the  North  Carolina  Area  Health  Education  Centers  Program 


The  Office  of  Rural  Health  Services  Has  Information  On  60  Communities  For  Your  Consideration 


Please  Send  Me  More  Information  About  North  Carolina 


Name. 


I 
I 

I Office  of  Rural  Health  Services 

| Department  of  Human  Resources  Address 

i Box  12200 

I Raleigh,  N C 27605  — 

I 

a 


Date  Available  . 
Home  Phone 


I I Family  Practice 
I I Internal  Medicine 

□ OB/GYN 

I I Pediatrics 

□ Emergency  Room 

□ 


. Work  Phone. 


Proceedingsi 


Minutes  of  the  Council 


A meeting  of  the  Council  of  The  Medical  Society 
of  Virginia  was  held  in  Richmond  at  the  Hyatt  House 
on  Saturday,  July  16,  1977. 

Members  Present:  Dr.  W.  Leonard  Weyl;  Dr.  Wil- 
liam J.  Hagood,  Jr.;  Dr.  Raymond  S.  Brown;  Dr. 
Charles  E.  Davis;  Dr.  James  B.  Kenley,  Ex-Officio; 
Dr.  K.  K.  Wallace,  Jr.;  Dr.  Harold  L.  Williams;  Dr. 
Gervas  S.  Taylor,  Jr.;  Dr.  Charles  M.  Caravati,  Jr.; 
Dr.  Girard  V.  Thompson,  Sr.;  Dr.  H.  C.  Alexander, 
III;  Dr.  George  M.  Nipe;  Dr.  Harry  C.  Kuykendall 
and  Dr.  C.  Barrie  Cook 

Others  Present:  Dr.  Arthur  A.  Kirk,  3rd  Vice  Presi- 
dent; Dr.  Richard  L.  Fields,  Vice  Speaker;  Dr.  Wil- 
liam S.  Burton,  Dr.  Frederick  K.  McCune,  Dr.  J. 
Latane  Ware,  Dr.  Charles  H.  Crowder,  Jr.,  Dr.  W.  R. 
Watkins,  Dr.  William  E.  Painter,  Dr.  John  A.  Owen, 
Jr.,  Dr.  Herbert  W.  Coone  and  Dr.  Robert  V.  Gail- 
liot,  Vice-Councilors;  Dr.  William  S.  Hotchkiss,  Dr. 
Michael  A.  Puzak  and  Dr.  Carl  E.  Stark,  AMA  Dele- 
gates; Dr.  John  A.  Martin  and  Dr.  Percy  Wootton, 
Alternate  AMA  Delegates;  Dr.  James  S.  Kitterman, 
President-Elect,  Norfolk  Academy  of  Medicine;  Dr. 
Norman  J.  Knorr,  Dean,  University  of  Virginia 
School  of  Medicine;  Dr.  Gerald  H.  Holman,  Dean, 
Eastern  Virginia  Medical  School;  Dr.  Jesse  L.  Stein- 
feld.  Dean,  Medical  College  of  Virginia;  Mrs.  Wil- 
liam N.  Gordge,  President,  The  Medical  Society  of 
Virginia  Auxiliary;  Miss  Othella  T.  Owens,  President 
Student  Medical  Association  of  MCV;  Mr.  Robert 
G.  Stuart,  Executive  Secretary,  VaMPAC;  Mr.  Dave 
Peters,  representing  Mr.  Allen  Goolsby  as  Attorney 
for  the  Society;  and  Mr.  Edward  S.  DeBolt. 

The  meeting  was  called  to  order  by  Dr.  Weyl 
promptly  at  10  am.  An  invocation  was  delivered  by 
Dr.  Charles  Davis  after  which  the  following  items 
were  considered. 

Blue  Cross-Blue  Shield. 

During  its  meeting  on  May  14,  Council  requested 
Blue  Cross-Blue  Shield  to  try  once  again  to  develop  a 


more  substantive  proposal  for  the  Society  as  far  as 
deductibles  and  premium  savings  are  concerned.  Ad- 
ditional information  was  also  requested  concerning  a 
proposal  to  limit  hospital  stays  for  mental  and  ner- 
vous conditions  to  not  more  than  30  days  within  a 12- 
month  period. 

Mr.  John  Huddleston  represented  Blue  Cross-Blue 
Shield  and  reviewed  once  again  the  various  options 
available  under  the  Society-sponsored  plan.  He 
stressed  again  the  fact  that  only  one  deductible  can  be 
selected  for  all  physicians.  Much  of  the  discussion 
revolved  about  a $500  deductible,  which  would  save 
approximately  $250  per  year  in  premiums.  There 
were  those  who  did  not  believe  that  the  savings  would 
be  great  enough  to  justify  the  deductible. 

Dr.  Brown  explained  that  the  proposal  for  a de- 
ductible in  some  amount  came  about  as  the  result  of 
an  obvious  need  for  some  effective  cost-control  mech- 
anism. By  using  a deductible  as  a restraining  factor, 
The  Medical  Society  of  Virginia  would  be  setting  an 
example. 

Dr.  Hagood  then  suggested  that  Blue  Cross-Blue 
Shield  restudy  the  deductible  approach  and  give 
serious  consideration  to  the  feasibility  of  an  annual 
deductible  as  opposed  to  a per-admission  deductible. 

Dr.  Davis  moved  that  Blue  Cross-Blue  Shield  be 
thanked  for  its  efforts  to  date  and  requested  to  con- 
tinue its  study  of  the  deductible  approach,  taking  into 
consideration  the  suggestions  offered  by  Dr.  Hagood. 
H is  motion  was  seconded  and  adopted. 

Mr.  Huddleston  stated  that  12%  of  all  claims  paid 
under  the  Society’s  program  are  for  nervous  and 
mental  conditions.  Even  more  astounding  was  the 
fact  that  only  39  of  the  15,000  individuals  covered 
under  the  program  are  involved.  Should  such  cov- 
erage under  the  Society’s  program  be  limited  to  30 
days,  the  Major  Medical  feature  would  come  into 
play  much  sooner.  The  Major  Medical  program  is 
community-rated  and  such  an  amendment  would  al- 
most surely  improve  the  experience  of  our  Society 
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program.  The  stop-loss  feature  now  in  effect  would 
further  minimize  individual  losses. 

A motion  by  Dr.  Brown  to  adopt  the  proposal  to 
limit  hospital  stays  for  mental  and  nervous  condi- 
tions to  not  more  than  30  days  within  a 12-month 
period  was  seconded  and  adopted.  It  was  understood 
that  coverage  extending  beyond  the  30-day  period 
would  be  picked  up  by  the  Major  Medical  portion  of 
the  program.  It  was  also  understood  that  the  effective 
date  of  the  amendment  would  be  October  1,  1977. 

As  a result  of  some  questions  concerning  adminis- 
trative costs,  patient-care  dollars,  and  overall  experi- 
ence, it  was  directed  that  the  Insurance  Committee  be 
requested  to  study  our  Blue  Cross-Blue  Shield  pro- 
gram and  report  to  Council  on  September  17. 

Continuing  Medical  Education. 

Dr.  Melvin  Small,  Chairman  of  the  Commission 
on  Continuing  Medical  Education,  brought  Council 
up-to-date  on  the  proposed  continuing  medical  edu- 
cation research  contract.  The  contract  would  be  for 
the  purpose  of  conducting  a pilot  study  to  objectively 
compare  five  methods  of  continuing  medical  educa- 
tion in  a volunteer  and  nonvolunteer  population  of 
physicians  in  Virginia.  This  pilot  study  would  deter- 
mine whether  the  project  should  be  expanded  to  ob- 
tain statistical  validation  of  those  methods  which  ap- 
pear to  have  a definite  influence  on  the  quality  of 
health  care. 

Only  the  pilot  year  would  be  covered  should  fund- 
ing be  forthcoming  from  HEW.  Dr.  Small  explained 
that  no  formal  negotiations  have  been  carried  on  thus 
far.  Funding  for  the  pilot  year  would  be  in  the 
amount  of  $365,000,  with  an  additional  $ 1 14,000  for 
overhead.  Although  it  was  indicated  that  the  Society 
would  not  be  accountable  for  the  overhead,  there  was 
general  agreement  that  a statement  should  be  ob- 
tained spelling  out  exactly  what  expenses  can  and 
cannot  be  charged. 

It  was  also  agreed  that,  if  the  study  should  be 
approved,  the  Society  would  establish  a mechanism 
for  monitoring  its  activities  and  results  quite  thor- 
oughly. It  was  stated  that  Virginia  is  moving  ahead  of 
the  rest  of  the  nation  where  CME  is  concerned  and 
that  the  study  could  well  be  one  of  the  most  impor- 
tant undertakings  in  its  history. 

A motion  by  Dr.  Kuykendall  to  authorize  Dr. 
Small  to  proceed  with  negotiations  was  seconded  and 
adopted.  The  motion  was  adopted  with  the  under- 
standing that  a special  negotiating  committee  of 
Council  would  be  appointed  to  assist  and  participate 
in  this  most  important  phase  of  the  project. 

Dr.  Weyl  advised  that  the  Negotiating  Committee 
would  be  composed  of  himself.  Dr.  Hagood,  Dr. 
Davis,  Dr.  Kuykendall,  Dr.  Steinfeld  and  Dr.  Small. 


Mr.  Howard  would  serve  in  an  ex-officio  capacity. 
Assurance  was  again  received  that  no  final  and  for- 
mal contract  would  be  signed  unless,  and  until,  ap- 
proved by  the  House  of  Delegates. 

Dr.  Small  then  reported  that  a Council  of  State 
Committees  on  Continuing  Medical  Education  had 
been  organized  and  its  first  meeting  held  in  San  Fran- 
cisco on  June  21.  Its  next  meeting  will  be  held  in 
Chicago  in  December,  1977. 

Drug  Dispensing. 

Council,  on  May  14,  requested  the  Society’s  legal 
counsel  to  study  certain  issues  raised  as  a result  of  a 
recent  hearing  conducted  by  the  State  Board  of  Medi- 
cine and  recommend  what  course  of  action  the 
Society  should  pursue.  The  hearing  involved  dis- 
pensing permits  and  the  right  of  physicians  to  dis- 
pense under  certain  circumstances. 

Following  introductory  comments  by  Dr.  Alexan- 
der concerning  the  overall  situation,  Mr.  Peters  com- 
mented on  the  specific  statute  having  to  do  with  the 
rights  of  physicians  to  dispense.  He  stated  that  it  was 
somewhat  ambiguous  and  that  an  opinion  could  be 
expected  from  the  Attorney  General  in  the  not  too 
distant  future.  He  went  on  to  say  that  Mr.  Goolsby 
had  given  the  statute  a great  deal  of  thought  and 
believes  it  best  to  make  no  final  decisions  until  the 
opinion  had  been  received  and  studied  very  closely. 
There  is  undoubtedly  a great  deal  at  stake  and  many 
possibilities  must  be  weighed  by  the  Society,  includ- 
ing possible  confrontations  with  other  groups. 

Mr.  Peters  stated  that  in  his  opinion  a reprimand 
issued  by  the  Board  of  Medicine  against  a Southwest 
Virginia  physician  was  going  a bit  too  far.  The  physi- 
cian concerned  briefly  addressed  Council  and  stated 
that  his  county  has  many  elderly  people  who  cannot 
leave  home  and,  consequently,  are  not  able  to  get  to 
the  only  pharmacy  in  the  area.  He  expressed  the  hope 
that  any  study  of  the  problem  would  take  into  consid- 
eration the  plight  of  the  patient. 

A motion  was  then  made  by  Dr.  Cook  that  Council 
delay  any  definitive  action  until  the  opinion  of  the 
Attorney  General  is  received  and  its  general  appli- 
cation and  effect  on  the  practice  of  medicine  in  the 
state  can  be  assessed.  The  motion  was  seconded  and 
carried. 

Also  adopted  was  a followup  motion  by  Dr.  Cook 
requesting  the  State  Board  of  Medicine  to  retract  its 
earlier  decision  and  take  no  action  with  reference  to  a 
reprimand  of  the  physician  concerned  until  an  opin- 
ion of  the  Attorney  General  has  been  received  and 
studied  by  all  interested  parties. 

Radiation  Therapy. 

During  its  meeting  on  March  12,  Council  re- 
quested the  Cancer  Committee  to  study  the  subject  of 
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radiation  therapy  and  offer  such  recommendations  as 
might  seem  advisable.  The  therapy  in  question  was 
administered  some  20-30  years  ago  and  involved 
head,  neck  and  chest  areas.  As  a result  of  consid- 
erable media  publicity,  medical  societies  have  been 
urged  to  establish  registries  for  the  purpose  of  track- 
ing down  patients  who  were  involved  and  evaluating 
their  particular  cases. 

The  Cancer  Committee  submitted  a very  complete 
report.  It  called  attention  to  the  fact  that  records  of 
exposure  to  treatment  by  radiation  in  the  period  con- 
cerned are  probably  no  longer  available  or  accurate. 
It  suggested  that  the  Society  consider  a program  sim- 
ilar to  that  being  conducted  in  North  Carolina,  where 
each  component  society  urges  its  members  who  have 
knowledge  of  patients  who  obtained  radiation  treat- 
ment of  the  type  described,  to  advise  those  patients  to 
visit  their  family  physicians  for  examination. 

The  report  also  called  attention  to  two  articles 
recently  published  in  Virginia  Medical  which  make 
some  suggestions  with  reference  to  the  followup  of 
patients  with  known  history  of  radiation  to  the  head 
and  neck  areas.  The  Committee  went  on  to  outline  its 
thoughts  concerning  followup  treatment.  It  indicated 
that,  in  its  opinion,  there  is  no  justification  for  put- 
ting the  patient  with  a history  of  exposure  to  thyroid 
radiation  on  thyroid  stimulation  hormone  suppres- 
sion with  exogenous  thyroid  hormone. 

Dr.  Wallace  called  attention  to  certain  recommen- 
dations of  the  National  Cancer  Institute  and  pointed 
out  that  there  are  some  differences  of  opinion  with 
reference  to  scanning.  A motion  was  introduced  by 
Dr.  Davis  expressing  the  appreciation  of  Council  to 
the  Cancer  Committee  for  its  report  and  calling  at- 
tention of  the  membership  to  the  article  and  editorial 
published  in  the  May  1977  issue  of  Virginia  Medi- 
cal and  also  the  publication  entitled  “Information 
for  Physicians  on  Radiation  Related  Thyroid  Can- 
cer” as  published  by  the  Department  of  HEW.  The 
motion  was  seconded  and  adopted. 

Prince  William  Resolution. 

A resolution  submitted  by  the  Prince  William 
County  Medical  Society  called  attention  to  the  fact 
that  patients  seeking  the  services  of  a physician  are,  in 
effect,  seeking  the  services  of  a doctor  of  medicine  or 
osteopathy.  The  resolution  expresses  concern  that 
many  branches  of  the  overall  health  care  team  use  the 
title  of  “doctor”  without  specifically  stating  that  they 
are  not  doctors  of  medicine  or  osteopathy.  The  reso- 
lution went  on  to  support  the  concept  that  the  word 
“physician”  be  restricted  to  those  who  are  graduates 
of  schools  of  medicine  or  osetopathy.  It  also  pro- 
posed that  anyone  using  the  title  of  doctor — other 
than  a physician — be  required  to  use  the  name  or 


initials  of  the  profession  concerned. 

A motion  by  Dr.  Hagood  to  refer  the  resolution  to 
the  Legislative  Committee  for  a followup  recommen- 
dation to  the  House  of  Delegates  was  seconded  and 
adopted. 

AMA  Annual  Meeting. 

Dr.  Hotchkiss  reported  that  the  AMA  House  of 
Delegates,  during  its  recent  meeting  in  San  Francisco, 
had  considered  over  200  items  of  business.  Perhaps 
the  most  important  and  controversial  was  the  AMA 
position  on  National  Health  Insurance  legislation, 
particularly  as  it  pertains  to  the  bill  it  sponsors.  Dr. 
Hotchkiss  assured  Council  that  no  member  of  the 
AMA  House  of  Delegates  wants  further  government 
control  leading  to  the  nationalization  of  medicine.  He 
suggested  that  our  own  House  of  Delegates  might 
wish  to  debate  the  pros  and  cons  of  the  AMA-spon- 
sored  legislation  and  make  its  wishes  known.  He  went 
on  to  review  some  of  the  other  matters  considered  by 
the  House,  including  the  laetrile  controversy,  the  sac- 
charin issue,  a proposed  full-time  President  for 
AMA,  internships,  additional  representation  in  the 
House  for  the  various  specialties,  etc. 

Dr.  Stark  and  Dr.  Martin  supplemented  Dr. 
Hotchkiss’  remarks  with  comments  on  such  issues  as 
hospital  cost  containment,  hypertension  screening, 
patient  package  inserts,  and  expert  witnesses. 

National  Health  Insurance. 

As  a followup  to  the  report  of  Virginia’s  AMA 
delegation,  Dr.  Weyl  called  attention  to  a request 
from  the  AMA  House  of  Delegates  that  each  state 
medical  society  submit  its  thoughts  and  recommen- 
dations on  the  NHI  issue  within  a 60-day  period.  Dr. 
Weyl  indicated  that  he  believed  the  matter  should  be 
referred  to  the  Society’s  Committee  on  National  Leg- 
islation and  that  the  Committee’s  thoughts  should  be 
considered  by  Council  on  September  17.  It  was  the 
consensus  that  the  matter  should  indeed  be  referred 
to  the  Committee  on  National  Legislation  and  that 
AMA  should  be  requested  to  grant  the  Society  an 
extension  of  the  60-day  period  for  the  purpose  of 
preparing  and  submitting  its  views.  AMA  would  be 
advised  of  the  Council  meeting  in  September  as  well 
as  the  meeting  of  the  House  in  October. 

Virginia  Voluntary  Formulary  Board. 

Dr.  John  Owen,  a member  of  the  Virginia  Volun- 
tary Formulary  Board,  briefed  Council  on  the 
Board’s  objectives  and  basic  responsibilities.  He  in- 
dicated that  Virginia  is  one  of  the  pioneers  in  this 
efTort  to  assist  the  State  Department  of  Health  and 
others  in  determining  which  suppliers  of  drugs  are 
most  acceptable  and  worthy  of  consideration.  Dr. 
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Owen  advised  that  a meeting  will  be  held  in  Rich- 
mond on  September  20  for  the  purpose  of  discussing 
proposed  Board  regulations.  He  stated  that  the 
Board's  principal  interest  will  undoubtedly  be  fo- 
cused on  identifying  acceptable  suppliers  of  drugs  for 
use  in  the  treatment  of  chronic  diseases. 

Laetrile. 

Dr.  Owen,  who  is  Chairman  of  a Task  Force  on 
Laetrile  of  the  National  Council  on  Drugs,  advised 
Council  that  the  Laetrile  controversy  appears  to  be 
growing  more  intense  with  each  passing  day.  He 
stated  that  we  can  certainly  expect  bills  on  the  subject 
to  be  introduced  in  the  next  session  of  the  General 
Assembly  and  that  his  Task  Force  stands  ready  to 
provide  expert  testimony.  It  was  agreed  that  Dr. 
Owen  should  serve  as  the  Society's  consultant  and 
liaison  as  far  as  activities  of  the  Task  Force  are  con- 
cerned and  that  members  of  the  General  Assembly 
should  be  made  aware  that  expert  assistance  and 
testimony  are  available. 

Following  discussion  concerning  the  scientific  as- 
pects of  the  question,  a motion  was  introduced  by  Dr. 
Alexander  which  would  have  The  Medical  Society  of 
Virginia  endorse  the  AMA  position  on  Laetrile  and 
advise  Virginia  legislators  accordingly.  They  would, 
at  the  same  time,  be  advised  of  the  availability  of 
expert  witnesses  on  the  subject.  The  motion  was  sec- 
onded and  carried. 

Annual  Meeting  Program. 

Dr.  Owen,  who  also  serves  as  Chairman  of  the 
Program  Committee  for  the  1977  Annual  Meeting, 
reported  that  the  Scientific  Program  had  been  com- 
pleted and  that  Virginia  physicians  will  have  a good 
choice  of  subject  matter.  The  program  will  offer  a 
blend  of  old  and  new  formats  and  the  Committee  will 
be  interested  in  obtaining  the  reaction  of  the  member- 
ship. 

Joint  Professional  Relations  Committee. 

The  Joint  Professional  Relations  Committee  of  The 
Medical  Society  of  Virginia  and  the  Virginia  Pharma- 
ceutical Association  submitted  eight  recommenda- 
tions for  Council's  consideration.  Mr.  Osburn  re- 
ported that  the  recommendations  had  the  approval  of 
the  Society's  Pharmacy  Committee. 

It  was  moved  by  Dr.  Alexander  that  the  recom- 
mendations be  received  and  referred  to  the  House  of 
Delegates  in  order  that  they  could  be  considered  in 
detail  by  a Reference  Committee.  The  motion  was 
seconded  and  adopted. 

Nurse  Practitioner. 

The  Virginia  Joint  Practice  Committee  has  asked 


Council  to  take  a formal  position  on  the  concept  of 
the  nurse  practitioner.  The  Committee  believes  that  a 
formal  policy  statement  would  be  of  great  value  since 
many  joint  practice  situations  involve  nurse  prac- 
titioners. 

It  was  moved  by  Dr.  Alexander  that  the  matter  be 
referred  to  the  House  of  Delegates  for  definitive  ac- 
tion. The  House  would  be  asked  to  address  itself  to 
both  the  concept  of  the  nurse  practitioner  and  the 
concept  of  a Joint  Practice  Committee.  The  motion 
was  seconded  and  adopted. 

Safety  Conference. 

The  American  Medical  Association  will  present  a 
conference  on  automotive  medicine  for  the  practicing 
physician  in  Williamsburg  on  October  7-8.  It  will  be 
the  first  such  conference  in  this  area,  and  AMA  is 
anxious  to  have  The  Medical  Society  of  Virginia  as  a 
cosponsor. 

A motion  by  Dr.  Davis  to  approve  the  conference 
and  serve  as  a co-sponsor  was  seconded  and  adopted. 

AMA  Regional  Programs. 

The  AMA  Department  of  Continuing  Education 
Seminars  is  anxious  to  continue  its  annual  programs 
in  Virginia.  Tentative  plans  have  been  made  to  alter- 
nate between  Williamsburg  and  the  Homestead.  The 
AMA  is  anxious  to  schedule  a program  for  Williams- 
burg on  September  9-10,  1978.  Once  again  it  would 
like  the  approval  of  the  Society  as  well  as  its  cospon- 
sorship. 

A motion  by  Dr.  Wallace  to  approve  the  program 
and  serve  as  a cosponsor  was  seconded  and  adopted. 

Recent  Legal  Developments. 

Mr.  Peters  reported  on  a recent  decision  of  the 
Supreme  Court  which  could  have  far-reaching  impli- 
cations as  far  as  the  medical  profession  is  concerned. 
The  decision,  handed  down  on  June  27,  sets  aside 
certain  restrictions  on  the  advertising  of  lawyer's  fees. 
It  was  noted,  however,  that  only  routine  legal  services 
were  affected  and  that  the  opinion  was  only  con- 
cerned with  newspaper  advertising. 

Another  matter  of  some  concern  was  the  recent 
subpoenaing  of  certain  files  of  the  Alexandria  Medi- 
cal Society.  If  such  files  are  permitted  to  be  sub- 
poenaed, medical  societies  will  have  a new  problem 
with  which  they  must  contend. 

Mr.  Peters  mentioned  the  risk  management  situa- 
tion and  the  apparent  conflict  which  exists  between 
federal  and  state  law.  No  further  information  on  the 
matter  has  been  obtained  from  the  office  of  the  Attor- 
ney General,  and  it  was  agreed  that  physicians  should 
consult  their  attorneys  if  there  are  any  questions 
about  their  compliance  with  the  reporting  provisions 
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of  the  new  law. 

Dr.  Kuykendall  then  moved  that  the  Ethics  Com- 
mittee be  requested  to  study  the  advertising  problem 
as  it  applies  to  physicians  and  draw  up  a set  of 
guidelines  as  to  what  can  and  cannot  be  done  at  this 
time.  The  Committee  would  give  careful  consid- 
eration to  the  most  recent  edition  of  “ Opinions  and 
Reports  of  the  AM  A Judicial  Council".  The  motion 
was  seconded  and  carried. 

Windsor  Farms  Covenants. 

Mr.  Peters  reported  that  Mr.  Goolsby  has  been 
working  very  closely  with  the  attorney  for  Windsor 
Farms,  Inc.,  in  an  effort  to  devise  an  acceptable  state- 
ment of  covenants,  conditions,  and  restrictions  appli- 
cable to  the  Society’s  headquarters  building.  Perhaps 
the  biggest  problem  had  to  do  with  the  future  sale 
and  use  of  the  property,  and  it  appears  that  this 
matter  has  been  resolved  to  the  satisfaction  of  both 
parties.  The  new  statement  would  in  effect  grant 
Windsor  Farms,  Inc.,  the  first  right  of  refusal  should 
the  Society  desire  to  dispose  of  the  property  at  any 
time  in  the  future.  Windsor  Farms  would  have  the 
right  to  purchase  the  property  under  the  same  terms 
and  conditions  it  was  offered  to  any  other  potential 
buyer. 

Dr.  Taylor  then  moved  that  the  covenants  nego- 
tiated by  Mr.  Goolsby  be  approved  contingent  upon 
a favorable  review  by  the  Executive  Committee.  The 
motion  was  seconded  and  carried. 

Membership  Meeting. 

Dr.  Weyl  proposed  that  a special  meeting  of  the 
membership  be  held  on  September  17,  the  same  day 
that  Council  will  hold  its  last  session  prior  to  the 
Annual  Meeting.  The  meeting  will  be  for  the  purpose 
of  adopting  a proposed  provision  in  either  the  Arti- 
cles of  Incorporation  or  By-Faws  covering  minimum 
CME  requirements.  There  appeared  to  be  a con- 
sensus that  the  proposed  provisions  should  be  made  a 
part  of  the  By-Faws. 

Council  was  advised  that  its  authorization  for  a 
proxy  vote  on  the  CME  provision  would  be  required. 
Consequently,  a motion  by  Dr.  Taylor  to  approve 
and  authorize  proxy  voting  on  the  matter  was  sec- 
onded and  adopted. 

HSA  Report. 

A motion  adopted  by  Council  on  May  14  called  for 
the  Society’s  public  relations  consultants  to  develop  a 
program  designed  to  educate  Virginians  about  HSAs 
and  their  inherent  dangers.  Mr.  DeBolt  reported  that 
his  organization  has  done  a considerable  amount  of 
work  on  the  project  and  is  now  in  the  process  of 
designing  a brochure  on  the  subject  for  public  con- 


sumption. If  approved,  the  brochure  would  receive 
wide  distribution.  Estimated  cost  would  be  approxi- 
matley  S840  for  an  initial  printing  of  10,000  copies. 
Hope  was  expressed  that  individual  members  would 
then  order  additional  copies  of  the  brochure  at  a cost 
of  $14  for  500. 

Mr.  DeBolt  has  obtained  a great  deal  of  informa- 
tion on  the  HSA  operation,  and  the  brochure  will 
answer  most  of  the  questions  that  have  been  asked 
since  HSAs  became  operational. 

It  was  agreed  that  a special  committee  should  be 
appointed  to  review  the  brochure,  its  make-up  and 
content.  It  was  recommended  that  the  Committee 
establish  liaison  with  all  physicians  active  in  HSAs 
and  also  request  the  various  HSAs  to  delay  definitive 
action  on  any  health-planning  programs  they  might 
be  contemplating  for  a period  of  at  least  90  days  in 
order  that  the  appropriate  medical  communities 
might  have  an  opportunity  to  review  them  and  make 
such  response  as  they  deem  advisable. 

Dr.  Weyl  indicated  that  the  special  Committee 
would  be  composed  of  Dr.  Fields,  Chairman,  Dr. 
Nipe,  Dr.  Cook,  Dr.  Broman,  Dr.  Kuykendall  and 
Dr.  Gailliot.  Dr.  Kenley  will  be  asked  to  serve  as  a 
special  consultant. 

VaMPAC. 

Dr.  Thompson  reported  that  VaMPAC  now  has 
approximately  1,000  members,  somewhat  less  than 
last  year.  A membership  drive  will  soon  be  launched 
and  will  require  the  cooperation  of  all  members  of 
Council.  He  reported  that  Senatorial  Candidate  John 
Warner  will  be  VaMPAC’s  special  guest  and  banquet 
speaker  on  October  13.  It  was  also  learned  that  Dr. 
Joseph  C.  Van  Thron,  a well-known  and  inspiring 
speaker  from  Florida,  will  address  the  Auxiliary  dur- 
ing its  Annual  Meeting. 

Virginia  Association  of  Professions. 

The  Virginia  Association  of  Professions,  of  which 
the  Society  is  a charter  member,  has  developed  a 
Memorandum  of  Understanding  which  it  would  like 
the  Society  to  approve  and  sign. 

A motion  by  Dr.  Brown  calling  for  approval  of  the 
Memorandum  was  seconded  and  adopted. 

Areas  of  Need. 

Dr.  Hagood,  chairman  of  a special  committee  in- 
vestigating areas  of  need  within  the  state,  has  ob- 
tained a great  deal  of  information  from  the  Virginia 
Council  on  Health  and  Medical  Care,  the  Depart- 
ment of  Health,  and  National  Health  Service  Corps. 
Complete  files  of  this  material  have  been  sent  to  all 
members  of  the  committee  and  its  findings  and  rec- 
ommendations will  quite  likely  be  reported  on  Sep- 
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tember  17. 

Dr.  Hagood  indicated  that  some  rather  interesting 
conclusions  can  already  be  drawn  from  the  study  thus 
far.  For  example,  there  appear  to  be  areas  within  the 
state  which  have  no  alternative  but  to  turn  to  the 
National  Health  Service  Corps  for  assistance.  Some 
concern  was  expressed  over  the  fact  that  the  presence 
of  National  Health  Service  Corps  physicians  in  an 
area  could  very  well  hamper  efforts  to  obtain  physi- 
cians on  a permanent  basis. 

The  committee  was  requested  to  include  in  its  re- 
port the  number  of  Virginia  medical  students  who 
have  agreed  to  serve  in  the  National  Health  Service 
Corps. 


Workmen’s  Compensation  Insurance. 

The  Insurance  Committee  has  recommended  that 
the  Society  adopt  a proposal  submitted  by  the  Dod- 
son Insurance  Group  on  workmen’s  compensation 
insurance.  This  company  specializes  in  workmen’s 
compensation  and  has  programs  in  effect  with  six 
state  medical  associations.  Its  savings  in  premium 
rates  range  between  30%  and  47.5%. 

A motion  to  approve  the  program  was  seconded  and 
adopted. 

Vehicle  Leasing. 

Following  the  last  meeting  of  Council,  several 
members  requested  that  we  obtain  from  the  company 
concerned  additional  information  on  comparative 
rates  as  they  apply  to  auto  leasing.  Dr.  Weyl  in- 
dicated that  a representative  of  the  company  will  be 
granted  a few  minutes  on  September  17  to  describe 
the  program  and  answer  questions. 

Mental  Health  Recommendations. 

Council  considered  four  recommendations  referred 
to  it  by  the  Committee  on  Mental  Health.  The  recom- 
mendations were  concerned  with  better  utilization  of 
regional  training  centers  for  the  mentally  retarded, 
the  need  of  additional  adolescent  facilities,  the  need 
of  a psychiatrist  to  fill  the  position  of  Commissioner 
of  Mental  Health  and  Mental  Retardation,  and  the 
need  in  Virginia  of  a program  to  identify  and  treat  the 
impaired  physician. 

A motion  to  refer  the  Committee’s  recommenda- 
tions to  the  House  of  Delegates  in  October  was  sec- 
onded and  adopted. 

Pre-College  Examination  Form. 

The  Committee  on  Child  Health  has  requested 
Council’s  approval  to  proceed  with  plans  to  design  a 
standard  pre-college  physical  examination  form. 

A motion  of  approval  was  seconded  and  carried. 


Statute  of  Limitations  for  Minors. 

The  Committee  on  Child  Health  has  recommended 
that  the  Society’s  Legislative  Committee  be  requested 
to  again  seek  enactment  of  legislation  which  would 
lower  the  statute  of  limitations  for  minors  to  not 
more  than  two  years  following  the  sixth  birthday. 

It  was  agreed  that  the  chances  of  getting  such  legis- 
lation enacted  are  not  too  good.  It  was  suggested  that 
the  Legislative  Committee  review  the  Society’s  basic 
malpractice  package  and  make  such  recommenda- 
tions as  it  believes  advisable.  A motion  to  this  effect 
by  Dr.  Kuykendal  was  seconded  and  carried. 

Adoptions. 

The  Virginia  Obstetrical  & Gynecological  Society 
has  adopted  a resolution  urging  that  physicians  in 
Virginia  be  permitted  to  participate  in  the  adoption 
process  without  control  or  approval  of  the  State  Wel- 
fare board.  It  was  brought  out  that  an  amendment  to 
state  law  designed  to  permit  such  participation  will  be 
introduced  in  the  1978  session. 

A motion  by  Dr.  Brown  to  support  the  position  of 
the  Virginia  Ob-Gyn  Society  was  seconded  and  car- 
ried. 

Cancer  Policy. 

Some  concern  has  been  voiced  recently  about  so- 
called  “cancer  insurance’’  policies  being  sold  in  Vir- 
ginia. The  general  complaint  is  that,  in  some  in- 
stances, payment  of  benefits  is  being  denied  on  ques- 
tionable technicalities. 

Dr.  Davis  felt  that  some  of  these  policies  are  decep- 
tive and  misleading.  He  told  of  one  which  refused 
payment  because  a tissue  biopsy  had  not  been  per- 
formed by  a pathologist. 

Following  considerable  discussion,  it  was  moved 
by  Dr.  Brown  that  this  matter  be  referred  to  the 
Insurance  Committee  for  study  and  recommenda- 
tion. The  motion  was  seconded  and  adopted. 

Mr.  Blanchard. 

The  attention  of  Council  was  called  to  the  many 
years  of  service  contributed  by  Mr.  Jerry  Blanchard 
of  Blue  Cross-Blue  Shield  to  the  medical  profession 
and  the  Blue  Shield  movement.  Mr.  Blanchard  served 
for  many  years  as  a field  service  representative  for  the 
American  Medical  Association  and  made  many  con- 
tributions to  Virginia  physicians  during  that  time.  He 
has,  in  recent  yeafs,  lived  in  Richmond  and  served 
physicians  as  a professional  relations  representative 
of  Blue  Shield  of  Virginia.  Everyone  agreed  that  The 
Medical  Society  of  Virginia  should  officially  recog- 
nize Mr.  Blanchard’s  many  contributions  to  Virginia 
physicians  and  adopt  a motion  which  directed  that  a 
letter  of  commendation  and  appreciation  be  sent  him. 
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Blue  Shield  Liaison. 

The  attention  of  Council  was  called  to  recent  legal 
action  initiated  by  Blue  Cross-Blue  Shield  of  Virginia 
in  an  effort  to  prevent  the  construction  of  a new  Mary 
Immaculate  Hospital  in  Newport  News.  Many  physi- 
cians in  the  Newport  News  area  are  apparently  quite 
upset  by  this  action  and  a question  was  raised  as  to 
whether  The  Medical  Society  of  Virginia  should  be- 
come involved  in  any  manner  whatever.  Dr.  Crowder 
stated  that  this  particular  situation  was  an  indication 
in  itself  that  Blue  Shield  should  be  represented  at 
Council  meetings. 

Although  a motion  was  introduced  by  Dr.  Kuy- 
kendall which  would  provide  for  such  representation 
at  Council  meetings,  there  was  some  difference  of 
opinion  as  to  whether  such  representation  should  be 
restricted  to  physicians.  There  were  many  who  be- 
lieved this  important,  since  a physician  would  be 
more  conversant  with,  and  understanding  of,  medi- 
cine’s viewpoints. 


Because  of  the  obvious  difference  of  opinion.  Dr. 
Brown  moved  that  the  matter  be  tabled.  The  motion 
was  seconded  and  carried. 

Immunity. 

Dr.  Kuykendall  reminded  Council  that  legislation 
enacted  within  the  past  few  years  for  the  purpose  of 
providing  immunity  for  those  physicians  engaged  in 
peer  review  activities  did  not,  unfortunately,  contain 
language  which  could  be  construed  as  applying  to 
ethical  judgments  as  well.  He  expressed  the  feeling 
that  an  effort  should  be  made  to  determine  whether 
such  protection  is  in  fact  necessary  and  whether  the 
Society  should  renew  its  efforts  to  obtain  enactment 
of  appropriate  legislation. 

There  being  no  further  business,  the  meeting  was 
adjourned. 

Robert  I.  Howard,  Secretary 

Approved: 

W.  Leonard  Weyl,  MD,  President  M 


2400  Lee  Highway,  Pulaski,  Virginia  24301 
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Don’t  forget! 

/I/14 

MEDICAL  MANAGEMENT  OF  VIRGINIA,  INC. 

■ CONSULTING  ■ BIL  LING  SYSTEMS  ■ AUTOMATED  BOOKKEEPING 

VALENTINE’S  MEAT  EXTRACT 

6 fl.  oz.,  16  fl.  oz.,  1 gal. 

Medical  Billing  Systems 
Tailored  to  Your  Practice 

LIQUID  EXTRACT  OF  LIVER 
‘VALENTINE’ 

Automated  Bookkeeping 
Systems  Including 

8 fl.  oz.,  1 gal. 

• Financial  Statements 

• State  and  Federal  Tax  Reports 

• Statistical  Information 

Both  available 

through  your  local  pharmacy. 

Payroll  Processing 

Computer  Consulting  and 
Programing 

Valentine  Company 
P.O.  Box  7360 

FOR  ADDITIONAL  INFORMATION  CALL 
353-4527 

Richmond,  Virginia  23221 

2015  STAPLES  MILL  ROAD  • SUITE  18 
RICHMOND,  VIRGINIA  23230 

For  the  Discriminating 
Eye  Physician 

Depend  on  the  Services  of  a 
Guild  Optician 


IN  LYNCHBURG,  VA. 

A.  G.  JEFFERSON 

INC. 

Downtown  Office  Midtown  Office 

Allied  Arts  Buildings  2010  Tate  Springs  Road 

REGISTERED  OPTICIANS 

WE  DO  NOT  PRESCRIBE  GLASSES— 

WE  MAKE  THEM 


JOHNSTON-WILLIS 

HOSPITAL 

RICHMOND,  VIRGINIA 


A MODERN  GENERAL  HOSPITAL 
PRIVATELY  MANAGED 
SITUATED  IN  THE  QUIET  OF  THE 
WEST  END  RESIDENTIAL  SECTION 


X 4000  • Looking  like  breakfast  cereal  spilled  on  a table,  these  are  red  blood  cells  magnified  X 4000  by 
the  scanning  electron  microscope  at  the  Medical  College  of  Virginia.  The  smooth  discoid  shapes  are  normal  cells. 
Those  shaped  something  like  sea  urchins  are  echinocytes;  indeed,  echinocytes  is  the  Greek  word  lor  sea  urchin. 
This  extraordinary  view  of  these  abnormally  shaped  cells  yielded  a diagnosis  of  hemolythic  anemia  due  to  an 

antibiotic  sensitivity. 
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“A  Boiling  Kettle  of  Resistant  Infection" 


RECENT  estimates  indicate  that  between  2.5  and 
3.0  million  infections  with  gonorrhea  are  con- 
tracted yearly.  The  present  control  efforts  have  been 
merely  a holding  process,  and  a tenuous  one  at  best, 
since  the  yearly  incidence  rates  with  few  exceptions 
continue  to  rise.  To  compound  the  problem,  a new 
and  disturbing  situation  has  come  to  light,  namely 
the  emergence  of  penicillinase-producing  strains  of  N 
gonorrhoeae  (PPNG)  which  are  completely  resistant 
to  penicillin  or  ampicillin  and  which  respond  poorly 
to  tetracycline.1,2  The  usual  strains  of  gonococci  have 
over  the  years  developed  only  partial  resistance  to 
penicillin,  with  no  evidence  of  penicillinase  (B-lacta- 
mase)  production.  This  partial  resistance  due  to 
chromosomal  mutation  was  easily  overcome  by  the 
use  of  4.8  million  units  of  procains  penicillin  G given 
intramuscularly,  along  with  1.0  gram  of  probenicid 
orally.  This  resulted  in  a 95%  cure  rate  in  Norfolk  in 
uncomplicated  gonorrhea. 

Apparently  originating  in  the  South  East  Pacific, 
these  PPNG  strains  have  now  been  isolated  in  at  least 
16  countries,  including  the  United  States.  More  spe- 
cifically, three  such  cases  have  been  identified  in  Nor- 
folk. Two  of  these  cases  were  traceable  to  a source 
contact  in  the  Philippines,  and  one  was  identified  on 
routine  surveillance.  How  serious  is  this  new  develop- 
ment? In  England  in  1976  approximately  10%  of  un- 
selected gonococci  isolated  in  Liverpool  were  peni- 
cillinase producers.  To  date  only  150  cases  of  PPNG 
have  been  reported  in  the  United  States  at  the  time 
this  was  written,  but  undoubtedly  more  will  be  un- 
covered. Most  have  been  linked  to  the  Far  East,  but 


several  now  trace  their  source  to  Europe  and  West 
Africa. 

Fortunately,  almost  all  of  these  patients  respond  to 
treatment  with  spectinomycin  2 or  4 grams  given 
intramuscularly.  The  Center  for  Disease  Control 
strongly  recommends  that  spectinomycin  be  used 
only  in  the  event  of  penicillin  failure  or  sensitivity, 
since  widespread  use  of  this  drug  may  result  in  the 
emergence  of  spectinomycin-resistant  strains,  a phe- 
nomenon already  noted  in  three  strains  of  PPNG. 
However,  spectinomycin  is  still  considered  the  best 
approach  to  date.  Also,  the  Center  strongly  urges 
that  physicians  contact  their  local  health  department 
in  the  event  of  penicillin  treatment  failure  to  arrange 
to  have  the  gonococcal  isolates  of  treatment  failure 
cases  sent  to  the  State  Health  Department  for  study 
for  penicillinase  (B-lactamase)  production;  and  that 
every  effort  be  made  to  trace  down  contacts  in  order 
to  contain  these  strains. 

We  are  sitting  on  the  lid  of  a boiling  kettle  of 
resistant  infection.  It  is  hoped  that  with  physician- 
health  department  cooperation  the  flame  can  be  ex- 
tinguished. 

Harry  Pariser,  MD,  Chairman, 
VD  Control  Committee. 
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‘The  Best  Place  to  Start 
Is  Here” 

BECAUSE  our  fate  seems  so  closely  entwined 
with  that  of  Great  Britain  and  because  our  new 
administration  in  Washington  has  spoken  so  much 
about  the  need  for  a national  health  plan,  a current 
view  from  England  may  be  revealing.  This  past  sum- 
mer I had  the  privilege  of  inspecting  the  English 
medical  system  first-hand,  visiting  the  great  medical 
centers  and  talking  with  physicians.  One,  Dr.  Gordon 
Cummin  of  Midhurst  Hospital,  is  an  architect  of 
Britain’s  National  Health  Services  Act.  He  remains 
admittedly  partisan  to  the  Plan  (most  British  physi- 
cians oppose  it),  but  he  provided  some  interesting 
information  about  its  origins  and  workings. 

In  1 836  the  “Corn  Laws”  of  England  were  enacted, 
partly  to  deal  with  farm  vagrants  who  had  moved  to 
town  and  were  unable  to  find  work.  These  people 
were  given  clothing,  food,  shelter,  and  free  medical 
care.  In  1911  Prime  Minister  David  Lloyd  George 
had  laws  passed  putting  the  poor  and  the  destitute  on 
free  medical  care  and  giving  them  other  amenities.  In 
1942  Lord  Beveridge,  a Liberal  Coalition  member  of 
Winston  Churchill’s  wartime  cabinet,  was  asked  by 
Churchill  to  draw  up  a plan  providing  medical  care 
for  the  remaining  majority  of  the  population.  Lord 
Beveridge  took  into  account  certain  factors,  counting 
the  gross  national  product  and  the  portions  allotted 
for  health  care  with  the  only  available  figures,  those 
of  1932-1937,  and  drew  up  his  “white  paper.’’  It  was 
accepted.  Aneuryn  Bevan,  Minister  for  Health  in  the 
first  post-war  Labour  government,  was  in  charge  of 
implementing  Beveridge’s  program.  Bevan  boasted 
that  he  would  “win  the  doctors  to  his  side  by  stuffing 
their  mouths  with  gold.’’  There  also  was  a distinct 
lack  of  unity  among  the  royal  specialty  colleges  at  the 
time,  adding  to  the  confusion.  Most  physicians  joined 
voluntarily. 

On  July  4,  1946,  the  National  Health  Plan  was  set 
into  motion.  A year  later  British  MD's  were  quizzed 
about  the  Plan;  most  were  reported  to  be  in  favor  of 
it.  This  is  not  so  now.  Today  Britain’s  GNP  is  down, 
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and  the  costs  of  medical  care  are  rising  sharply. 
North  Sea  oil  is  expected  to  stanch  the  hemorrhage 
only  slightly,  and  will  not  affect  the  final  outcome. 

The  British  experience  shows  unequivocally  that 
government  medicine  is  bad  medicine — hazardous  to 
the  public's  health.  It  is  characterized  by  trade-union- 
ism among  doctors,  by  mountains  of  paperwork  that 
makes  our  present  load  look  like  molehills  in  com- 
parison, and  by  a surfeit  of  administrators.  Ten  years 
ago,  Britain  had  more  doctors  than  administrators. 
Now  it  has  30%  more  administrators  than  doctors. 

Hear,  for  example,  a spokesman  for  one  of  Brit- 
ian’s  Regional  Health  Authorities:  “In  some  hos- 
pitals people  waiting  for  nonemergency  operations 
will  never  be  treated.  The  waiting  lists  are  already 
years  long.  So  there’s  little  chance  that  people  in 
the  50-  to  60-year-age  group  will  be  reached  in  their 
lifetime.  They  might  just  as  well  resign  themselves  to 
putting  up  with  their  discomfort.  We  will  never  catch 
up.” 

And  hear  British  columnist  Anthony  Lejeune: 
“Managerial  control  filters  down  through  regional 
health  authorities,  area  health  authorities,  and  dis- 
trict management  teams.  Committees  proliferate  at 
each  level;  there  are  community  health  councils,  fam- 
ily practitioner  committees,  local  advisory  com- 
mittees, joint  staff  committees  and  innumerable  spe- 
cialist committees.  The  Department  of  Health  and 
Social  Services  pours  out  a relentless  stream  of  new 
orders;  several  hundred  of  these  “circulars”  are  is- 
sued each  year. 

Is  this  how  we  want  it  to  be  in  America — in  Vir- 
ginia— in  Richmond?  I think  not.  Neither  we  nor  our 
patients  want  to  become  pawns  of  a department  of 
health  services. 

THIS  ACADEMY,  the  oldest  in  Virginia  and  the 
mother  of  The  Medical  Society  of  Virginia,  now 
enters  with  the  nation  our  third  century.  Our  country 
officially  began  in  1776;  the  Richmond  Academy  of 
Medicine  was  founded  44  years  later.  All  efforts  will 
be  expanded  to  deliver  us  carefully  into  this  third 
century  with  firmness  of  purpose  and  with  steadfast- 
ness. 

Among  our  aims  and  aspirations  are  these: 
Continuing  Medical  Education.  This  continues  to  be 
one  of  our  most  important  and  difficult  areas,  as 
evinced  at  the  recent  MSV  meeting  in  Williamsburg. 
The  Richmond  Academy  of  Medicine  is  playing  a 
role  (and  we  hope  an  important  role)  in  encouraging 
Voluntary  CME.  The  ways  to  implement  this  are 
multi-faceted,  but  it  must  be  accomplished.  The  Phy- 
sicians Awards  from  the  AMA  and  The  Medical 
Society  of  Virginia  are  certainly  steps  in  the  right 
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direction,  and  every  licensed  physician  should  strive 
for  this  recognition. 

Recertification  and  Relicensure.  Some  states  now 
require  this.  It  is  being  discussed  on  the  highest  medi- 
cal and  legal  levels  here,  including  in  our  own  Gen- 
eral Assembly.  My  feeling  is  that  the  voluntary  ap- 
proach, rather  than  the  mandatory,  is  better.  But  this 
remains  a boiling  cauldron  and  is  being  studied. 

Overall  Aegis.  The  Richmond  Academy  of  Medi- 
cine is  the  chief  medical-political  body  in  this  area. 
With  more  than  1,000  members,  we  are  large  enough 
to  have  political  clout  if  we  act  in  unison.  But  we 
must  stand  united.  Our  voice  can  be  a strong  moder- 
ating influence  as  our  nation  becomes  more  social- 
ized, especially  in  matters  involving  health  delivery 
systems. 

Merger  of  Staffs:  Because  we  are  the  overall  medi- 
cal umbrella  encompassing  a system  of  hospitals  sec- 
ond to  none  in  quality  and  also  in  quantity,  it  be- 
hooves us  to  merge  our  varied  staff  and  division 
meetings.  This  can  be  accomplished  under  the  Rich- 
mond Academy  of  Medicine’s  leadership.  It  is  my 
hope  that  this  will  be  done,  perhaps  using  the  Rich- 
mond Academy  of  Medicine  Programs  as  center- 
pieces  and  having  individual  hospital  meetings  for 
business  sessions  while  in  the  Academy  building. 
Such  a plan  would  help  greatly  to  preserve  our  medi- 
cal people,  especially  the  peripatetic  variety. 

Changing  Patterns  of  Practice.  The  Conglomerates. 
Currently  on  the  Richmond  scene  are  representatives 
from  Louisville,  Nashville,  Philadelphia,  the  District 
of  Columbia,  and  Macon,  Georgia.  What  will  their 
role  be  in  our  medical  affairs?  What  will  their  corpo- 
rate boards  decide  if  medicine  becomes  more  social- 
ized? How  will  all  that  affect  us?  What  will  their 
ultimate  impact  be  on  our  community?  Will  they 
swallow  us,  or  we  them?  New  allegiances,  with  new 
lines  of  referral  and  new  physician  connections,  are 
being  set  in  motion  with  these  changing  bases  of 
practice.  They  tend  to  disrupt  long-established  pat- 
terns of  practice. 

Medical  Office  Buildings.  Should  they  be  beside  the 
hospital  complex,  or  away  and  independent?  Is  it  best 
to  have  one  central  independent  office,  with  satellite 
offices  in  various  hospital-oriented  medical  buildings? 
The  answer  is  not  easy. 

Nursing  Homes.  These  form  an  extension  of  our 
hospital-based  care;  they  certainly  form  an  integral,  if 
often  neglected,  part  of  the  whole  health  delivery 
system.  Should  existing  hospitals  incorporate  ex- 
tended care  facilities  or  should  they  be  left  to  an 
independent  course?  It  is  to  be  hoped  that  future 
nursing  homes  will  be  built  adjacent  to  or  near  hospi- 
tals, to  allow  for  maximum  care  at  less  expense.  In  an 
aging  population  such  as  ours,  nursing  homes  are 


luxuries  no  longer.  Planning  must  be  done  for  the 
most  economical  and  expeditious  delivery  of  this 
facet  of  health  care. 

Value  of  the  Medical  Dollar.  To  get  full  value  for 
our  medical  dollars,  we  must  consolidate,  but  the 
question  is,  in  which  direction?  Should  we  close  down 
some  highly  specialized  areas  now  under-utilized? 
Should  we  merge  certain  institutions  with  specialized, 
expensive  equipment  into  one  central  area  open  to 
each  investing  unit?  These  and  other  vexing  problems 
must  be  examined. 

Hospital  Administrators.  Important  roles  are  being 
played  by  these  individuals  in  increasingly  powerful 
positions.  We  must  work  in  harmony,  especially  in 
these  uncertain  times  as  we  tend  so  often  to  look  to 
Washington,  to  state  legislatures,  and  to  large  non- 
taxable  funds  for  our  medical  needs.  To  this  end,  this 
administration  plans  to  form  an  ad  hoc  committee  of 
the  administrators  of  Richmond  Area  Hospitals  and 
an  advisory  and  planning  wing  of  the  Richmond 
Academy  of  Medicine.  It  is  my  hope  we  can  work 
closely  and  keep  each  other  informed. 

Medical  School  Relationships.  It  is  especially  fitting 
that  we  begin  this  year  with  a nearly  new  “full  house” 
at  the  Medical  College  of  Virginia  Hospital — the  new 
Dean  of  Medicine,  the  new  Chairman  of  Medicine, 
the  new  Chariman  of  Surgery  and  the  new  Provost, 
among  others.  We  look  to  these  fine  medical  educa- 
tors with  great  expectations  and  extend  to  them  the 
hand  of  friendship.  We  hope  to  work  closely  with 
them.  As  illustration,  one  plan  now  being  developed 
would  place  at  least  one  practicing  physician  on  the 
Admissions  Committee  of  the  School  of  Medicine  at 
MCV.  We  believe  that  our  contribution  could  be 
substantial  to  this  important  committee.  Others 
among  us  could  be  profitably  absorbed  in  teaching 
plans  where  clinical  orientation  is  most  important, 
either  locally  or  in  the  outreach  programs  sponsored 
by  MCVH  for  smaller  communities.  It  is  hoped  the 
Dean  of  Medicine,  as  well  as  the  Director  of  Contin- 
uing Education  and  others,  will  call  on  our  multi- 
talented Academy  membership  for  close  liaison.  We 
want  to  work  with  them. 

Extending  our  hand  a little  further  up  the  road  to 
our  other  great  medical  school  at  the  University  of 
Virginia  also  should  be  done,  of  course.  We  have  a 
cordial  and  longstanding  relationship  with  many 
physicians  and  scientists  in  Charlottesville,  and  we 
plan  to  continue  calling  on  them  from  time  to  time  as 
speakers,  as  teachers  and  in  other  capacities. 

And  we  look  with  interest  to  Norfolk,  with  its  new 
Eastern  Virginia  Medical  School.  We  shall  proudly 
watch  it  grow  and  prosper.  In  time,  we  hope  to  tap 
their  resources  also  for  our  programs. 

Quality  Care.  We  are  most  fortunate  to  have  a high 
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degree  of  quality  medicine  available  in  our  area,  but 
we  must  not  grow  complacent.  Our  standards  must 
be  kept  high.  The  working  committees  of  the  Acad- 
emy must  continue  to  deal  vigorously  and  for- 
thrightly with  those  deviating  from  our  standards  of 
practice.  Just  decisions  must  be  rendered  if  we  are  to 
maintain  our  lofty  position.  Governmental  and  other 
third-party  representatives  are  pacing  in  the  wings  to 
do  our  job  if  given  the  opportunity.  These  people 
must  not  be  allowed  to  come  onstage  and  take  over 
our  functions.  We  must  preserve  our  free  state  of 
medical  practice.  It  can  and  must  be  done,  and  this 
Richmond  Academy  of  Medicine  should  and  will  be 
the  focal  point  of  these  activities. 

We  must  understand  that  order  and  freedom  are 
not  synonymous  but  may  well  be  inversely  propor- 
tional. The  more  of  one,  the  less  of  the  other. 

Britain  has  nearly  completed  its  socialized  medical 
experiment  and  has  failed.  We  are  still  experimenting 
with  total  health  care  delivery  in  the  United  States 
and  we  should  profit  by  the  mistakes  of  the  United 
Kingdom.  The  political  aspects  should  be  minimized; 
but  unfortunately,  they  are  maximized,  primarily  be- 
cause we  do  not  want  to  have  decisions  made  for  us. 
Yet  neither  do  we  want  to  spend  the  time  needed  to 
chart  our  own  course.  It  does  no  good  to  tell  us,  as  we 
have  heard  so  often,  “The  hour  is  late.”  The  question 
is  simply  this:  do  we  physicians  truly  want  to  control 
our  fates?  If  our  answer  is  “yes,”  then  the  best  place 
to  start  is  here  in  the  Richmond  Academy — in  our 
grass  roots  growth  and  education  programs.  If  you 
have  been  asked  to  serve  on  a committee,  please  give 
it  your  utmost. 

It  has  been  a rewarding  experience  to  observe  our 
past  presidents,  working  in  their  own  ways,  to  further 
the  interests  of  the  Richmond  Academy  of  Medicine. 
This  has  been  done  at  great  personal  sacrifice  of  time 
and  energy  taken  from  their  families,  practices  and 
friends.  I should  like  at  this  time  to  offer  my  apprecia- 
tion to  these  great  and  good  people  and  to  offer  them 
a “well  done.”  In  this  era  of  big  government  and  big 
labor,  it  is  comforting  to  know  that  we  still  have 
highly  motivated,  individualistic,  intelligent  beings  in 
our  medical  world,  struggling  to  prevent  us  from 
being  cast  in  a mold  of  Washingtonian  orthodoxy. 
Your  Academy  stands  four-square  beside  our  con- 
servative legislators,  and  hopes  to  work  even  more 
closely  with  them  in  the  future. 

With  the  knowledge  that  “action  absorbs  anxiety,” 
let  us  join  hands  to  maintain  American  medicine  in 
its  preeminent  position.  To  achieve  this,  we  must 
stand  united.  To  do  otherwise  we  cannot  afford. 

Robert  Edgar  Mitchell,  Jr.,  MD 
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Robert  D.  Shreve,  MD 

At  the  age  of  58  years.  Dr.  Robert  D.  Shreve, 
Altavista,  Virginia,  died  July  2.  He  had  been  a gen- 
eral practitioner  in  Altavista  for  25  years.  Dr.  Shreve 
had  also  been  a leader  in  Campbell  County  education 
for  almost  two  decades,  serving  as  chairman  of  the 
school  board  from  1956  to  1971.  A park  in  Altavista 
recently  was  named  for  him  to  honor  his  services  to 
the  community. 

Dr.  Shreve  was  born  in  Littleton,  West  Virginia, 
and  taught  school  in  that  state  before  coming  to 
Virginia.  He  was  a pilot  in  the  Army  Air  Corps 
during  World  War  II  and  earned  his  MD  degree  at 
the  Medical  College  of  Virginia.  He  was  a fellow  of 
the  American  Academy  of  Lamily  Practice,  a mem- 
ber of  The  Medical  Society  of  Virginia  and  the  Amer- 
ican Medical  Association,  and  was  president  in  1973 
of  the  Virginia  Association  of  Professions. 


Memoir  of  A.  M.  Groseclose 
1896-1977 

By  Hugh  H.  Trout,  Jr.,  MD, 

George  S.  Hurt,  MD,  and  Ruth  Barnhart,  MD 

The  Roanoke  Academy  of  Medicine  records  with 
sorrow  the  death  of  its  member  and  former  president. 
Dr.  Andrew  Muncy  Groseclose  of  Roanoke.  He  died 
on  March  18. 

Dr.  Groseclose  was  born  in  Bland  County.  He 
received  his  bachelor's  degree  at  Roanoke  College 
and  his  doctorate  of  medicine  at  Johns  Hopkins  Uni- 
versity. His  training  was  continued  at  Johns  Hopkins 
Hospital,  St.  Agnes  Hospital  in  Baltimore  and  Jeffer- 
son Hospital  in  Roanoke.  His  obstetrical  and  gyne- 
cological training  was  completed  at  Montreal  Ma- 
ternity Hospital,  a division  of  Magill  University. 

Throughout  his  life.  Dr.  Groseclose  limited  his 
work  to  obstetrics  and  gynecology.  He  was  a Diplo- 
mat of  the  American  Board  of  Obstetrics  and  Gyne- 
cology and  delivered  many  thousands  of  babies,  with 
a fetal  and  maternal  mortality  and  morbidity  record 
outstandingly  low.  To  have  been  a patient  of  Muncy 
Groseclose  was  to  be  a devoted  friend  and  admirer  of 
him  for  the  remainder  of  one’s  life.  This  is  attested  by 
numerous  instances  in  which  he  delivered  several  gen- 
erations of  children,  a host  of  parents  and  grand- 


parents throughout  this  area  who  are  amongst  his 
most  ardent  admirers. 

He  was  extremely  conscientious  in  his  practice, 
seldom  taking  any  time  off  from  his  busy  schedule  as 
he  felt  strongly  the  need  for  him  to  be  available  at  all 
times  to  any  patient  under  his  care.  He  was  a kind 
and  generous  individual  and  will  be  missed  by  physi- 
cians and  nurses  as  well  as  his  many  patients.  His  was 
a life  of  service. 

Prepared  and  published  at  the  request  of  the  Roanoke 
Academy  of  Medicine. 


Memoir  of  Amelia  G.  Wood 
1915-1977 

By  Roger  M.  Winborne,  Jr.,  MD 

Amelia  Gardner  Wood,  MD,  died  at  her  home  in 
Roanoke,  Virginia,  on  February  10,  1977.  She  was 
born  October  13,  1915,  in  Pulaski,  Virginia. 

She  was  graduated  from  the  Medical  College  of 
Virginia  in  1940  and  served  two  years  of  internship 
there.  Following  this  she  was  a physician  for  the 
DuPont  Company.  After  serving  as  resident  in  neu- 
ropsychiatry at  Tucker  Hospital,  Richmond,  from 
1945  to  1948,  she  became  a member  of  the  Hospital 
staff,  serving  until  1962.  In  1962  Dr.  Wood  moved  to 
Roanoke,  where  she  entered  private  practice.  She  was 
active  until  her  first  myocardial  infarction  on  Novem- 
ber 26,  1976;  she  returned  to  work  part-time  until  her 
second  attack  in  February,  1977. 

She  was  a member  of  the  First  Presbyterian 
Church,  The  Medical  Society  of  Virginia,  the  Neu- 
ropsychiatric Society  of  Virginia  and  the  American 
Psychiatric  Association. 

Dr.  Wood  was  a most  conscientious  and  hard- 
working physician.  She  was  working  in  her  office  the 
day  of  her  initial  attack.  She  was  proud  of  her  self- 
assessment  tests,  which  she  took  periodically,  on 
which  she  had  recently  scored  above  average.  She  was 
an  active  photographer  and  had  entries  in  a recent 
local  art  show. 

She  is  survived  by  her  husband,  Thomas  C.  Wood, 
and  a son,  Thomas  Wood  of  Washington,  DC. 

Prepared  and  published  at  the  request  of  the  Roanoke 
Academy  of  Medicine. 
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Virginia  Medical  Classified  insertions  accepted  at  the  dis- 
cretion of  the  Editor.  Rates:  $10  per  insertion  for  50  words 
or  less.  lOtf  per  word  in  excess  of  50.  Classified  display  avail- 


able at  $20  per  50  words.  Copy  due  by  the  fifth  of  the  month 
prior  to  month  of  publication.  Send  to  the  Managing  Editor, 
4205  Dover  Road.  Richmond  VA  23221. 


FOR  SALE 

Two-storv  redwood  home,  24  X 36',  on  riverfront  lot 
with  full-length  balcony  overlooking  the  5-mile-wide 
Potomac  River.  Central  heat,  air  conditioning.  Storm 
windows.  Wall-to-wall  carpeting  throughout.  Beau- 
tifully panelled.  Upper  floor  one  large  room  with  pic- 
ture windows,  cathedral  ceiling,  fireplace,  half  bath, 
and  fully  equipped  kitchen  including  dish  washer. 
Lower  floor  three  bedrooms,  two  full  baths.  Laundry 
room  with  washer  and  dryer.  Master  bedroom  with 
bath,  walk-in  closet  and  fireplace.  Entrance  hall  with 
circular  staircase.  Plenty  of  closets. 

The  house  is  located  in  Stratford  Harbor  develop- 
ment in  Westmoreland  County,  75  miles  from  1-495 
over  beautiful,  uncrowded  roads.  There  is  a large  club- 
house with  swimming  pool,  tennis  courts,  picnic  areas, 
and  playground.  Gorgeous  40-acre  lake  well  stocked 
for  fishing.  Yacht  harbor.  Miles  of  beaches,  which  are 
a hunting  ground  for  the  Smithsonian  Institute  because 
of  the  fossils  that  are  found  See  the  bald  eagle,  osprey, 
swan  and  geese.  $59,500. 

RETIRE,  COMMUTE,  VACATION  YEAR 
ROUND,  INVEST 

Contact  R.  Leidelmeyer,  MI),  Fairfax  Hospital,  Falls 
Church  VA  22046, 

703-698-31 1 1 or  703  591-7568. 


PEDIATRIC  NURSE  practitioner  available  to  Richmond 
City  and  the  surrounding  area.  If  interested,  call  804  353- 
9601  after  6 pm. 

OFFICE  SPACE  in  Annandale,  Virginia — 1200  square  feet 
medical  office  space,  previously  occupied,  available  im- 
mediately. Private  building  easily  accessible  from  main 
thoroughfare.  Call  703  256-5870. 

GENERAL  SURGEON,  37,  Board  eligible,  F.R.C.S.  (Eng 
& Ed),  FLEX,  experience  in  vascular  and  pediatric  surgery. 
Excellent  training.  Academic  background  includes  Harvard. 
Excellent  references.  Seeks  practice  opportunity — solo, 
group,  partnership  or  institutional.  Available  January  ’78. 
Contact  I.  N.  Nayak,  Ml),  St.  Barnabas  Medical  Center, 
Livingston  NJ  07039,  or  call  evenings  201  533-5252  or  201 
731-7179. 


PATRONIZE  OUR  ADVERTISERS! 


WANTED — Medical  doctor  who  would  like  to  live  and  work 
near  the  foothills  of  the  Blue  Ridge  Mountains.  So  beautiful 
that  President  Hoover  built  his  camp  here  in  the  early 
Thirties.  Would  like  a doctor  who  would  do  both  office  calls 
and  visit  the  sick.  Financial  help.  Wonderful  opportunities. 
Madison,  Virginia.  Call  collect  703  948-6770. 

OFFICE  SPACE  for  rent  in  Old  Town  Alexandria,  first 
floor,  706  Duke  Street,  Alexandria,  Virginia  22314,  phone 
703  549-4400,  immediate  occupancy. 


X-RAY  MACHINE  AND 
F1EM  PROCESSOR  AVAILABLE: 
Originally  on  5-year  lease  to  surgeon  who  has  moved 
and  no  longer  needs  equipment.  X-ray  and  processor 
are  yours  for  44  remaining  payments  of  $504.71  each. 
For  details,  call  Delta  Leasing  Company,  2015  Staples 
Mill  Road,  Richmond  VA  23230,  804  353-9591. 


MEDICAL  OFFICES  available:  Lucky  Seven,  Inc.,  has 
approximately  15,000  sq.  ft.  of  space  to  be  developed  into 
medical  offices  or  medically  related  businesses.  Presently 
leasing  space  to  doctor  of  obstetrics  and  gynecology.  This 
development  is  located  on  highly-travelled  Warwick  Boule- 
vard in  the  city  of  Newport  News,  Virginia.  Conveniently 
located  on  the  peninsula.  Well  situated  near  residential  and 
business  districts.  Physicians,  don’t  pass  up  this  opportunity 
to  set  up  practice  in  this  highly  profitable  area  where  your 
services  are  well  needed.  Contact  Lucky  Seven,  Inc.,  at 
804  887-0005  or  804  874-3661. 

DANVILLE,  VIRGINIA — Four  staff  psychiatrists  for 
Southern  Virginia  Mental  Health  Institute,  a newly  opened 
96-bed  intensive  treatment  center.  A comprehensive  pro- 
gram is  being  developed  for  acute  and  intermediate  inpatient 
treatment  and  crisis  intervention.  Development  of  programs 
in  training  and  possibly  day  care  is  anticipated,  with  a broad 
base  of  community  interrelationships.  Desire  physicians  who 
prefer  working  in  a multi-disciplinary  team,  and  who  would 
like  to  participate  in  the  organization  of  new  approaches  to 
delivery  of  services.  Private  practice  allowed  and  quite  avail- 
able. Salary:  $28,000-$43,300  for  Physician  B,  $24,500- 
$41,400  for  Physician  A.  Please  send  curriculum  vitae  to 
Thomas  E.  Buie,  Jr.,  MD,  Clinical  Director,  Southern 
Virginia  Mental  Health  Institute,  382  Taylor  Drive,  Dan- 
ville, VA  24541.  Telephone  804  799-6220.  An  Equal  Op- 
portunity Employer. 


664 


VIRGINIA  MEDICAL/SEPTEMBER,  1977 


NEEDED  AND  APPRECIATED 
in 

NORTON,  VIRGINIA 

Located  only  one  hour’s  drive  from  Tri-Cities,  Ten- 
nessee, area  in  southwestern  Virginia,  new  hospital  and 
medical  office  building  to  open  August,  1977.  Due  to 
energy  crisis  and  renewal  in  coal  production,  Norton 
has  become  an  active  business  area  with  increasing 
population.  Excellent  schools  (elementary,  high 
school,  college),  churches  and  recreational  activities 
for  physician  and  his  family.  Guaranteed  income  for 
first  year  with  office  space  and  household  move  pro- 
vided. If  you  are  looking  for  rural  area  with  excellent 
practice  opportunity,  please  write  with  CV  or  call  504 
837-6456. 

James  R.  Mattingly 
Assistant  Vice-President 
Physician  Relations 
QUALICARE,  INC. 

PO  Box  24189 
New  Orleans  LA  70184 


NAGS  HEAD,  NORTH  CAROLINA, 
on  the  Outer  Banks  seeks  locum  tenens 
September  ’77 — July  ’78.  Prefer  family  practice  res- 
idency completed.  Physician  will  work  in  fully  staffed, 
new,  primary  care  outpatient  facility  with  lab  and 
x-ray  and  will  serve  as  head  of  medical  services.  Bene- 
fits include  health  insurance,  malpractice  insurance, 
two  weeks  vacation,  and  housing.  Amenities  include 
the  unique  natural  beauty  of  the  Outer  Banks  islands, 
the  Atlantic  Ocean,  the  Intracoastal  Waterway,  and 
superior  fishing  and  hunting.  Salary  open  to  negotia- 
tion. Interviews  by  appointment  only.  Send  resume  to 
Outer  Banks  Health  Center,  Nags  Head  NC  27959, 
Attn.  Mr.  Raymond  Staley. 


OFFICE  SR<ACE  to  share  in  Medical  Arts  Building. 
Highly  desirable  location  in  Winchester,  Virginia.  1,600 
sq.  ft.,  spacious,  tastefully  decorated,  modern  equipment, 
two  examining  rooms,  minor  surgery  room.  Contact  Stanley 
M.  Hirschberg,  MI),  FACS,  1330  Amherst  Street,  Win- 
chester, VA  22601,  703  667-5533,  for  additional  informa- 
tion. 


Psychiatric  hospitalization  of 
the  prominent  individual  . . . 

often  presents  unusual  treatment  challenges.  Clinical 
experience  suggests  that  prominent  patients  and 
members  of  their  families  are  best  treated  in  a highly 
individualized  and  comfortable  therapeutic 
environment. 

Springwood  at  Leesburg,  a 30-bed  private  psychiatric 
hospital,  has  been  designed  to  treat  this  special  patient 
population  (including  physicians,  corporate 
executives,  and  high-level  government  officials).  The 
new  hospital,  situated  on  an  historic  45  acre  estate  in 
Loudoun  County,  Virginia,  is  located  35  miles  west  of 
Washington,  D.C. 

President  of  the  Medical  Staff 
Leon  Yochelson,  M.D. 

Medical  Director 
Jack  Durell,  M.D. 

Clinical  Director 
Robert  E.  Strange.  M.D. 

For  further  information,  contact: 

Robert  E.  Strange,  M.D. 

Clinical  Director 

Springwood  at  Leesburg 

Route  2,  Box  44 

Leesburg,  Virginia  22075 

1703)777-0800  i 

Referring  physicians  are  invited  to  participate  in 
planning  the  patient's  hospital  care  program,  and 
always  play  an  important  role  in  discharge  planning. 

An  affiliate  of 

The  Psychiatric  Institute 

of  Washington.  D.C. 

SpriiiAwood. 

W AT  LEESBURG 

Open  in  early  Fall.  1977 
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WHO’S 

WHO 

INVIRGINIAMEDICINE 

Dr.  Howard  O.  Mott,  Arlington 
internist  and  cardiologist,  has  been 
elected  to  the  presidency  of  the  Vir- 
ginia State  Board  of  Medicine.  A 
member  of  the  Board  for  1 1 years, 
he  is  Chief  of  Staff  of  Northern  Vir- 
ginia Doctors  Hospital  and  a past 
president  of  the  Arlington  County 
Medical  Society. 

Dr.  Mott’s  accession  is  the  third 
major  presidency  held  this  year  by 
Northern  Virginia  physicians.  Dr. 
Richard  E.  Palmer,  Alexandria,  was 
President  of  the  American  Medical 
Association  until  mid-year,  and  Dr. 
W.  Leonard  Weyl,  Arlington,  is 
President  of  The  Medical  Society  of 
Virginia. 


Virginia’s  Governor  Mills  E. 
Godwin,  Jr.,  recently  appointed  Dr. 
Merrit  W.  Foster,  Jr.,  Richmond , to 
a four-year  term  on  the  State  Mental 
Health  and  Mental  Retardation 
Board.  Dr.  Foster  is  associate  pro- 
fessor of  psychiatry  at  the  Medical 
College  of  Virginia. 


A Falls  Church  internist,  James  E. 
Chapman,  MD.  has  taken  command 
of  the  1000-bed  US  Army  Reserve 
Hospital  in  Rockville,  Maryland. 
Colonel  Chapman  has  been  31  years 
in  military  service;  his  new  com- 
mand makes  him  eligible  for  pro- 
motion to  brigadier  general. 


Dr.  C.  Gibson  Dunn,  Richmond, 
will  soon  go  to  Loudoun  County, 
Virginia,  as  associate  clinical  direc- 


tor of  Springwood  at  Leesburg,  a 
new  private  psychiatric  hospital  35 
miles  west  of  Washington,  DC.  Dr. 
Dunn  has  been  director  of  psy- 
chiatric inpatient  services  at  the 
Medical  College  of  Virginia. 


Two  requests  to  reprint  articles 
that  have  appeared  in  this  journal 
have  been  granted  recently.  “Doctor 
Shell's  House  Call:  A Challenge 
from  the  Past,”  by  Dr.  John  A. 
Owen,  Jr.,  Charlottesville , which  ap- 
peared in  the  August,  1976  issue,  is 
to  be  reprinted  in  a coming  issue  of 
Modern  Medicine , and  “Silo  Filler’s 
Disease,”  by  Dr.  William  O. 
McCabe,  Jr.,  Forest , is  to  be  repub- 
lished in  Clinical  Medicine. 


This  journal’s  Editor  Emeritus, 
Dr.  Harry  J.  Warthen,  was  in- 
correctly identified  in  this  depart- 
ment of  the  July  issue,  and  the  Edi- 
tors are  acutely  distressed  about  it. 
In  a report  of  the  membership  in  Phi 
Beta  Kappa  recently  conferred  on 
Dr.  Warthen  by  the  Medical  College 
of  Virginia,  he  was  described  as  a 
graduate  of  MCV.  Not  so.  Dr.  War- 
then’s  alma  mater  is  the  University 
of  Virginia,  and  he  is  mighty  proud 
of  it. 


The  name  of  Richard  P.  Wenzel, 
MD,  Charlottesville,  appears  as  one 
of  three  authors  of  “Postoperative 
Wound  Infection  Rates,”  published 
recently  in  Surgery  Gynecology  & 
Obstetrics.  The  study  originated  at 
the  University  of  Virginia;  Dr.  Wen- 
zel’s coauthors  are  RN’s. 

Another  article  from  the  Univer- 
sity of  Virginia  Medical  School  fac- 
ulty is  “Total  Hip  Replacement  in 
the  Previously  Infected  Hip,”  pub- 
lished in  a recent  Southern  Medical 
Journal.  The  authors  are  MSV  mem- 
ber Robert  E.  McLaughlin,  MD, 
Charlottesville,  and  Dr.  John  R.  Al- 
len. 

Three  MSV  members  who  prac- 


tice in  Portsmouth  have  author  cred- 
its in  recent  issues  of  the  Southern 
Medical  Journal'.  Dr  Joseph  T.  Mul- 
len and  Dr.  Frank  E.  Ehrlich  coau- 
thored “Routine  Upper  Gastroin- 
testinal Examination  in  Preopera- 
tive Cholecystectomy  Patients,”  and 
Dr.  Mullen  collaborated  with 
Edward  E.  Sperber,  MD,  and 
three  other  doctors  on  “Dermato- 
fibrosarcoma  Protuberans,  Case  Re- 
ports and  Review'  of  Literature.” 
Don’t  forget,  doctors:  Virginia 
Medical  is  a first-class  showcase  for 
your  articles,  too! 


The  famous 
Homestead  beckons— 
along  with  CME 


AMA’s  Regional  CME 
The  Homestead 
Hot  Springs,  Virginia 
Sept.  30-Oct.  2, 1977 

Write: 

Dept,  of  Meeting  Seivices 
American  Medical  Association 
535  N.  Dearborn  St. 
Chicago,  Ilf  60610 


Now  available  to 
members  and  their 
eligible  dependents. 


According-  to  the  Consumer  Price 
Index,  medical  care  costs  have 
increased  faster  than  any  other 
category  of  personal  expense.  As 
i medical  professional,  you  are 
certainly  aware  of  these  increas- 
ng  costs  and  of  the  need  for  a 
;omprehensive  health  insurance 
program  to  help  them. 

rhat’s  why  the  Medical  Society  of 
Virginia  is  now  sponsoring  this 
improved  $50,000  Major  Medical 
nsurance  Plan  for  members, 
heir  employees  and  their  eligible 
lependents.  The  Plan  provides 


The  Medical  Society  of  Virginia — Sponsored 
$50,000  Major  Medical  Insurance  Plan 


the  high-limits  of  protection  that 
you  may  need  to  help  meet  the  costs 
of  medical  care  and  treatment. 


But  most  important,  your 
Society-sponsored  Plan  is  avail- 
able to  you  at  economical  premi- 
um rates,  thanks  to  the  careful 


UNDERWRITTEN  BY 

Continental  Casualty  Company 

INSURANCE  FROM 


OVA 


Your  choice  of  two 
deductible  amounts! 

Two  deductible  amounts  are 
available — $500  and  $1,000. 
After  the  deductible  has  been 
satisfied,  your  Society-spon- 
sored Plan  will  cover  80%  of  all 
eligible  expenses— in  or  out  of 
the  hospital — up  to  a maximum 
of  $50,000.  This  means  you  are 
protected  for  such  expenses  as: 

• hospital  room  and  board  costs 

• physician  and  surgeon  fees 

• surgery  • operating  room  costs 

• private  duty  nursing*  ambu- 
lance service  • medical  supplies 

• radiation  treatment*  x-ray  and 
laboratory  examinations.  The 
Plan  even  covers  expenses  for 
mental  and  nervous  disorders  up 
to  a lifetime  maximum  of  $5,000 
per  person  when  hospitalized. 


design  of  benefits,  the  mass  pur- 
chasing power  of  the  Society  and 
the  many  economies  of  group 
administration . 

To  receive  all  the  details  on  your 
Society-sponsored  Plan,  includ- 
ing costs,  exclusions,  any  reduc- 
tions and  terms  under  which 
coverage  may  be  continued  in 
force,  simply  mail  the  coupon  to 
the  Plan’s  Administrator: 

David  A.  Dyer  & Associates 
Medical  Arts  Building 
P.O.  Box  1631 
Roanoke,  Virginia  24008 
Phone  (703)  344-5000 

This  Plan  is  also  available  to 
employees  of  Members. 


DAVID  A.  DYER  & ASSOCIATES 
MEDICAL  ARTS  BUILDING 
P.O.  BOX  1631  • ROANOKE,  VIRGINIA  24008 

Send  me  all  the  details  on  the  Medical  Society  of  Virginia-sponsored  $50,000  Major  Medical  Insurance 
Plan.  I understand  there’s  no  obligation. 

Name  

Address  

City,  State,  Zip. 

D I’d  also  like  information  on  the  other  fine  accident,  health  and  life  insurance  plans  sponsored 
by  the  Society. 
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Virginia  Medical  is  the  official  monthly 
publication  of  The  Medical  Society  of  Vir- 
ginia. Second-class  postage  paid  at  Rich- 
mond, Virginia.  Yearly  subscription  rate:  $8 
domestic,  S12  foreign;  single  copies,  $1.50. 
Virginia  Medical  does  not  hold  itself  re- 
sponsible for  statements  made  by  any  con- 
tributor. Although  all  advertising  accepted 
is  expected  to  conform  to  ethical  medical 
standards,  acceptance  does  not  imply  en- 
dorsement by  this  journal.  For  information 
on  the  preparation  of  articles,  write  for 
Advice  to  Authors  to  the  Managing  Editor, 
4205  Dover  Road,  Richmond  VA  23221. 


IN  looking  back  on  recent  years,  1 believe  that 
each  of  us  has  reason  to  be  proud  of  the  major 
strides  that  our  Society  has  made  in  many  areas. 

We  can  be  proud  of  our  successful  efforts  in  the 
General  Assembly  to  curb  skyrocketing  malpractice 
premiums,  to  enact  responsible  risk  management  leg- 
islation, and  to  bring  about  other  reforms. 

We  can  be  proud  of  our  expanded  communications 
program,  with  its  workshops  and  efforts  to  help  phy- 
sicians improve  their  relations  with  their  patients  and 
the  public. 

We  can  be  proud  of  our  continuing  education  pro- 
gram, which  enables  all  Virginia  doctors  to  obtain 
necessary  postgraduate  credits  in  their  own  commu- 
nity. We  congratulate  Virginia  Medical,  which  has 
been  recognized  for  its  excellence  among  medical 
publications,  and  we  are  grateful  for  the  fine  work  of 
our  auxiliaries  throughout  the  state. 

Perhaps  most  importantly,  we  can  be  proud  that 
we  have  succeeded  in  involving  more  and  more  of  our 
members  in  Society  activities — but  this  is  not  enough. 

Increased  involvement  on  the  part  of  Society  mem- 
bers is  essential  at  a time  of  growing  government 
regulation  and  changing  public  attitudes  towards 
physicians  and  health  care  problems.  Solving  these 
problems,  meeting  these  challenges  will  require  a 
greater  commitment  by  each  one  of  us  to  become 
more  involved  in  community  affairs,  especially  in 
those  issues  that  most  affect  our  patients. 

We  must  become  involved  especially  in  the  legisla- 
tive and  regulatory  areas,  both  local  and  national. 
Each  year  both  the  number  and  the  complexity  of 
health-related  bills  considered  by  the  General  Assem- 
bly is  increasing.  More  members  must  be  talking  with 
legislators  throughout  the  year,  not  just  when  the 
General  Assembly  is  in  session. 

Virginia  voters  will  go  to  the  polls  on  November  8 
to  elect  all  100  members  of  the  House  of  Delegates, 
plus  a new  governor,  lieutenant  governor,  and  attor- 
ney general.  Each  of  these  officeholders  will  be  mak- 
ing decisions  on  matters  that  affect  us.  Politics  is  a 
two-way  street.  If  we  expect  legislators  to  listen  to  us 
when  we  need  them  in  January  and  February,  then 
we  must  be  prepared  to  assist  them  when  they  need  us 
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in  October  and  November. 

We  also  need  to  direct  more  attention  to  our  local 
communities.  Where  HSA’s  exist,  we  must  take  a 
greater  interest  in  their  activities.  Local  committees 
should  be  formed  to  monitor  HSA  actions.  Physi- 
cians should  attend  each  meeting  and  be  prepared  to 
offer  testimony  or  alternatives  if  necessary.  These 
committees  should  be  responsible  for  keeping  local 
physicians  and  community  members  informed  about 
how  specific  HSA  decisions  might  affect  them.  We 
also  need  to  intensify  our  efforts  to  recruit  both  pro- 
fessional and  nonprofessional  individuals  to  serve  on 
HSA  boards. 

I believe  that  one  of  our  most  crucial  problems  is 
the  growing  cost  of  health  care.  This  is  an  issue  of 
tremendous  concern  to  all  Americans.  Physicians 
must  become  more  cost  conscious.  We  need  to  talk 
about  what  we  are  doing  to  control  costs  and  about 
the  relationship  between  increasing  demand  for  more 
health  services  and  the  increasing  cost  of  those  ser- 
vices. 

We  should  have  an  active  educational  program  to 
promote  a return  of  individual  responsibility  for  at 
least  a portion  of  health  care  costs,  by  insisting  that 
there  be  a greater  deductible  portion  in  all  standard 
insurance  programs. 

We  must  work  to  increase  public  awareness  of  the 
real  factors  contributing  to  the  problem  and  to  per- 
suade the  politicians  to  reappraise  their  “give-away” 
approach. 

Finally,  we  must  reaffirm  our  position  as  health 
care  advocates  and  friends  of  our  patients.  Due  to  the 
changing  patterns  of  population  and  increased  tech- 
nological advances  in  the  medical  field,  we  are  in 
danger  of  becoming  merely  purveyors  of  an  unwel- 
come service  to  a captive  audience.  Each  year  we 
command  less  and  less  of  the  respect  and  affection 
which  we  once  engendered. 

In  order  to  reverse  this  trend,  we  must  increase  our 
efforts  to  demonstrate  to  our  patients  our  true  con- 
cern for  their  problems  and  must  strengthen  our  im- 
age of  “caring”  for  them. 

Only  by  continuing  to  earn  the  affection  and  re- 
spect of  the  American  people  can  we  possibly  succeed 
in  maintaining  our  first-class  medical  system.  If  we 
fail,  the  American  people  will  be  the  primary  losers; 
but  we  will  be  close  behind,  because  we  will  have  lost 
our  professional  independence  and  self-satisfaction. 

W,  Leonard  Weyl,  MD,  President, 
The  Medical  Society  of  Virginia. 
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“I’d  always  thought  of  a 
hank  trust  department  as  only 
helping  with  future  things  like 
wills  and  settling  estates. 

“Then  I talked  with  this 
bright  young  man  down  at  F<SFM’s 
trust  department:  Bill  Martin. 

“Bill  showed  me  some 
things  they  could  offer  me  by 
way  of  financial  planning  and 
asset  management  right  now. 

As  my  investment  manager,  Bill 
would  look  over  my  financial 
situation  in  detail.  Bring  in  the 
bank’s  investment  analysts  or 
real  estate  and  agricultural 
specialists,  as  needed. 


“Then  he’d  get  back  to  me 
with  a long-term  financial  plan 
that  could  protect  my  hard- 
earned  assets  from  inflation  and 
the  tax  man.  I could  retain  as 
much  of  the  actual  control  and 
decision-making  as  I wanted. 

“Well,  that  made  sense,  and 
things  have  worked  out  just  fine 
with  Bill  and  me.  He’s  become 
my  personal  financial  partner. 
And  his  objective  viewpoint  and 
experience  are  worth  more  to  me 
than  the  fee  F&M  charges  for 
his  services!’ 

We’ll  be  glad  to  review  your 
financial  situation  at  no  charge 


or  obligation  to  you. 

First  & Merchants.  Your 
lifetime  bank. 


i Give  Alan  F.  Lee  a call  at 
j 788-2277,  or  send  this 
! coupon  for  our  free  booklet, 

J “The  Tax  Reform  Act  Of 
■ 1976  - How  It  Affects  Your 
I Trust  And  Estate  Plans!’ 

I 
I 
I 
I 


First  <S?  Merchants  National  Bank 
F6PM  Center,  12th  & Main  St. 
Richmond,  Va.  23261 

Name 


Address 


I City- 


Zip 


■m.  e 


“Someone  to  Lean  On. 


^ * * * > jf 
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Clinicians  and  Cost  Control 

In  March  1972  a guest  editorial  appeared  in  this 
journal  entitled  “Role  of  the  Physician  in  Medical 
Cost  Control”.1  It  has  greater  relevance  in  1977  than 
it  did  when  published. 

The  import  of  the  article  was  that,  as  clinicians,  we 
can  exert  significant  leverage  on  medical  costs  by 
applying  a simple  qualification  to  every  proposed 
order:  Will  this  truly  increase  this  patient’s  opportun- 
ity for  cure  or  for  improvement?  A surprising  per- 
centage of  tests  and  procedures  fail  this  standard  and 
may  be,  indeed  should  be,  omitted  as  redundant, 
repetitive,  or  of  such  marginal  value  as  to  be  useless. 

The  following  letter  addressed  to  the  Joint  Com- 
mission on  Hospital  Accreditation  speaks  directly  to 
this  point: 

After  the  June  21,  1977,  survey  of  the  Winchester 
Memorial  Hospital  for  accreditation  by  the  Joint 
Commission,  we  were  informed  of  the  stipulation  that 
all  surgically  removed  tissue  be  referred  to  a labora- 
tory for  pathologic  reporting.  Having  no  choice  in  the 
matter,  we  accede,  but  we  wish  respectfully  to  protest 
ruling  that  seems  not  in  the  best  interest  of  our  pa- 
tients. 

From  1965  through  the  first  half  of  1972  such  a 
ruling  was  in  effect  in  our  hospital.  After  careful  con- 
sideration by  surgeons  and  pathologists,  a change  was 
effected  in  1972;  this  excluded  a select  list  of  tissues 
from  mandatory  referral,  thus  allowing  the  surgeon 
the  prerogative  of  making  his  own  decision  in  cases 
involving  these  specific  items.  These  tissues  are  lens, 
tonsils  and  adenoids,  placenta,  hernia  sac,  foreskin, 
vaginal  mucosa  from  repair,  finger  and  toenails,  bun- 
ions, traumatic  amputation,  tissue  (bone  fragments, 
skin,  etc. ) from  fracture  repair  and  plastic  surgery,  and 
varicose  veins.  With  an  average  of  7500-8000  oper- 
ations performed  each  year,  not  a single  major  patho- 
logic finding  was  recorded  in  this  list.  We  seriously 
question  the  yield  from  such  routine  study. 

If  the  ruling  is  based  on  the  argument  that  this 
procedure  somehow  makes  honest  surgeons,  we  again 
respectfully  demur.  How  does  the  counting  of  ex- 
tracted teeth,  or  the  identification  of  ribs  resected  dur- 
ing thoracotomy,  or  vaginal  mucous  membrane  re- 
moved during  the  repair  of  cystocele  or  rectocele,  or 
varicose  veins,  skin  and  fat  removed  during  cosmetic 
surgical  procedures,  or  an  occular  lens  involved  with 


cataract  change — how  do  these  either  protect  the  oper- 
ating surgeon  from  malpractice  action  or  insure  his 
integrity  in  the  event  he  elects  to  cheat? 

Our  pathologists  charge  the  patient,  or  his  third 
party  payee,  for  examining  and  reporting  tissues, 
grossly  or  otherwise.  As  physicians,  we  are  concerned 
over  the  rapid  spiral  of  hospital  costs.  Our  com- 
mitment is  not  only  to  contain  but,  whenever  possible, 
to  reduce  costs  in  areas  not  affecting  the  outcome  of 
the  patient’s  illness.  At  a time  when  “prospective  reim- 
bursement” is  the  byword  both  of  government  health 
agencies  and  private  hospital  insurance  purveyors,  can 
one  really  justify  the  expenditure  of  thousands  of  dol- 
lars on  examination  of  tissues  whose  removal  is  totally 
incidental  to  underlying  pathology? 

I offer  this  protest  not  to  prolong  or  inflame  a long- 
standing argument,  but  to  gain  answers  to  questions 
which  seem  deserving  of  most  careful  consideration. 

The  Associate  Director  of  the  Hospital  Accredita- 
tion Program  replied  courteously  to  this  letter,  in- 
dicating that  this  matter  is  under  continuing  study 
and  that  we  will  be  kept  informed  of  subsequent 
developments. 

Resolution  of  this  issue  will  bear  watching,  for  the 
decision  is  pivotal.  We  rapidly  approach  a point  at 
which  the  medical  profession  will  either  assume  its 
full  share  of  responsibility  in  reducing  unnecessary 
health  delivery  expenses,  or  the  prerogative  for  doing 
so  will  most  surely  be  take  from  us. 

Monford  D.  Custer,  Jr.,  MD 

20  South  Stewart  Street 
Winchester  VA  22601 

1.  Role  of  the  physician  in  medical  cost  control.  Va  Med 
Mon  9:259,  1972 


Searches  an  Ancestor 

I am  seeking  information  about  my  grandfather. 
Dr.  Joel  Bugg,  who  was  from  Amhurst  County  and 
practiced  medicine  in  Virginia  in  the  early  I800's, 
later  moving  to  Missouri.  I will  appreciate  any  clues 
the  journal’s  readers  might  have. 

Joel  H.  Bugg 

PO  Box  111 

Riverside  TEX  77367 
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Everybody  talks 
about  rising 
prescription  costs. 

PUREPAC 

is  doing  something 
about  them. 


Up  to  30%  of  prescriptions  are  not  filled 
because  of  their  high  cost. 

Many  of  these  unfilled  prescriptions  are  for 
elderly  patients  on  limited  budgets  who  re- 
quire several  medications.  And  most  of  their 
prescriptions  require  constant  refills. 

What  can  be  done?  When  you  write  your 
next  prescription,  specify  a Purepac  generic. 


Purepac  is  readily  available,  and  can  keep 
your  patient’s  prescription  costs  down  as  much 
as  77.3%. 

Purepac  has  completed  bio-availability 
studies  wherever  required. 

See  how  much  your  patients  can  save  with 
Purepac  generics: 


Clp  To  7 7.3%  Savings  For  Your  Patient 


QUANTITY 

BRAND  NAME 

PRICE* 

30 

Polycillin 

$8.70 

100 

Equanil  (3 

9.70 

100 

Darvon  Comp.  (3 

7.83 

too 

Pavabid 

11.73 

100 

Thorazine 

6.03 

100 

Librium  (3 

9.50 

PUREPAC  GENERIC 

PRICE* 

SAVINGS 

Ampicillin 

$2.40 

$6.30 

Meprobamate  (3 

2.20 

7.50 

Propoxyphene  HCI  (3 

4.63 

3.20 

Papaverine  HCI  T.R. 

4.33 

7.40 

Chlorpromazine  HCI 

3.23 

2.80 

Chlordiazepoxide  HCI  (3 

4.60 

4.90 

’"Prices  selected  from  newspaper  ads. 


The  savings  add  up!  So,  when  you  prescribe  generics,  specify  Purepac, 
the  largest  generic  manufacturer  in  America. 


Bio-availability  data  and  generic 
reference  chart  are  yours  upon  request. 


" Elizabeth,  NJ  07207 
AMERICA’S  LEADING  NATIONAL  BRAND  OF  GENERICS 


MEETINGS 

ABOUT 

MEDICINE 


October 


Cardiovascular  Disease  in  the  Young,  sponsored  by 
the  Department  of  Pediatric  Cardiology,  Medical 
College  of  Virginia,  Baruch  Auditorium,  Rich- 
mond, October  19.  Carolyn  M.  McCue,  MD,  Box 
272,  MCV  Station,  Richmond  VA  23298. 

Modern  Trends  in  the  Management  of  Epilepsy, 
sponsored  by  the  Department  of  Neurology  of  the 
University  of  Virginia  School  of  Medicine,  Omni 
International  Hotel,  Norfolk,  October  30.  Office  of 
CME  as  above. 

Symposium  on  New  Developments  in  Sexually 
Transmitted  Diseases,  sponsored  by  the  Office  of 
Continuing  Education,  Eastern  Virginia  Medical 
School,  with  the  American  Social  Health  and 
Venereal  Disease  Associations  and  the  Norfolk 
Health  Department,  Holiday  Inn  Scope,  Norfolk , 
October  28.  A.  F.  Marino,  401  Colley  Ave.,  Nor- 
folk 23507. 


November 

Neurology  for  the  Practicing  Physician,  sponsored  by 
University  of  Virginia  School  of  Medicine,  Char- 
lottesville, November  4-6.  Office  of  Continuing 
Medical  Education,  Box  368,  Charlottesville 
22901. 

Interdisciplinary  Symposium  on  the  Care  of  the  Criti- 
cally III  Patient,  presented  by  the  Fairfax  Hospital, 
Sheraton  Inn,  Reston , November  5.  Donald  M. 
Poretz,  MD,  Program  Director,  3300  Gallows 
Road,  Falls  Church  22046,  703  560-7900. 

Annual  Scientific  Assembly,  Southern  Medical  Asso- 
ciation, Dallas  Convention  Center,  Dallas , No- 
vember 6-9.  SMA,  2601  Highland  Ave.,  Birming- 
ham, AL  35205. 

Recent  Advances  in  Cancer  Management,  conducted 
by  Medical  College  of  Virginia  Cancer  Center, 
sponsored  by  American  Cancer  Society,  Virginia 
Division,  and  MCV  Department  of  Continuing 
Education,  with  University  of  Virginia  School  of 
Medicine  and  Eastern  Virginia  Medical  School, 
Cascades  Meeting  Center,  Williamsburg , Novem- 
ber 7-8.  MCV  Cancer  Center,  Box  37,  Richmond 
23298,  804  770-7476. 


The  Third  Annual  Symposium  for  Clinicians  in  Hos- 
pital Infection  Control,  sponsored  by  Department 
of  Epidemiology,  University  of  Virginia  School  of 
Medicine,  Charlottesville , November  10-11.  Office 
of  CME,  Box  368,  Charlottesville  22901. 

A Day  of  Pulmonary  Medicine,  Management  of  Res- 
piratory Failure,  sponsored  by  Department  of  In- 
ternal Medicine,  University  of  Virginia  School  of 
Medicine,  Charlottesville , November  11.  Office  of 
CME,  Box  368,  Charlottesville  22901. 

Current  Diagnostic  Methods  in  Cardiology,  spon- 
sored by  Deborah  Heart  and  Lung  Center,  Cherry 
Hill  Inn,  Cherry  Hill , New  Jersey , November  11- 
12.  Deborah  Heart  and  Lung  Center  Symposium, 
Box  425,  Ardmore  PA  19003. 

Northern  American  Academy  of  Manipulative  Medi- 
cine Annual  Meeting,  sponsored  by  MCV  and 
University  of  Virginia,  Williamsburg  Lodge  Motor 
House,  Williamsburg , November  17-19.  David  A. 
Zohn,  MD,  601  South  Carlyn  Springs  Rd.,  Arling- 
ton 22204,  703  671-1200. 

Perspectives  in  Pediatrics,  sponsored  by  Department 
of  Pediatrics,  University  of  Virginia  School  of 
Medicine,  Fredericksburg , November  17.  Office  of 
CME,  Box  368,  Charlottesville  22901. 

The  First  John  M.  Nokes  Lecture,  sponsored  by  De- 
partment of  Obstetrics  and  Gynecology,  University 
of  Virginia  School  of  Medicine,  Charlottesville , 
November  18.  Office  of  CME,  Box  368,  Char- 
lottesville 22901 . 

Recent  Advances  in  Clinical  Medicine,  sponsored  by 
Department  of  Internal  Medicine,  University  of 
Virginia  School  of  Medicine,  Charlottesville , No- 
vember 30-December  2.  Office  of  CME,  Box  368, 
Charlottesville  22901. 

December 

Neurologic  Problems  of  Infancy  and  Childhood, 
sponsored  by  the  Divisions  of  Child  Neurology  of 
the  University  of  Virginia  School  of  Medicine, 
Medical  College  of  Virginia  and  Eastern  Virginia 
Medical  School,  Williamsburg , December  2-4.  Pro- 
gram Director:  James  E.  Etheridge,  Jr.,  MD,  855 
West  Brambleton  Ave.,  Norfolk  23510. 

Symposium  on  the  Shoulder,  sponsored  by  National 
Orthopaedic  and  Rehabilitation  Hospital  and 
Northern  Virginia  Consortium  for  CME,  Arling- 
ton, December  3.  NORH  Administration,  2455 
Army  Navy  Dr.,  Arlington  22206. 

Practical  Orthopedics  for  Pediatricians,  sponsored  by 
Department  of  Pediatrics,  University  of  Virginia 
School  of  Medicine,  Charlottesville , December  7. 
Office  of  CME,  Box  368,  Charlottesville  22901. 
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W way  with  a Generic  Prescription 
Drug  Program  to  save  your  patients 
up  to  50%  on  their  next  prescription. 


Peoples  Generic  Drugs 
are  of  the  highest  quality 

Peoples  Drug  Store  is 
committed  to  working 
with  the  medical  pro- 
fession to  assure  the 
LOWER  IN  PRICE  highest  quality  of 
product  at  the  fairest  price  possible. 

All  Peoples'  Generic  Drugs  are 
researched  and  tested  in  laboratories 
inspected  periodically  by  the  FDA— just 
like  their  national  counterparts. 


EQUAL  IN  QUALITY 


Making  our  Generic  Drug 
Program  work  takes  teamwork. 


Namely,  the  coopera- 
tion of  you,  the  physi- 
cian. The  pharmacist. 

And  your  patients. 

All  realizing  that  a 
generic  drug  program  in  no  way  dimin- 
ishes the  effectiveness  of  the  drug  itself. 
Yet  reduces  the  price  considerably.  For 
example.  A particular  brand  name  anti- 
biotic drug  costs  $ 1 9.90  at  Peoples  Drug 
Store.  The  same  drug  costs  only  $8.97  at 
Peoples  under  its  generic  name. 


Why  has  Peoples  taken  the 
generic  prescription  drug  lead? 


H First  and  foremost,  Peoples 

j \ J is  and  always  has  been,  a 
drug  store.  In  its  71  year 
history,  the  Peoples 
family  of  fine  stores  has 
filled  over  one  quarter  billion 
prescriptions. 

We  look  forward  to  your  continuing 
support  of  our  generic  drug  program. 

We  will,  of  course,  continue  to  main- 
tain full  inventories  of  brand  name  drugs, 
as  well. 


Sheldon  W.  Fantle 

Registered  Pharmacist 
President 
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Near-Death  Experiences: 
Dilemma  for  the  Clinician 

Raymond  A.  Moody,  Jr.,  MD,  PhD,  Charlottesville,  Virginia 


The  rapid  development  of  resuscitation  technology  points  to  an  increasing  num- 
ber of  near-death  survivors.  Many  such  survivors  relate  extraordinary  experiences 
that  profoundly  color  their  extended  lives.  The  author  classifies  a large  group  of 
these  experiences  and  formulates  the  physician’s  appropriate  response  to  them. 


Written  Especially 
For  Virginia  Medical 

Descriptions  of  phenom- 
ena experienced  by  persons 
who  almost  die  in  the  course  of  se- 
vere illness  or  injury,  or  who  are 
believed  “dead”  but  subsequently 
revive  or  are  resuscitated,  have  re- 
cently attracted  considerable  public 
interest.  Although  they  have  the  ap- 
pearance of  “newness,”  such  de- 
scriptions have  been  recorded  in 
writings  dating  back  to  antiquity, 
and  derive  from  many  cultures. 
Striking  examples  are  to  be  found  in 
works  by  Plato1,  Bede2,  De  Quin- 
cey3,  Tylor4,  Heim5,  and  Hallowed6. 
Scattered  references  are  found  also 
in  medical  literature,  as  for  instance 
in  reports  by  Jung7'8,  MacMillan 
and  Brown9,  Noyes10,  Noyes  and 
Kletti1112,  and  most  recently,  Sabom 
and  Kreutziger.13  The  phenomena 
prominent  in  these  written  accounts 

Address  correspondence  to  the  author 
at  PO  Box  5461,  Charlottesville  VA 
22903. 


Dr.  Raymond  A.  Moody,  Jr.,  is  the 
author  of  the  phenomenonally  popular 
book,Z.//e  After  Life,  which  has  gone  into 
20  printings  and  been  translated  into  sev- 
eral languages,  and  a sequel,  Reflections 
of  Life  After  Life,  published  a few  months 
ago  by  Mockingbird  Books,  Covington, 
Georgia.  Both  books  report  on  after-life 
experiences  of  persons  who  have  survived 
clinical  death.  Dr.  Moody’s  doctorate  in 
philosophy  was  earned  at  the  University 
of  Virginia,  his  medical  degree  at  the 
Medical  College  of  Georgia,  Due  to  the 
press  of  activities  associated  with  his 
books,  he  is  on  leave  of  absence  from  a 
residency  in  psychiatry  at  the  University 
of  Virginia. 


have  been  made  the  themes  of  works 
of  art  as  well,  as  in  the  illustration 
on  the  next  page,  which  reproduces 
a work  by  the  15th  Century  Dutch 
painter  Hieronymus  Bosch. 

Over  the  past  12  years,  I have  ac- 
cumulated several  hundred  accounts 
of  experiences  from  persons  who 
have  undergone  near-death  crises. 


The  first  few  I heard  simply  by 
coincidence;  afterwards  they  were 
collected  in  numerous  ways:  Persons 
would  approach  me  after  hearing 
discussions  at  professional  society 
and  other  meetings,  others  would 
write  after  reading  of  this  investiga- 
tion, and  many  were  referred  by 
other  physicians.  Formal  interviews 
have  been  conducted  with  as  many 
of  these  persons  as  possible,  now 
amounting  to  approximately  150. 
Interviewing  is  still  going  on,  and 
written  accounts  are  still  collected  in 
large  numbers  for  future  analysis. 

Several  general  points  can  be 
made  about  the  sample  thus  ob- 
tained: It  contains  individuals  of 
both  sexes,  of  ages  from  1 1 to  ap- 
proximately 75  years,  and  of  educa- 
tional levels  ranging  from  grammar 
school  to  doctoral  degrees.  Re- 
ported causes  of  “near  death”  in- 
clude cardiac  and/or  respiratory 
arrest,  anaphylaxis,  hemorrhage, 
trauma  during  accidents,  accidental 
poisonings,  intentional  overdoses, 
toxemia  of  pregnancy,  near-drown- 
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The  scene  reproduced  here,  painted  400 
years  ago  by  the  Dutch  artist  Hieronymus 
Bosch  (14507-1516),  portrays  with  aston- 
ishing accuracy  the  near-death  experience 
related  today  by  many  survivors  of  car- 
diac arrest:  In  the  presence  of  “spiritual 
beings,”  they  were  rising  upwards 
through  grey  mists  to  enter  a tunnel,  at 
the  end  of  which  shone  an  intensely 
brilliant  light. 

This  painting,  oil  on  wood,  is  one  of 
four  panels  in  the  Palace  of  the  Doges  in 
Venice.  It  is  variously  called  “Ascension 
of  the  Elect”  and  “Ascension  to  the  Em- 
pyrean.” Bosch’s  work  was  immensely 
popular  in  his  day  and  is  still  highly  re- 
garded by  art  critics.  This  painting  is 
particularly  admired,  for  its  visionary 
theme  was  realized  with  great  originality. 


ings,  and  infections  of  numerous 
kinds.  Persons  of  a broad  range  of 
religious  backgrounds  (Catholic, 
numerous  Protestant  denomina- 
tions, and  Jewish)  are  represented. 
One  of  the  many  obvious  dimen- 
sions of  bias  in  the  sample  is  the 
cultural  one:  Persons  from  outside 
the  Western,  Judeo-Christian  tradi- 
tion are  not  represented  due  to  lack 
of  accessibility  to  possible  sources 
of  reports. 

The  obviously  nonrandom  nature 
of  case-gathering,  in  addition  to  nu- 
merous other  limitations,  forbids 
one  to  call  this  a “scientific”  study, 
at  its  present  level  of  articulation. 
What  follows  in  this  report,  there- 
fore, is  intended  to  be  taken  not  as 
conclusions  but  rather  as  impres- 
sions, subject  to  considerable  revi- 
sion in  the  light  of  any  subsequent, 
systematic  investigations  of  this  phe- 
nomenon. Nevertheless,  since  ap- 
parently large  numbers  of  persons 
have  undergone  such  experiences 
while  under  medical  care,  and  in 
light  of  the  surprising  ease  which  a 
number  of  physician-investigators 
have  found  that  cases  of  this  phe- 
nomenon can  be  collected,  an  initial 
and  less  formal  report  may  be  justi- 
fied. 

Categories  of  Near-Death 
Experience 

Some  of  the  phenomena  noted 
with  regularity  by  persons  who  have 
had  near-death  experiences  include: 

• A “noise”.  Humming,  ringing, 
roaring,  whining,  buzzing,  “the 
sound  of  a swarm  of  bees,”  vibra- 
tion, etc. 

• A “tunnel”.  The  patient  may  re- 
port he  felt  he  was  passing  or 
being  drawn  down  a long,  dark 
tunnel  or,  alternatively,  a cave, 
well,  valley,  pipe,  or  cylinder. 

• “Out  of  the  body”.  Many  report 
seeing  their  own  physical  bodies 
from  a distant  point,  usually 
above,  and  can  describe  the  events 
of  the  resuscitation  from  this  per- 
spective. 

• “Panoramic  memory”.  Many  de- 


scribe how  “in  an  instant”  they 
saw  a full-color,  three-dimen- 
sional, panoramic  review  of 
“everything  I had  ever  done”  or, 
alternatively,  of  major  highlights 
of  their  lives.  This  review  is  gener- 
ally described  not  as  being  in  lin- 
ear temporal  sequence  but,  rather, 
as  “simultaneous”;  “everything 
was  there  at  once.”  It  is  often 
viewed  from  a third-person  point 
of  view. 

• Transcendence.  Numerous  re- 

ports, remarkably  consistent, 
have  been  given  of  glimpses  of  an 
after-death  realm:  of  being 

greeted  by  previously  deceased 
relatives  and  friends;  of  meeting 
with  a loving  and  accepting  being, 
identified  as  Christ  or  God,  who 
appears  in  the  form  of  an  in- 
tensely brilliant,  but  never  blind- 
ing, white  light;  and  of  traveling 
to  a realm  of  heavenly  scenery. 

• Mystical  states  of  consciousness. 
Transcendental  near-death  expe- 
riences are  typically  said  to  be 
"inefTable”  (i.e.,  ultimately  inde- 
scribable in  terms  of  ordinary  lan- 
guage) and  to  be  “noetic”  (i.e.,  to 
have  the  quality  of  revealing 
truth,  or  of  being  states  of  knowl- 
edge.) In  addition,  persons  having 
them  often  remark  that  they  expe- 
rienced feelings  of  great  peace,  of 
unity  with  God  and  with  all 
things,  and  alterations  of  the 
sense  of  time  to  a point  where 
time  was  not  even  a component  of 
the  experience  and  even  seemed  to 
slow  down  or  stop.  All  of  these 
features  are  typical,  too,  of  the 
accounts  of  persons  who  have  had 
mystical  visions. 

• After-effects.  Such  experiences, 
especially  episodes  of  transcen- 
dence, typically  leave  the  persons 
having  them  with  overwhelming 
emotions.  It  is  also  typical  of  their 
reports  that  after  the  experience 
they  wished  to  discuss  it  with  their 
physicians,  nurses,  relatives,  or 
friends,  but  either  were  rebuffed 
when  they  tried  to  do  so,  or  else 
never  made  the  effort  at  all  for 


fear  of  ridicule.  Many  report  pro- 
found changes  in  their  attitudes 
toward  life,  even  decades  after- 
ward. A very  frequent  claim  after 
a transcendental  episode  is  that 
henceforth  the  patient’s  fear  of 
death — in  the  sense  of  fear  of  an- 
nihilation of  consciousness — van- 
ished. 

Clinical  Aspects 

Upon  hearing  of  an  experience  of 
this  type,  one’s  first  impulse  may 
well  be  to  try  to  explain  it,  i.e.,  to 
show  it  to  be  a special  case  of  some 
physiological  and/or  psychological 
state  or  process  which  is  presumably 
already  understood.  It  cannot  be 
questioned  that  there  are  many 
known  phenomena  within  the  vari- 
ous fields  of  medicine  which  re- 
semble various  aspects  of  near-death 
experiences.  For  example,  patients 
put  under  general  anesthesia  (par- 
ticularly ether)  may  report  buzzing 
noises  and  a feeling  of  going  through 
a tunnel.  “Autoscopic  hallucina- 
tions”, in  which  a person  sees  an  im- 
age of  himself  projected  into  his 
visual  space,14  as  well  as  certain 
kinds  of  depersonalization  experi- 
ences,15 bear  some  resemblance  to 
the  out-of-body  phenomena  reported 
during  near-death  encounters;  and 
particularly  vivid  and  detailed 
“memory”-images  have  been  in- 
duced in  patients  in  the  course  of 
cortical  stimulation.16 

Despite  the  above  and  many  other 
physiological,  neurological,  and 
psychological  parallels  to  near- 
death experiences,  several  investiga- 
tors have  expressed  doubt  that  any 
single  such  explanation  is  adequate. 
For  example,  Noyes  and  Kletti  re- 
marked on  the  unavailability  of  “a 
single  or  unified  interpretation”12  of 
these  experiences,  while  Sabom  and 
Kreutziger  state  flatly,  “No  ade- 
quate medical  explanation  of  these 
findings  is  presently  available.”13 
The  lack  of  a completely  satisfactory 
solution  to  the  theoretical  problems 
raised  about  explanations  does  not 
eliminate,  however,  and  in  fact  per- 
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haps  even  complicates,  the  clinical 
problems  posed  by  the  occurrence  of 
these  experiences.  For  the  essential 
clinical  dilemma  can  be  formulated: 
“Flow  is  one  to  deal  with  a patient 
who  undergoes  a near-death  experi- 
ence?” 

In  light  of  what  has  been  said  by 
many  of  these  persons,  it  appears 
that  to  tell  a patient  who  reports  an 
experience  that  he  was  dreaming  or 
hallucinating  is  inadequate  in  sev- 
eral ways.  In  the  first  place,  in  view 
of  the  noetic  quality  reported  in  the 
visionary  and  transcendental  epi- 
sodes, the  patient  may  feel  emphat- 
ically in  his  own  mind  that  the  expe- 
rience was  not  “unreal.”  Many  have 
reported  that  being  told  otherwise 
only  alienated  them  and  caused 
them  to  “shut  up”  about  what  had 
happened.  In  the  instances  in  which 
the  experience  was  related  to  a phy- 
sician or  other  health  professional, 
most  state  that  the  reason  why  they 
did  so  was  not  to  reality-test  the  ex- 
perience— since  they  were  already 
sure  themselves  of  its  reality — but 
rather  simply  to  learn  whether  the 
physicians  had  heard  of  this  happen- 
ing to  others.  Many  seem  to  feel  that 
having  their  experience  labeled  as  a 
hallucination  was,  in  effect,  to  deni- 
grate something  which  was  of  su- 
preme spiritual  significance  to  them 
by  assimilating  it  to  such  states  as 
“seeing  pink  rats  during  DT’s”  It 
might  be  of  interest  to  note  that 
while  persons  who  see  crawling  ani- 
mals during  delirium  tremens  com- 
monly admit,  after  the  withdrawal 
crisis  is  over,  that  their  impressions 
were  “unreal,”  the  situation  is  dif- 
ferent with  those  who  have  had  tran-' 
scendental  near-death  encounters. 
Here,  the  tendency  seems  to  be  to 
accept  the  experience  and  to  in- 
tegrate it  more  fully  in  the  person’s 
outlook  and  world-view  as  time  goes 
on.  Even  those  who  never  men- 
tioned the  experience  to  anyone  else 
have  reported  that  they  thought 
about  it  often,  and  that  months  and 
even  years  later  it  still  remained  very 
clear  and  meaningful  to  them. 


Hence,  regardless  of  the  technical 
correctness  or  lack  of  it  in  describing 
these  visionary  episodes  as  halluci- 
nations, the  problem  of  what  the  pa- 
tient is  to  be  told  remains.  Perhaps 
the  best  the  physician  can  do  it  to 
reassure  the  patient  that  he  is  not 
alone,  that  many  others  under  sim- 
ilar circumstances  have  resported 
similar  phenomena,  and  that  ulti- 
mately it  is  for  him  to  decide  what 
the  experience  means  for  him  in  his 
own  life. 

The  importance  of  the  clinical  is- 
sues surrounding  near-death  experi- 
ences is  not  diminished  by  the  fact 
that  not  everyone  who  is  resusci- 
tated after  a cardiac  arrest  or  other 
near-death  crisis  remembers  any 
sort  of  experience.  For  the  rapid  de- 
velopment of  resuscitation  tech- 
nology, and  its  current  widespread 
availability,  has  created  a situation 
in  which  large  numbers  of  persons 
are  being  revived  after  close  calls 
with  death.  Hence,  even  if  only  a 
small  percentage  of  them  have  had 
experiences,  the  actual  number  of 
such  persons  is  potentially  quite 
large.  The  question  of  what  the  ac- 
tual percentage  is  could  not  be  ad- 
dressed by  my  own  study,  or  that  of 
Noyes  and  Kletti,  since  in  both  cases 
the  manner  of  gathering  reports  ob- 
viously excludes  from  consideration 
resuscitated  persons  who  remember 
nothing.  In  the  Sabom-Kreutziger 
study  the  procedure  was  different; 
50  patients  with  documented  near- 
death encounters  were  asked  what 
they  remembered.  Out  of  this  group, 
no  fewer  than  1 1 reported  experi- 
ences.13 If  this  percentage  of  roughly 
20%  holds  up  in  future,  prospec- 
tively-collected series  of  cases,  the 
issue  of  how  to  deal  with  persons 
who  undergo  profound  transcen- 
dental experiences  in  connection 
with  medical  procedures  employed 
with  increasing  frequency  assumes 
more  clinical  significance.  At  any 
rate,  a greater  awareness  on  the  part 
of  physicians  of  the  possible  occur- 
rence of  such  experiences  is  in- 
dicated. 
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Clinical  Pathology 


Infectious  Diseases  of  Gastrointestinal 
Origin  in  the  Richmond,  Virginia,  Area 

Marvin  J.  Allison,  PhD,  Harry  P.  Dalton,  PhD, 
and  Mario  R.  Escobar,  PhD,  Richmond,  Virginia 


The  authors  analyze  hospitalized  patients  from  1963-1975  and  find  changes 
in  bacterial  species  present  in  infection  of  gastrointestinal  origin. 


THE  INFECTIOUS  DISEASES  of  gastrointesti- 
nal origin  are  endemic  in  humans  in  many  coun- 
tries and  are  most  commonly  due  to  Salmonella  and 
Shigella,  or  occasionally  to  Arizona,  Clostridia  and 
Staphylococci.  In  the  US,  these  diseases  occur  con- 
stantly despite  rigid  health  standards  and  good  public 
health  measures;  indeed,  it  has  been  estimated  that 
only  a few  of  us  pass  a year  without  one  or  more 
bouts  of  infection  due  to  these  organisms.  In  this 
regard,  a study  was  done  at  the  Medical  College  of 
Virginia  Hospitals  for  the  years  1956  to  1962. 1 How- 
ever, this  more  recent  epidemiological  survey  may  be 
useful  to  determine  possible  changes  of  bacterial  spe- 
cies during  the  last  13  years.  The  cases  included  here 
are  limited  only  to  patients  requiring  hospitalization. 


A total  of  945  patients  were  seen  at  the  Medical 
College  of  Virginia  Hospitals  during  the  period  1963- 
1975  with  a presumptive  diagnosis  of  bacterial  in- 
fection of  possible  gastrointestinal  origin. 

Of  the  first  positive  specimens  from  patients  with 
salmonellosis,  25%  of  the  554  isolates  in  diseases  of 
Salmonella  etiology  were  recovered  from  sources  out- 
side the  gastrointestinal  tract.  A total  of  388  Shigella 
(133  in  Group  B,  1 in  Group  C,  and  254  in  Group  D) 
and  two  Arizona  isolates  were  recovered  from  the 
stool.  These  944  cases  represent  73  cases/year  for  the 
13-year  period.  The  earlier  study  from  1956-1962  had 
only  58  cases/year.  Thus,  in  the  last  13  years  there 
was  a considerable  increase  in  the  number  of  cases  of 
these  diseases.  From  an  etiologic  point  o-f  view. 


Table  1.  Sources  of  First  Positive  Specimen  for  Salmonella  From  554  Patients  With  Disease  Generally  Due  to  “Food  Poisoning"  1963-1975. 


Number  of  Positive  Cultures  Per  Group 

Specimen  Source 

B 

c, 

C2  D E,  E2  E4  G2  K 

O 

% Total  No. 

Blood 

27 

18 

0 

13 

0 

0 

0 

0 

1 

0 

11. 

59 

Stool 

234 

71 

44 

48 

9 

3 

1 

1 

0 

2 

75. 

413 

Urine 

10 

5 

4 

2 

1 

0 

0 

0 

0 

0 

4. 

22 

Eye 

1 

0 

0 

0 

0 

0 

0 

0 

0 

0 

— 

i 

Respiratory 

4 

2 

0 

0 

0 

0 

0 

0 

0 

0 

1. 

6 

Aneurysms 

0 

1 

0 

4 

0 

0 

0 

0 

0 

0 

1. 

5 

Central  Nervous  System 

5 

1 

0 

0 

0 

0 

0 

0 

0 

0 

1. 

6 

Abscesses 

3 

4 

0 

3 

0 

0 

0 

0 

0 

0 

2. 

10 

Joints 

1 

4 

0 

0 

0 

0 

0 

0 

0 

0 

1. 

5 

Wounds 

7 

4 

0 

1 

0 

0 

0 

0 

0 

0 

2. 

12 

Genitalia 

3 

2 

2 

1 

0 

0 

0 

0 

0 

0 

2 

8 

Peritoneum 

0 

2 

0 

1 

0 

0 

0 

0 

0 

0 

— 

3 

Bile 

1 

0 

0 

3 

0 

0 

0 

0 

0 

0 

— 

4 

Totals 

296 

1 14 

50 

76 

10 

3 

1 

1 

1 

2 

100. 

554 
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Table  2.  Isolation  of  Salmonella,  Shigella  and  Arizona  on  a Yearly  Basis  During  1963-1975. 


Salmonella 

Shigella 

Arizona 

Year 

B 

c, 

c2 

D 

E 

Other 

Total 

A 

B 

C 

D 

Total 

1963 

20 

3 

2 

3 

0 

1 

29 

0 

26 

0 

16 

42 

0 

1964 

10 

5 

3 

2 

2 

0 

22 

0 

23 

0 

25 

48 

0 

1965 

24 

23 

4 

18 

1 

0 

70 

0 

18 

0 

7 

25 

0 

1966 

16 

15 

5 

10 

I 

0 

47 

0 

14 

1 

19 

34 

0 

1967 

30 

9 

1 

9 

0 

0 

49 

0 

1 1 

0 

45 

56 

0 

1968 

31 

14 

4 

9 

1 

1 

60 

0 

6 

0 

71 

77 

0 

1969 

18 

9 

8 

4 

3 

0 

42 

0 

2 

0 

2 

4 

1 

1970 

18 

4 

4 

13 

1 

0 

40 

0 

5 

0 

3 

8 

0 

1971 

26 

12 

4 

1 

0 

0 

43 

0 

12 

0 

6 

18 

0 

1972 

11 

2 

3 

4 

2 

0 

22 

0 

4 

0 

54 

58 

1 

1973 

23 

4 

5 

4 

0 

0 

36 

0 

1 

0 

2 

3 

0 

1974 

33 

5 

7 

5 

2 

0 

52 

0 

0 

0 

4 

4 

0 

1975 

30 

1 1 

0 

3 

i 

2 

47 

0 

1 1 

0 

2 

13 

0 

Salmonella  infections  increased  from  21  cases/year  in 
1956-1962  to  46  cases/year  in  1963-1975.  Shigella 
infections  dropped  from  37  cases  to  30  cases/year 
during  this  same  interval.  The  rise  in  Salmonella  in- 
fections is  compatible  with  that  reported  at  the  na- 
tional level.2  As  these  bacteria  are  often  contracted 
from  animal  products,  especially  poultry  and  raw 
meat,  increased  consumption  of  these  products  may 
well  account  for  many  of  the  infections  (one  should 
remember  that  uncooked  meat  is  sold  with  no  guar- 
antee of  being  free  of  “food  poisoning”  organisms). 
Shigellosis,  on  the  other  hand,  is  transmitted  from 
man  to  man  or  by  insects  or  fomites  and  is,  therefore, 
preventable  by  regulatory  public  health  measures. 

Salmonella  produces  a wide  variety  of  pathology 
depending  on  the  bacterial  species  as  well  as  the 
resistance  of  the  host.  The  species  most  commonly 
associated  with  extraintestinal  pathology  in  Group  B 
were  S typhimurium  and  S heidelberg  resulting  in 
septicemia,  pneumonia,  meningitis,  osteomyelitis, 
wound  infections,  and  abscesses  in  the  female  gen- 
italia. Patients  with  Group  C extraintestinal  lesions 
were  most  commonly  found  to  harbor  5 cholerae-suis 
var  Kunzendorf,  with  only  four  of  14  isolates  recov- 


Table 3.  Yearly  Distribution  of  the  Four  Most  Common  Salmonella 
Serotypes  During  1963-1975. 


Year  typhimurium  heidelberg 

infantis 

enteritidis 

1963 

14 

5 

3 

3 

1964 

8 

0 

0 

0 

1965 

15 

4 

14 

15 

1966 

7 

4 

10 

8 

1967 

20 

5 

3 

8 

1968 

18 

6 

4 

9 

1969 

9 

5 

4 

3 

1970 

9 

5 

2 

1 1 

1971 

16 

2 

5 

1 

1972 

6 

3 

0 

3 

1973 

16 

0 

2 

4 

1974 

10 

14 

2 

1 

1975 

1 1 

19 

0 

3 
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ered  from  stools.  The  latter  organism  had  previously 
been  associated  with  arterial  aneurysm  in  Virginia.3 
In  Group  D,  5 enteritidis  and  S typhi  have  also  been 
associated  with  extraintestinal  lesions.  Four  of  the  six 
aneurysms  associated  with  Salmonella  were  due  to  S 
enteritis.  Of  the  eight  patients  from  whom  S typhi  was 
recovered,  only  one  had  the  organism  initially  iso- 
lated from  the  stool.  Among  the  less  common  types 
of  disease  were  six  cases  of  bronchopneumonia  and 
one  case  of  eye  infection. 

The  annual  distribution  of  Salmonella,  Shigella, 
and  Arizona  is  listed  in  Table  2.  As  can  be  observed, 
a number  of  outbreaks  of  shigellosis  was  associated 
with  Group  B during  the  years  1963  and  1964.  There 
were  outbreaks  of  Group  D in  1967-1968  and  1972.  A 
number  of  Salmonella  outbreaks  also  occurred  dur- 
ing these  years.  One  such  outbreak  occurred  among 
hospitalized  patients  and  was  due  to  S enteritidis  and 
S typhimurium.  The  mortality  in  the  hospital-ac- 
quired disease  was  44%  as  opposed  to  less  than  1%  in 
the  other  cases. 

Table  3 shows  the  distribution  of  the  four  common 
Salmonella  species.  Note  that  for  the  years  1965-1966 
there  was  an  outbreak  due  to  S'  infantis  and  S enteri- 


Table  4A.  Comparative  Distribution  of  Salmonella  Serotypes  in 
Group  “B"  Between  the  1956-1962  and  1963-1975  Periods. 


Serotype* 

1956-1962 

1963-1975 

typhimurium 

54 

128 

Chester 

2 

5 

blockley 

0 

3 

heidelberg 

6 

72 

derby 

7 

8 

st.  paul 

2 

14 

schwarzengrund 

0 

5 

paratyphi  B 

1 

6 

indiana 

4 

5 

reading 

miscellaneous 

3 

1 

3 

1 1 

* Serotypes  classified  as  miscellaneous  include  less  than  3 isolates 
per  serotype 


Table  4B.  Comparative  Distribution  of  Salmonella  Serotypes  in 
Group  “C”  Between  the  1956-1962  and  1963-1975  Periods. 


Subgroup  Serotype* 

1956-1962 

1963-1975 

C,  infantis 

7 

49 

choleraesuis 

(Kunzendorf) 

12 

14 

montevideo 

4 

13 

bareilly 

2 

7 

oranienburg 

6 

3 

hartford 

0 

3 

thompson 

0 

20 

miscellaneous 

1 

7 

C2  newport 

3 

16 

blockley 

1 

9 

manhattan 

1 

12 

litchfield 

5 

7 

miscellaneous 

3 

6 

* Serotypes  classified  as  miscellaneous  include  less  than  3 
isolates  per  serotype 


tidis.  On  the  other  hand.  S heidelberg  prevailed  dur- 
ing the  years  1974-1975. 

The  comparative  distribution  of  Salmonella  se- 
rotypes between  the  1956-1962  and  1963-1975  periods 
is  shown  in  Tables  4A-4C.  There  was  a total  of  65 
species  seen  during  this  interval;  27  species  were  seen 
from  1956  to  1962  and  61  species  from  1963  to  1975. 
Although  S typhimurium  remained  the  single  domi- 
nant species  from  1956  to  1975,  there  was  a constant 
change  among  species  of  lower  frequency.  Many  of 
these  were  noted  to  establish  themselves  in  the  popu- 
lation for  a time,  then  disappearing  to  be  replaced  by 
others. 

It  is  important  to  monitor  these  infectious  agents  in 
our  environment  to  remind  us  that  even  though  they 
may  be  held  in  check  through  public  health  measures. 


Table  4C. 

Comparative  Distribution 

of  Salmonella  Serotypes  in 

Groups  D, 

E,  G.  K,  and  O Between 

1956-1962  and 

1963-1975. 

Group 

Serotype 

1956-1962 

1963-1975 

D 

enteritidis 

4 

60 

berta 

0 

3 

eastbourne 

0 

3 

typhi 

14 

8 

pensacola 

0 

1 

javiana 

2 

0 

E 

anatum 

1 

5 

Uganda 

0 

1 

amager 

0 

2 

london 

0 

2 

drypool 

0 

i 

binza 

0 

i 

senftenberg 

0 

i 

unclassified 

0 

i 

G 

Worthington 

1 

0 

cubana 

0 

1 

K 

cerro 

0 

1 

O 

adelaide 

0 

2 

they  still  are  present  from  time  to  time  in  epidemic 
form. 
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Do  Surgeons  Contribute  Adequately  To 

Stoma  Aftercare? 

M.  C.  Wilhelm,  MD,  Charlottesville,  Virginia 

Many  do  not,  says  a group  of  ileostomy  and  colostomy  patients.  They 
suggest  that  the  surgeon  who  is  unprepared  to  counsel  and  manage  stoma  care 
should  not  perform  this  type  of  surgery. 


RECOVERY  from  a serious  illness  requires  psy- 
chologic and  physiologic  support.  In  no  condi- 
tion is  this  more  important  than  after  an  operation 
requiring  the  formation  of  a stoma.  To  the  surgeon 
concerned  with  striving  for  a “cure,”  the  formation 
of  the  stoma  is  a necessary  task  after  what  may  have 
been  a long  operation.  To  the  patient,  the  operation 
itself  is  of  course  vital,  but  the  stoma  is  there  for  life 
and  must  be  dealt  with  on  a continuing  basis.  Sup- 
port in  management  of  the  stoma  can  significantly 
reduce  the  physical  and  mental  stress  produced  by 
this  operation. 

In  an  attempt  to  determine  the  extent  of  surgeon 
participation  in  the  aftercare  of  a stoma,  a question- 
naire was  circulated  among  individuals  with  stomas 
who  attended  volunteer  visitor  training  sessions  con- 
ducted by  the  Virginia  Division  of  the  American  Can- 
cer Society.  There  were  78  replies  to  the  question- 
naire, from  ileostomy  and  colostomy  patients.  Their 
operations  had  been  performed  in  many  different 
communities,  and  the  majority  had  been  operated  on 
within  the  last  six  years. 

The  major  questions  asked  and  the  answers  given 

Address  Dr.  Wilhelm  at  920  East  High  Street,  Char- 
lottesville VA  22901 . 

Sponsored  by  the  Professional  Education  Committee, 
Virginia  Division,  American  Cancer  Society. 


by  these  patients  are  listed.  Some  of  the  patients  did 
not  answer  the  first  question. 

Yes  No 

Should  the  stoma  be  discussed  by  the 

surgeon  preoperatively? 

Did  the  surgeon  help  with  stoma  care 

71 

2 

postoperativelv? 

Did  the  surgeon  help  with  selection  of 

38 

40 

appliances  or  necessary  equipment? 

Did  an  enterostomal  therapist  help  in 

31 

47 

your  care? 

Were  you  visited  by  another  person  with 

38 

40 

a stoma? 

44 

34 

Discussion 

Answers  to  these  questions  were  amplified  by  com- 
ments from  the  participants.  With  respect  to  the  first 
question,  it  was  universally  agreed  that  preoperative 
discussion  of  the  stoma  with  the  patient  should  be 
carried  out  by  the  surgeon.  The  desired  depth  of  this 
discussion  varied  from  great  detail  to  casual.  How- 
ever, all  participants  felt  that  the  surgeon  should 
tailor  his  comments  regarding  the  stoma  to  each  pa- 
tient's interest  and  ability  to  comprehand  at  that 
time.  In  no  case  was  it  felt  that  this  discussion  should 
be  delegated  to  the  nurse. 

Less  than  50%  of  the  surgeons  for  this  group  of 
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patients  participated  in  the  care  of  the  stoma  post- 
operatively,  or  in  the  selection  of  the  necessary  equip- 
ment. Not  only  did  the  surgeon  not  participate,  but 
misinformation  by  the  surgeon  was  frequent,  partic- 
ularly with  respect  to  ileostomies.  The  most  frequent 
suggestion  offered  the  surgeon  by  these  individuals 
was  that  he  acquaint  himself  with  stoma  care  and 
with  the  equipment  that  is  available  to  help  in  this 
care.  Many  patients  felt  quite  strongly  that  a surgeon 
who  is  not  prepared  to  advise  in  stoma  care  should 
not  perform  this  type  of  surgery. 

Visitation  by  another  stomal  patient  was  felt  by 
these  patients  to  be  of  considerable  help  psychologi- 
cally. Ideally,  a trained  ostomy  visitor  should  be  uti- 
lized for  this  service. 

Enterostomal  therapists  played  an  important  role 
in  the  management  of  the  stomas  as  well  as  the  selec- 
tion of  equipment  in  many  of  these  patients.  How- 
ever, the  majority  of  stomal  surgery  carried  out  today 
is  in  hospitals  which  do  not  have  an  enterostomal 
therapist.  The  surgeon  must  assure  that  the  patient 
receives  equivalent  support. 

Conclusion 

The  evidence  of  this  study  suggests  that  many  sur- 
geons performing  stomal  surgery  do  not  participate 
in  the  management  of  the  stoma.  A patient  requiring 
a stoma  must  accept  a major  alteration  in  body  image 
for  life.  A surgeon  performing  stomal  surgery  must 
accept  the  responsibility  for  providing  the  compre- 
hensive support  necessary  to  enable  the  patient  to 
adjust  to  this  alteration  with  as  little  psychic  trauma 
as  possible. 

There  are  proper  ways  to  perform  a stoma  so  that 
it  not  only  functions  well  but  is  located  in  the  least 
conspicious  and  most  easily  managed  position.  There 
are  excellent  booklets  available  for  all  types  of  stomal 
patients  through  the  Ostomy  Association  or  from  the 
local  office  of  the  American  Cancer  Society.  There 
are  trained  ostomy  visitation  programs  available  free 
of  charge  in  most  areas  of  Virginia. 


TRENDS  COMMENT 


Dr.  Wilhelm  has  done  a great  service  in  providing  a 
questionnaire  to  patients  undergoing  ileostomy  or 
colostomy  and  then  tabulating  the  results.  Although 
not  surprising  to  those  closely  involved  in  the  care  of 
such  patients,  the  conclusions  are  most  valuable  and 
their  implications  cannot  be  over-emphasized,  it 
would  appear  that  the  majority  of  patients  who  re- 
ceive a stoma  are  essentially  self-taught  in  its  after- 
care. The  enterostomal  therapist  played  a more  im- 
portant role  than  any  others  in  the  patient’s 
adjustment,  although  visitations  from  other  ostomy 
patients  were  of  critical  import.  Sadly,  surgeons  had 
little  to  do  with  preoperative  support  or  post- 
operative management  of  such  patients 

The  implications  are  evident:  we  must  first  train 
more  enterostomal  therapists  so  that  they  are  avail- 
able for  all  patients  who  have  need  of  their  counsel, 
advice  and  guidance.  Secondly,  we  must  support  the 
American  Cancer  Society,  which  is  most  important  in 
providing  volunteer  visitation  for  such  patients. 

The  most  important  recommendation  that  should 
be  derived  from  this  report,  however,  relates  to  the 
surgeon's  role  in  the  care  of  such  patients.  We  must 
provide  more  specific  training  of  our  surgeons  to 
prepare  them  to  relate  to  patients  who  undergo  such 
procedures.  We  must  impress  upon  our  surgical  col- 
leagues (particularly  trainees)  their  vital  and,  to  date, 
largely  unfulfilled  role  in  the  total  care  of  patients. 
There  is  little  question  that  the  majority  of  practicing 
surgeons  construct  technically  satisfactory  and  work- 
able stomas:  there  is  a real  question  whether  they  are 
capable  of  advising  patients  in  the  care  of  them.  It  is 
hoped  that  more  attention  will  be  given  to  research 
efforts  to  improve  currently  acceptable  methods  of 
stoma  construction  and  care. 

Francis  E.  Rosato,  MD 
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Special  Article 


Relicensure  and  Recertification: 
Where  They’ve  Been,  Where  They’re  Going 

Warren  H.  Pearse,  MD,  Chicago,  Illinois 


“This  once,  medicine  appears  to  have  moved  ahead  of  societal  demand  and 
made  the  changes  itself,  rather  than  having  the  changes  imposed  by  a govern- 
mental agency.” 


WITHIN  the  past  few  years  there  has  been  a 
great  deal  of  activity  in  the  medical  profession 
relating  to  assuring  the  continuing  competence  of 
physicians.  Two  areas  in  this  quest  for  assurance  that 
have  caused  considerable  physician  concern  are  reli- 
censure and  recertification. 

Definition. 

At  the  outset,  let  us  distinguish  between  a license 
and  a certificate.  A license  is  a legal  permit  to  do 
something.  It  is  ordinarily  conferred  by  a govern- 
mental agency.  Driver's  licenses,  marriage  licenses, 
and  licenses  to  practice  medicine  are  examples.  The 
permit,  having  been  given,  may  also  be  taken  away  or 
revoked  under  certain  circumstances,  and  each  of  the 
three  foregoing  are  examples  of  licenses  which  may 
be  revoked. 

Certification,  on  the  other  hand,  is  a reward  for 
accomplishment  or  recognition  of  special  achieve- 
ment. The  MD  degree,  a certificate  from  a hospital 
upon  completion  of  a residency  or  certification  by  an 
American  board  are  examples.  These  recognitions  of 
accomplishment  cannot  be  taken  away  or  revoked 
unless  the  original  award  was  conditional.  For  ex- 
ample, the  American  Board  of  Obstetrics  and  Gyne- 
cology indicates  that  the  certificate  may  be  revoked 
only  if  false  information  was  given  in  application  to 

Dr.  Pearse  is  Executive  Director  of  the  American  College 
of  Obstetricians  & Gynecologists,  One  East  Wacker  Drive, 
Chicago  !L  60601 . 

Presented  in  part  at  the  Annual  Meeting  of  The  Medical 
Society  of  Virginia,  Williamsburg,  November  5,  1976. 


the  Board  or  there  is  violation  of  standards  of  the 
ethical  practice  of  medicine. 

Motivation. 

What  is  the  sudden  pressure  for  relicensure  and 
recertification?  The  often  used  statement,  “If  we 
don’t  do  it,  the  government  will  do  it  for  us,"  does 
not  always  have  a basis  in  fact,  but  in  this  instance,  it 
does.  The  1970  HEW  Health  and  Improvement 
Training  Act  required  a national  corporation  for  ac- 
creditation which  included  medicine.  Before  this  was 
implemented,  however,  medicine  was  specifically  ex- 
cluded by  subsequent  legislation  passed  in  1973.  In 
that  same  year,  the  written  legislative  intent  accom- 
panying health  manpower  legislation  stated — al- 
though this  does  not  have  the  force  of  law,  “Profes- 
sional organizations  (such  as  specialty  boards)  are 
urged  to  incorporate  a specific  requirement  for  assur- 
ance of  a continuing  level  of  practitioner  compe- 
tence.” 

In  the  Health  Professions  Education  Assistance 
Act  of  1974,  the  following  amendment  was  inserted 
by  Senator  Edward  Kennedy:  “Section  799  A (a)  (1 ). 
Within  two  years  of  the  date  of  enactment  of  this 
part,  the  Secretary  (of  HEW)  shall,  in  consultation 
with  appropriate  professional  organizations,  and  in 
cooperation  with  any  recognized  national  profes- 
sional testing  organization  or  organizations,  develop 
and  establish  national  standards  for  the  licensure  of 
physicians  and  dentists  and  prepare  appropriate  ex- 
aminations for  the  initial  licensure  and  appropriate 
procedures  for  the  subsequent  renewals  of  such  licen- 
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sure  (which  shall  be  required  periodically  but  at  least 
once  every  six  years).”  This  section  of  the  bill  was 
deleted  before  final  passage. 

At  the  present  time,  there  is  no  federal  legislation 
which  requires  either  relicensure  or  recertification  of 
physicians.  Nonetheless,  the  legislative  intent  over 
the  past  several  years  is  clear  and  certainly  suggests 
that  federal  legislation  will  be  forthcoming  unless 
medicine  takes  specific  action  on  its  own. 

Arguments. 

The  arguments  pro  and  con  concerning  relicensure 
and  recertification  have  been  intense.  They  frequently 
sound  like  those  heard  over  abortion  or  other 
strongly  held  positions,  in  which  each  side  believes 
his  own  and  is  unwilling  to  listen  to  the  other. 

Con:  Those  speaking  in  opposition  say  that  physi- 
cian professionals  will  continue  their  competence, 
and  there  is  no  need  for  tedious  procedures  of  recerti- 
fication. Further,  examinations  don't  measure  the 
ability  to  practice  medicine.  Why  don't  we  recertify 
lawyers  and  congressmen  first,  and  then  physicians 
would  be  willing  to  accept  the  burden?  There  isn’t 
any  law  requiring  us  to  do  it,  why  don’t  we  wait  until 
we  have  to  do  something?  Or,  as  one  pathologist  said, 
“When  something  isn’t  worth  doing,  why  are  you 
trying  so  hard  to  do  it  well?” 

Pro:  Those  arguing  in  favor  say  that  profes- 
sionalism and  competence  mark  a professional;  why 
should  we  not  be  the  most  professional  we  can  and 
demonstrate  it  by  recertification?  Let’s  do  it  now  and 
do  it  our  way — if  we  wait,  we’ll  have  to  do  it  the  way 
the  lawyers  and  the  Feds  want — there  are  already 
three  times  as  many  lawyers  as  physicians.  Finally, 
the  periodic  reexamination  of  airline  pilots  is  usually 
cited  as  a successful  procedure  with  which  everyone 
concurs. 

Methods. 

Broadly  speaking,  there  are  three  approaches 
which  might  assure  continuing  competence:  acquir- 
ing some  specified  number  of  hours  in  continuing 
education,  practice  audit  and  peer  review,  and  exami- 
nation. A number  of  states  and  medical  societies  have 
moved  actively  in  the  direction  of  continuing  educa- 
tion requirements.  The  situation  changes  almost  day- 
to-day,  but  as  of  April  1,  1977,  the  Medical  Practice 
Acts  in  17  states  give  the  state  boards  of  medical 
examiners  authority  to  require  evidence  of  continuing 
medical  education  as  a condition  for  reregistration  of 
the  license  to  practice  medicine.  Additionally,  17 
state  medical  societies  have  made  decisions  which 
require  continuing  medical  education  as  a condition 
of  membership.  Three  of  these  states,  Arizona,  Cali- 
fornia, and  Kansas,  overlap  with  those  in  which  con- 
tinuing education  is  required  for  relicensure.  Addi- 


tionally, twelve  medical  specialty  societies  either 
suggest  or  require  continuing  medical  education  for 
continuing  membership  in  the  society. 

Working  under  the  umbrella  of  the  American 
Board  of  Medical  Specialties,  all  22  primary  medical 
specialty  boards  have  established  a policy  to  provide 
recertification.  Fourteen  of  these  have  already  estab- 
lished dates  for  recertification  procedures,  varying 
from  the  Boards  of  Internal  Medicine  and  Family 
Practice,  which  have  already  given  their  first  exami- 
nation, to  the  Boards  of  Surgery,  Thoracic  Surgery, 
and  Rectal  Surgery,  which  will  give  the  first  examina- 
tion in  1985  or  later.  An  additional  eight  boards  have 
endorsed  the  policy  of  recertification  but  have  not  yet 
established  procedures. 

A discussion  of  the  use  of  practice  audit  or  peer 
review  in  demonstrating  continuing  competence  is 
outside  the  scope  of  this  discussion.  However,  the 
procedures  of  some  boards  for  recertification  include 
either  or  both  practice  audit  and  a continuing  educa- 
tion requirement  in  addition  to  formal  examination. 

It  is  easier  to  point  out  the  deficiencies  of  each  of 
these  approaches  than  it  is  their  virtues.  While  credit 
for  continuing  education  efforts  is  becoming  more 
sophisticated  and  ultimately  will  probably  include 
some  sort  of  knowledge-testing  procedure  following 
the  experience,  it  certainly  is  and  has  been  possible  to 
sign  in  at  a postgraduate  course  in  a resort  area,  play 
golf  for  three  sunny  days,  and  return  home  refreshed 
if  not  reeducated.  Practice  audit  and  peer  review  is 
still  in  the  embryonic  state.  Recent  publications  have 
suggested  that  process  criteria  used  for  audit  cannot 
be  related  to  successful  patient  outcome.  Finally, 
multiple  choice  questions  don’t  necessarily  demon- 
strate the  ability  to  make  a diagnosis  or  deal  with  all 
of  the  involved  factors  in  a complex  medical  or  surgi- 
cal patient  problem. 

In  the  specialty  of  obstetrics  and  gynecology,  the 
decision  was  made  by  the  American  Board  to  offer  a 
voluntary  recertification  program  with  the  first  cycle 
beginning  in  the  summer  of  1976.  Each  Diplomate  of 
the  Board  was  sent  a questionnaire  which  was  aimed 
at  collecting  demographic  data  and  constructing  a 
profile  of  practice  activities  for  the  individual.  The 
opportunity  for  participation  in  the  initial  cycle  was 
offered  to  all  individuals  who  had  been  certified  for  at 
least  six  years,  who  returned  a correct  and  completed 
questionnaire,  and  who  carried  on  a practice  in- 
volving hospitalization  of  patients. 

A total  of  1 ,692  Diplomates,  or  somewhat  less  than 
20%  of  those  eligible,  entered  this  first  recertification 
cycle.  They  received  instructions  for  collecting  data 
on  their  practice  from  the  period  July  1976  through 
June  1977.  It  was  anticipated  that  group  norms 
( Continued  on  page  705.) 
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( Continued  from  page  700.) 
would  be  established  for  a number  of  practice  activi- 
ties, and  those  identified  as  deviating  significantly 
from  the  norms  in  one  or  more  categories  might  be 
asked  for  additional  justification  of  their  practice  pat- 
terns. The  Board  distributed  a “pre-test”  in  January 
of  1977  which  was  designed  for  completion  at  home, 
return  to  the  Board  for  scoring,  and  subsequent  re- 
turn to  the  individual  physician  with  an  indication  of 
correct  and  incorrect  answers.  The  final  recertifica- 
tion exam  of  the  first  cycle  is  set  for  December  1977. 

At  the  same  time,  the  American  College  of  Obstet- 
ricians and  Gynecologists  has  worked  to  develop  ed- 
ucational programs  for  all  individuals  in  the  spe- 
cialty, but  with  some  of  these  designed  to  be 
specifically  utilized  by  the  recertification  candidate. 
Precis,  An  Update  in  Obstetrics  and  Gynecology , rep- 
resenting a compendium  of  areas  in  obstetrics  and 
gynecology  in  which  new  information  has  been  gener- 
ated or  the  role  of  the  obstetrician-gynecologist  re- 
cently amplified  or  clarified,  was  published  in  Janu- 
ary 1977.  A series  of  postgraduate  courses,  offered 
both  in  conjunction  with  ACOG  meetings  and  free- 
standing about  the  country,  together  with  up-date 
audio  tapes,  provide  an  opportunity  for  the  specialist 
to  review  his  or  her  knowledge  of  new  aspects  of  the 
discipline. 

A small  liaison  group  between  the  examining  and 
certifying  agency  (the  American  Board)  and  the  edu- 
cational organization,  (the  American  College)  has 
reviewed  questions  from  the  pre-test  and  from  the 
final  certifying  examination  to  be  certain  they  are 
relevant  to  the  day-to-day  clinical  practice  of  the 
specialty.  The  recertification  procedure  is  voluntary, 
although  it  is  still  offered  only  to  individuals  who  are 
in  practice  involving  routine  hospitalization  of  pa- 
tients. A second  cycle  is  now  open  to  all  Diplomates, 
regardless  of  the  year  of  their  initial  certification.  The 
recertification  procedure  is  maturing. 

Case  History:  Internal  Medicine. 

A CPC  is  always  useful  in  clinical  medicine.  In  this 
context,  the  experience  of  the  American  Board  of 
Internal  Medicine,  which  carried  out  its  first  recertifi- 
cation cycle  in  1974,  is  of  interest.  Details  were  de- 
scribed in  the  Annals  of  Internal  Medicine.1  Approxi- 
mately 3,300  internists  of  the  15,000  eligible  applied 
to  take  this  first  examination,  a slightly  larger  per- 
centage than  applied  in  obstetrics  and  gynecology. 
The  examination  was  preceded  by  a published  syl- 
labus, a series  of  intensive  review-type  postgraduate 
courses  given  in  a number  of  centers  across  the 
United  States,  and  a pre-test — an  approach  very  sim- 
ilar to  that  adopted  in  obstetrics  and  gynecology. 

The  final  multiple-choice  examination  was  given  in 


October  1974.  The  examination  include  274  scorable 
items  with  approximately  two-thirds  recurring  from 
the  previously  provided  self-assessment  test  and  one- 
third  from  the  files  of  the  American  Board  of  Internal 
Medicine.  Two  criteria  were  set  forth  for  questions 
on  the  final  exam.  First,  they  had  to  be  relevant  to  the 
practice  of  general  internal  medicine,  and  second, 
information  contained  in  the  question  had  to  have 
been  provided  in  the  syllabus  or  be  considered  core 
information.  The  mean  number  of  answers  correct  on 
the  test  was  79%;  the  number  of  correct  answers 
necessary  to  give  a passing  score  was  63%.  Of  all 
those  taking  the  test,  95.4%  passed. 

Various  classes  and  descriptions  were  examined  to 
see  what  factors  might  relate  to  high  test  perform- 
ance, and  these  were  of  particular  interest:  the  indi- 
viduals with  the  best  scores  on  the  test  were  under  40 
years  old,  and  those  who  had  completed  their  res- 
idency training  since  1964 — essentially  the  same 
group  of  people.  Excluding  age  (although  several  in- 
dividuals over  age  70  passed  the  examination),  other 
factors  had  little  influence  on  test  scores.  There  was 
no  significant  difference  in  the  pass  rate  based  on 
length  of  residency,  full-time  private  versus  academic 
medical  center  practice,  university  hospital  versus 
community  hospital,  or  an  urban  practice  location  as 
compared  to  a rural  area)  Anecdotally,  most  physi- 
cians who  participated  in  this  first  recertification 
cycle  believed  it  had  been  a worthwhile  educational 
experience. 

Summary. 

This  brief  discussion  is  neither  in  advocacy  for,  nor 
in  opposition  to,  recertification,  but  rather  a descrip- 
tion of  the  state  of  the  art.  It  is  apparently  true  that 
the  great  majority  of  individuals  involved  in  recertifi- 
cation consider  it  an  educational  experience  worth 
their  time  and  effort,  provided  the  procedures  do  not 
become  too  cumbersome.  I believe  we  can  expect 
continued  evolution. 

It  is  also  probably  true  that  the  move  of  all  spe- 
cialty boards  to  recertification  procedures  plus  the 
specific  continuing  education  requirements  at  the 
level  of  the  state  licensing  boards,  the  medical  so- 
cieties, and  the  specialty  societies  has  averted  a feder- 
ally-mandated program.  The  clamor  in  Washington 
for  a federally-controlled  licensing  examination  and 
relicensing  every  six  years  appears  to  have  died  down, 
and  perhaps  this  is  our  greatest  benefit.  This  once, 
medicine  appears  to  have  moved  ahead  of  societal 
demand  and  made  the  changes  itself,  rather  than 
having  had  the  changes  imposed  by  a governmental 
agency. 
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Grand  Rounds: 

Adjuv  ant  Therapy  of  Breast  Cancer 

From  the  Department  of  Medicine  of  the  University  of  Virginia 
School  of  Medicine,  Charlottesville.  Discussed  by  John  Feldmann,  MD. 
Edited  by  James  N.  Sipes,  MD,  and  Marcia  J.  Day. 


Dr.  Daniel  Mohler:  The  Medical  Grand  Rounds 
topic  today  is  the  problem  of  breast  cancer.  Dr.  Rob- 
ert Thompson  will  present  the  patient,  and  Dr.  John 
Feldmann  will  review  the  current  thinking  in  the  area 
of  adjuvant  therapy  for  breast  carcinoma. 

Presentation  of  Case 

Dr.  Robert  Thompson:  Today’s  patient  is  a 51- 
year-old  woman  who  discovered  a mass  in  her  right 
breast  in  October  1975.  She  had  no  past  history  of 
inflammatory  breast  masses  or  nipple  discharge.  It  is 
of  interest  that  she  has  had  semi-annual  breast  exam- 
inations by  her  local  physician  since  1968  and  that 
she  has  regularly  examined  herself.  In  February  1976, 
four  months  after  she  detected  the  breast  mass,  she 
visited  her  local  physician  and  was  referred  for  breast 
biopsy,  which  revealed  anaplastic  carcinoma.  A right 
radical  mastectomy  and  lymph  node  dissection  were 
performed,  and  more  than  four  axillary  nodes  were 
found  to  contain  carcinoma.  Postoperative  recovery 


was  unremarkable  and  the  patient  was  referred  to  the 
Adult  Chemotherapy  Clinic  at  the  University  of  Vir- 
ginia Medical  Center  for  consideration  of  adjuvant 
chemotherapy. 

There  was  no  family  history  of  breast  carcinoma. 
The  patient  had  four  children,  none  of  whom  had 
been  breast  fed.  She  had  taken  oral  contraceptives 
since  the  age  of  43,  beginning  in  1968,  and  experi- 
enced normal  menses  through  September  1975,  when 
she  discontinued  the  contraceptives.  Menstruation 
has  not  occurred  in  the  interim  and  menopausal 
symptoms  have  not  become  manifest. 

Physical  examination  revealed  a moderately  obese, 
middle-aged  woman  in  no  distress,  with  a blood  pres- 
sure of  155/95  mm  Hg,  pulse  of  80/min  and  regular, 
and  respirations  of  16/min.  There  was  a well  healed 
right  mastectomy  scar  with  no  evidence  of  lymph- 
edema in  the  right  upper  extremity.  The  left  breast 
was  normal.  There  was  no  left  axillary  or  supracla- 
vicular adenopathy,  but  there  was  fullness  in  the  right 
supraclavicular  fossa,  although  no  discrete  lymphade- 
nopathy  could  be  palpated.  The  lungs  were  clear  to 
percussion  and  auscultation.  The  cardiovascular  ex- 
amination was  within  normal  limits.  The  abdomen 
was  soft  and  nontender  with  no  evidence  of  hepatic 
enlargement.  Pelvic,  neurological  and  musculo- 
skeletal examinations  were  all  normal. 

Laboratory  data  at  the  time  of  presentation  to  the 
clinic  included  a hematocrit  of  45%  and  a normal 
WBC  with  a normal  differential.  The  serum  bilirubin, 
alkaline  phosphatase,  SGOT,  total  protein,  albumin 
and  calcium  were  normal.  The  chest  x-ray  revealed 
no  evidence  of  osseus,  pleural,  or  parenchymal  pul- 
monary disease. 
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Because  of  the  presence  of  carcinoma  in  multiple 
axillary  nodes  and  the  question  of  possible  abnor- 
malities in  the  right  supraclavicular  area,  the  patient 
was  evaluated  for  metastatic  disease  by  liver  scan  and 
bone  scan,  both  of  which  tests  were  negative  for 
evidence  of  such  disease. 

Discussion 

Dr.  John  Feldmann:  You  may  have  seen  an  article 
in  the  Washington  Post  on  February  18,  1976,  with  a 
headline  stating,  “Three  Drugs  Are  Found  to  Curb 
Breast  Cancer.”  The  first  paragraph  reads,  in  part: 
“A  combination  of  three  drugs  was  administered  af- 
ter surgery  and  has  . . . drastically  cut  the  recurrence 
of  breast  cancer  in  a group  of  Italian  women  . . . .” 
The  press  release  takes  its  information  from  a New 
England  Journal  of  Medicine  article  reporting  dra- 
matic results  of  a study  of  adjuvant  chemotherapy  for 
breast  carcinoma  conducted  by  Dr.  Gianni  Bona- 
donna  and  colleagues  at  the  Instituto  Nazionale  Tu- 
mori  in  Milan.1  Editorial  commentary  on  the  signifi- 
cance of  Bonadonna's  findings  and  on  the  life-saving 
potential  and  promise  of  improved  chemotherapy 
programs,  published  in  the  same  issue  of  the  New 
England  Journal  of  Medicine,2  is  cited  as  well  in  the 
Post's  story.  This  is  the  kind  of  publicity  on  adjuvant 
chemotherapy  to  which  the  public  is  being  exposed  at 
this  time. 

Public  interest  in  adjuvant  chemotherapy  was 
aroused  when  Betty  Ford  had  a radical  mastectomy; 
she  was  found  to  belong  to  the  group  of  patients  with 
one  to  three  positive  nodes  and  was  started  on  L- 
phenylalanine  mustard.  At  about  the  same  time,  Ted 
Kennedy,  Jr.,  had  an  amputation  for  chondrosar- 
coma of  the  leg  and  was  put  on  adjuvant  therapy 
consisting  of  high-dose  methotrexate  with  citrovo- 
rum  rescue,  a very  experimental  protocol. 

Adjuvant  therapy  is  the  use  of  therapeutic  mo- 
dalities, in  addition  to  the  primary  therapy,  for  two 
purposes:  to  prevent  disease  recurrence  and  to  pro- 
long patient  survival.  It  makes  no  sense  to  do  any- 
thing if  we  do  not  ultimately  prolong  survival.  It  is 
this  possibility  of  prolonging  survival — of  actually 
curing  patients  with  existing  metastatic  disease — that 
makes  adjuvant  therapy  one  of  the  most  exciting 
areas  of  medical  oncology  and  adjuvant  chemother- 
apy one  of  the  most  widely  publicized  medical  devel- 
opments. 

Adjuvant  therapy  is  based  on  the  theory  that 
metastatic  disease  is  already  present  at  the  time  of  the 
primary  tumor’s  removal.  Most  patients  develop  dis- 
tant metastatic  disease  without  actually  having  a re- 
currence at  the  site  of  the  primary  tumor.  We  assume 
that  the  metastases  are  not  the  results  of  disease  left 
behind,  but  developments  out  of  microscopic  depos- 


its of  cells  already  present  at  the  time  of  the  primary 
resection.  It  is  important  to  realize  that  metastases 
not  clinically  detectable  contain  relatively  small  num- 
bers of  cells  when  compared  to  the  clinically  apparent 
metastases  with  which  we  commonly  deal.  If  we  look 
at  the  number  of  cells  in  a nonpalpable  microscopic 
metastatic  lesion,  we  will  find  about  one  million  cells. 
When  the  lesion  is  just  palpable,  at  the  approximate 
weight  of  1 gm,  about  one  billion  cells  are  present. 
That  which  we  consider  a small  subcutaneous  lesion 
contains  approximately  10  billion  cells.  We  can  view 
this  in  another  way.  The  graph  in  Figure  1 shows  the 
number  of  tumor  doublings  versus  the  number  of 
cells  present.  It  is  apparent  that  not  until  the  tumor 


Fig.  1.  Theoretical  growth  curve  relating  number  of  tumor 
doublings  to  number  of  tumor  cells  present  and  levels  of 
clinical  awareness  of  tumor. 

has  undergone  20  doublings  does  it  become  a 1-mm 
mass — and,  at  this  size,  the  tumor  is  not  clinically 
detectable.  Seven  more  doublings  bring  the  tumor  to 
a size  that  might  render  it  visible  in  a chest  x-ray.  At 
30  doublings,  the  tumor  reaches  I cm  in  diameter  and 
can  be  detected  by  clinical  examination.  Only  five 
additional  doublings  increase  the  tumor's  size  to  1 ft 
in  diameter — the  patient  is  then  dead.  Metastatic  dis- 
ease with  visible  lesions  represents  the  disease’s  very 
late  phase.  Most  of  the  tumor’s  growth  occurs  long 
before  the  abnormality  can  be  detected  clinically.  It  is 
at  the  time  when  the  tumor  mass  is  small  that  we 
hope  our  therapy  will  be  most  effective. 

Early  metastases  have  an  interesting  growth  rate 
pattern.  At  one  time,  we  assumed  that,  regardless  of 
tumor  size,  growth  rate  was  linear,  but  experimental 
in  vitro  systems  have  given  us  new  data.  When  a 
tumor  has  grown  in  an  animal  to  palpable  size,  its 
growth  rate  is  already  beginning  to  slow  down.  Ex- 
trapolation of  this  growth  line  shows  that,  in  the  early 
stages  of  tumor  growth,  the  growth  rate  may  be  very 
rapid.  This  type  of  diminishing  growth  is  described 
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mathematically  by  the  Gompertz  function.  If  these 
cell  kinetics  are  valid,  we  have  a therapeutic  advan- 
tage. If  we  picture  a tumor  as  being  composed  of 
compartments,  with  some  cells  in  a rapidly  dividing 
compartment,  those  rapidly  dividing  cells  are  the 
ones  most  sensitive  to  our  drugs.  Simultaneously, 
within  the  same  tumor  and  at  equilibrium  with  the 
first  compartment,  there  is  another  compartment 
containing  cells  at  rest.  These  cells  are  alive  and  ca- 
pable of  full  metabolic  activity,  but  they  are  relatively 
insensitive  to  drugs.  If  the  Gompertz  function  accu- 
rately describes  the  growth  of  a metastasis,  then,  at 
the  earliest  stage  of  growth,  most  cells  must  be  in  the 
rapidly  dividing  compartment.  As  the  tumor  grows, 
becoming  clinically  visible,  more  cells  move  into  the 
resting  compartment,  and  the  tumor  becomes  less 
sensitive  to  chemotherapy.  Thus,  in  the  early  stages 
of  metastatic  development,  we  may  have  a great  ad- 
vantage in  treating  the  lesions  with  chemotherapy. 

Drugs  work  in  accord  with  a fixed  log  kill;  that  is, 
they  kill  the  same  fraction  of  cells  no  matter  how 
many  cells  are  present.  This  means  that  if  we  treat 
tumors  when  relatively  small  numbers  of  cells  are 
present,  we  have  a good  chance  of  reducing  the  cell 
mass  so  that  the  body's  defenses  can  eliminate  the 
remainder  of  the  cells  and  bring  about  a cure.  Much 
of  this  information  is  speculative,  derived  from  ex- 
periments; we  do  not  know  whether  this  process  is 
actually  operative  in  man.  Recent  evidence  regarding 
multiple  myeloma  shows  that  reduction  of  myeloma 
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Fig.  2.  Recurrence  rates  with  positive  nodes  following  radi- 
cal mastectomy  (adapted  from  Fisher). 


growth  phase  followed  by  progressive  slowing  as  the 
cell  mass  enlarges;  this  suggests  that  multiple  mye- 
loma in  man  may  follow  the  cell  kinetics  described 
above.  Although  most  of  this  background  informa- 
tion is  theoretical,  it  does  establish  a rational  basis  for 
use  of  adjuvant  therapy. 

Breast  cancer  is  the  most  common  problem  for 
which  we  use  adjuvant  therapy.  Our  drugs  work  best 
for  treatment  of  breast  cancer  tumors.  Also,  because 
breast  cancer  is  a major  health  problem  and  one 
which  receives  a good  deal  of  publicity,  it  serves  well 
as  an  example  and  a basis  for  discussion  of  adjuvant 
therapeutic  modalities  and  their  effects. 

The  incidence  of  breast  cancer  in  the  United  States, 


assuming  a population  of  100  million  women,  is 
72,000  cases  a year.  At  any  one  time,  100,000  women 
have  the  disease,  and  the  mortality  is  about  27,000 
women  a year,  a figure  very  close  to  that  of  the  actual 
observed  mortality — 30,850  in  1974.  Before  we  can 
say  that  adjuvant  therapy  is  necessary,  we  must  look 
at  the  primary  therapy  and  assess  the  effectiveness  of 
surgery  in  curing  breast  cancer  patients.  Unfortu- 
nately, because  metastatic  disease  is  a major  problem, 
radical  mastectomy  as  primary  therapy  meets  with 
only  limited  success.  Figure  2 shows  all  of  the  control 
patients  in  the  National  Surgical  Adjuvant  Breast 
Projects;  all  of  these  women  were  treated  with  radical 
mastectomy  only  and  followed  for  five  years.  Patients 
with  negative  nodes,  not  shown  in  this  table,  have  a 
disease  recurrence  rate  of  18%  over  five  years.  The 
failure  rate  of  surgery  increases  when  node  positivity 
is  considered;  positive  nodes  are  detected  in  about 
half  of  the  patients  who  undergo  mastectomy.  When 
one  to  three  nodes  are  positive,  53%  of  the  women 
experience  a recurrence  of  disease  within  five  years; 
when  four  or  more  nodes  are  positive,  80%  of  the 
patients  have  disease  recurrence  by  five  years.  Of  all 
the  patients  with  positive  nodes,  67%  have  recurrent 
disease  by  five  years.  These  data  suggest  that  surgery 
alone  is  not  sufficient. 

Prophylactic  oophorectomy  was  the  first  form  of 
adjuvant  therapy  used  in  cases  of  breast  carcinoma. 
In  1889,  therapeutic  castration  was  first  proposed  as 
being  of  value  in  premenopausal  women  with  meta- 
static carcinoma  of  the  breast.  In  the  1930's,  oopho- 
rectomy was  first  used  as  a means  of  prophylaxis  in 
premenopausal  women  who  had  had  mastectomies; 
radiation  castration  was  used  and  was  found  to  be  of 
no  value.  Studies  indicating  that  prophylatic  oopho- 
rectomy was  beneficial  were  not  controlled,  rando- 
mized, or  statistically  analyzed;  none  of  the  reports 
answered  the  question  as  to  the  value  of  prophylactic 
oophorectomy. 

In  1964,  B.  J.  Kennedy  undertook  a detailed  retro- 
spective analysis  to  see  if  he  could  determine  any 
value  for  prophylactic  oophorectomy.3  He  studied  a 
large  number  of  premenopausal  women,  all  of  whom 
had  had  an  oophorectomy,  comparing  the  group  of 
1 19  women  who  had  had  surgery  at  the  time  of  diag- 
nosis (prophylactic  oophorectomy)  to  the  group  of 
177  women  who  had  undergone  oophorectomy  at  the 
time  of  disease  recurrence  (therapeutic  oopho- 
rectomy). Kennedy  found  that,  among  the  patients 
who  had  had  prophylactic  oophorectomies,  there  was 
a possible  increase  in  the  disease-free  interval;  how- 
ever, any  increase  in  the  interval  was  of  only  border- 
line significance.  He  noted  a shorter  interval  from  the 
time  of  recurrence  to  the  time  of  death  in  the  pro- 
phylactic group,  despite  the  fact  that  the  patients  in 
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both  groups  were  treated  identically.  He  concluded 
that  there  was  absolutely  no  increase  in  overall  sur- 
vival in  patients  receiving  prophylactic  oopho- 
rectomy. 

In  1961,  the  National  Surgical  Adjuvant  Breast 
Project  (NSABP)  began  a prospective  study  of  pro- 
phylactic oophorectomy  as  part  of  a study  comparing 
prophylactic  oophorectomy  to  placebo  in  357 
women.4  All  patients  less  than  50  years  of  age  and 
having  intact  ovaries  were  considered  eligible  for  the 
study,  assuming  that  they  had  either  localized  tumor 
of  the  breast  or  disease  in  the  breast  and  axillary 
nodes.  The  patients  were  randomized  before  surgery 
to  receive  prophylactic  oophorectomy  or  three  injec- 
tions of  saline.  If  we  look  at  the  disease-free  interval 
in  this  study  at  18  months,  it  appears  that  pro- 
phylactic oophorectomy  did  indeed  cause  a slight 
delay  in  recurrence  or  bring  about  a slight  decrease  in 
the  number  of  women  with  recurrent  cancer.  But, 
when  the  study  results  after  five  years  are  examined, 
there  is  no  difference  between  the  prophylactic 
oophorectomy  group  and  the  controls  in  terms  of 
probability  of  recurrence.  We  always  say  that  sur- 
vival is  the  most  important  factor,  and,  if  we  look  at 
survival  in  the  patients  with  negative  nodes  and  in 
those  with  positive  nodes,  there  are  no  statistically 
significant  differences  between  the  groups  studied. 
This  prospective  study  of  prophylactic  oophorectomy 
shows  this  procedure  to  be  of  no  value  either  in 
delaying  the  onset  of  recurrence  or  in  prolonging 
patient  survival. 

Adjuvant  radiotherapy  was  and  still  is  a very  popu- 
lar type  of  adjuvant  therapy  given  patients  in  the 
postmastectomy  period.  Why  radiotherapy  should 
prolong  survival  is  a rather  vague  theoretical  ques- 
tion. Adjuvant  radiotherapy  after  surgery  may  possi- 
bly control  local  recurrence;  or,  perhaps,  if  local  dis- 
ease has  not  been  completely  resected,  treatment  of 
residual  disease  may  prevent  metastatic  spread  from 
these  foci.  Obviously,  if  there  were  distant  metastases 
present  at  the  time  of  surgery,  local  radiotherapy 
would  not  be  expected  to  prolong  survival.  A large 
body  of  literature  on  the  value  of  prophylactic  or 
adjuvant  radiotherapy  appeared  in  the  1930's  and 
1 940's . Some  studies  showed  that  the  therapy  was 
beneficial  and  prolonged  survival,  while  many  studies 
showed  that  it  in  no  way  affected  survival  factors;  a 
few  studies  even  indicated  that  survival  time  de- 
creased as  a result  of  radiotherapy. 

The  first  prospective  randomized  study  of  adjuvant 
radiotherapy  was  conducted  in  the  1 950’s.  The  study 
was  designed  to  examine  the  problem  of  local  disease 
recurrence,  not  overall  survival.  Women  who  had 
had  a radical  mastectomy  were  divided  into  two 
groups.  One  group  received  radiotherapy  to  the  inter- 


nal mammary  chain,  supraclavicular  area,  and  axilla 
immediately  after  surgery;  the  other  group  was  sim- 
ply watched,  and  patients  were  given  radiotherapy  if 
disease  recurred  locally.  The  study  showed  that  ra- 
diotherapy did  indeed  decrease  the  incidence  of  local 
recurrence,  from  about  16%  to  8%.  However,  the 
study  indicated  that  postoperative  radiotherapy  was 
of  no  advantage  in  terms  of  prolonging  survival,  nor 
did  it  give  better  control  than  did  waiting  and  irra- 
diating the  patient  when  disease  recurred.  The  study 
concluded  that  the  disadvantage  of  giving  radio- 
therapy to  women  who  did  not  need  it  far  outweighed 
its  benefit. 

The  NSABP  undertook  a study  of  adjuvant  radio- 
therapy in  1961. 5 Groups  of  women  were  selected  at 
random  after  radical  mastectomy.  One  group  was 
randomized  to  receive  radiotherapy  to  the  apex  of  the 
axilla,  the  supraclavicular  area,  and  the  internal 
mammary  chain — all  of  the  lymph  nodes  adjacent  to 
the  breast.  Another  group  served  as  the  control.  Ra- 
diotherapy was  given  by  a variety  of  techniques,  but 
the  therapy  did  not  differ  greatly  from  the  kind  of 
radiotherapy  used  today. 

When  the  probability  of  treatment  failure  versus 
time  was  examined  in  the  two  groups,  no  differences 
in  the  number  and  percentage  of  treatment  failures 
were  noted  in  the  radiotherapy  group  versus  the  pla- 
cebo group.  Patients  who  failed  were  studied  to  see 
how  soon  after  surgery  their  diseases  recurred.  There 
was  no  difference  in  the  rate  of  treatment  failures 
with  or  without  radiotherapy,  and  this  was  true  both 
of  the  time  to  local  recurrence  and  of  the  time  to 
recurrence  of  distant  metastases.  Radiotherapy  did 
not  prolong  the  disease-free  interval,  nor  was  pro- 
longation of  survival  at  five  years  demonstrated  in  the 
radiotherapy  group.  The  NSABP  reached  the  follow- 
ing conclusions  regarding  adjuvant  radiotherapy  in 
patients  treated  by  radical  mastectomy; 

1.  no  prolongation  of  the  disease-free  interval; 

2.  no  increase  in  survival; 

3.  a small  decrease  in  local  recurrence  (offset  by  an 
increase  in  distant  relapse); 

4.  no  benefit  from  routine  use  of  adjuvant  radio- 
therapy after  mastectomy. 

Theoretically,  chemotherapy  is  the  most  promising 
form  of  adjuvant  therapy.  It  differs  from  oopho- 
rectomy in  that  it  is  not  limited  to  application  to 
premenopausal  women  and  from  radiotherapy  in 
that  it  is  not  limited  to  treatment  of  local  areas  of 
disease;  it  is  a more  widely  applicable  therapeutic 
modality. 

The  largest  study  to  date  of  chemotherapy — the 
famous  thiotepa  study — was  undertaken  in  1967  by 
the  NSABP.6  In  this  double-blind,  randomized,  pro- 
spective study,  patients  with  biopsy-proven  carci- 
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noma  were  treated  by  radical  mastectomy  and  the 
status  of  the  axillary  nodes  was  determined.  The 
women  were  given  either  thiotepa  or  saline,  three 
doses  by  injection,  one  before  surgery  and  one  on 
each  of  the  first  two  postoperative  days.  All  patients 
were  carefully  studied,  including  those  few  not  being 
analyzed.  All  patients  in  the  study  were  followed  for  a 
full  five  years  in  order  that  the  most  accurate  data  on 
rates  of  disease  recurrence  and  patient  survival  could 
be  obtained. 

With  regard  to  recurrence  rates  at  five  years,  node- 
negative patients  had  a failure  rate  of  about  20%; 
those  with  one  to  three  positive  nodes  had  a failure 
rate  of  about  50%,  those  with  four  or  more  positive 
nodes  an  80%  failure  rate.  There  was  no  statistical 
difference  between  the  treated  and  placebo  groups’ 
recurrence  rates.  The  NSABP  investigators  then 
looked  at  the  percentage  of  patients  surviving  at  five 
years.  There  appeared  to  be  long  survival  in  the 
treated  women  who  had  four  or  more  positive  nodes. 
Analysis  of  the  data  showed — for  the  first  time  in  any 
of  the  studies  we  have  yet  reviewed — a statistically 
significant  difference  between  treated  patients  and 
controls.  The  study  group  was  then  broken  down  in 
order  to  determine  whether  any  subgroup  of  node- 
positive patients  clearly  benefitted  from  treatment. 
When  the  data  were  evaluated  in  terms  of  patient 
menopausal  status,  premenopausal  women  with  posi- 
tive nodes  had  a statistically  significant  lower  recur- 
rence rate  than  did  the  comparable  controls,  and  this 
rate  remained  statistically  significant  at  five  years. 
Although  no  difference  was  seen  in  the  survival 
curves  of  premenopausal  women  with  one  to  three 
positive  nodes,  treated  premenopausal  women  with 
four  or  more  positive  nodes  had  a prolonged  survival 
time,  statistically  significant  over  five  years.  There 
were  more  survivors  at  five  years  in  the  group  of 
treated  premenopausal  patients  with  four  or  more 
positive  nodes  than  in  the  comparable  control  group, 
but  no  other  treated  group  shared  this  benefit. 

Fisher  and  his  colleagues  reviewed  these  data  10 
years  later,  anticipating  that  the  difference  between 
the  patient  groups  would  have  disappeared  over  a 
decade.  But,  the  treated  group  of  premenopausal 
women  with  four  or  more  positive  nodes  still  had,  in 
statistical  terms,  more  survivors  at  10  years  than  did 
other  groups.  It  is  remarkable  that  three  doses  of  a 
chemotherapeutic  agent  like  thiotepa — not  the  best 
agent  for  carcinoma  of  the  breast — could  affect  sur- 
vival at  10  years. 

The  study  was  deemed  worthy  of  a second  trial, 
this  time  with  a better  treatment  plan.  In  1971,  the 
NSABP  initiated  the  phenylalanine  mustard  study.7 
Phenylalanine  mustard,  also  called  melphalan  (Alke- 
ran),  is  the  same  drug  used  for  treating  multiple 


myeloma.  It  is  an  oral  alkylating  agent  suitable  for 
long  term  administration.  The  NSABP  selected  pa- 
tients who  had  positive  nodes  after  radical  mas- 
tectomy. The  patients  were  treated  with  high-dose 
melphalan  for  five  days  every  six  weeks  for  two  years. 
Although  melphalan  is  similar  to  thiotepa,  it  was 
administered  in  higher  doses  and  continued  for  two 
years  instead  of  being  given  only  perioperatively.  The 
study  was  reported  in  preliminary  form  in  1975,  de- 
spite the  fact  that  patients  had  not  been  followed  for 
even  18  months.  The  publication  was  timely,  nearly 
coinciding  with  the  time  of  Mrs.  Ford’s  radical  mas- 
tectomy. 

When  the  entire  group  was  evaluated  in  terms  of 
probability  of  being  disease-free  at  18  months,  there 
was  a statistically  significant  difference  in  favor  of  the 
treated  group.  In  postmenopausal  patients,  the  differ- 
ence was  only  borderline.  As  in  the  thiotepa  study, 
the  major  benefit  applied  to  the  treated  pre- 
menopausal women;  both  the  one-to-three  positive 
node  group  and  the  four-or-more  positive  node 
group  had  strikingly  reduced  recurrence  rates  at  18 
months.  Subsequent  followup  has  shown  statistically 
significant  benefit  for  treated  postmenopausal 
women. 

Drug  toxicity  occurring  in  women  studied  was  not 
great.  However,  premenopausal  women  experienced 
a definite  decline  in  ovarian  function;  almost  all  of 
them  were  amenorrheic  for  the  duration  of  treatment. 
When  there  is  a difference  noted  between  pre- 
menopausal and  postmenopausal  women  receiving 
chemotherapy  and  all  of  the  premenopausal  women 
become  amenorrheic  during  treatment,  one  wonders 
whether  a chemically-induced  prophylactic  oopho- 
rectomy is  responsible  for  the  results.  If  this  is  the 
case,  will  patients  begin  to  relapse  once  ovarian  func- 
tion returns?  We  have  no  information  on  this  point, 
and  Fisher  mentions  this  issue  only  briefly  in  his 
article. 

Both  the  melphalan  and  thiotepa  studies  may  be 
criticized  on  the  grounds  that  neither  used  a drug 
particularly  active  against  breast  carcinoma.  Thio- 
tepa is  no  longer  used,  and  melphalan  produced  a 
24%  overall  response  rate  in  one  study.  One  of  the 
most  active  standard  treatments  available  today  for 
metastatic  carcinoma  of  the  breast  is  cy- 
clophosphamide, methotrexate,  and  5-fluorouracil 
(CMF).  This  drug  combination  yields  a response  rate 
of  almost  60%  in  patients  with  severe  metastatic  dis- 
ease. In  1972.  Bonadonna  and  colleagues  undertook 
a study  using  CMF  at  the  Instituto  Nazionale  Tu- 
mori  in  Milan.1  All  patients  studied  had  had  a radical 
mastectomy  and  all  had  positive  nodes;  in  addition, 
all  patients  were  normal  with  regard  to  chest  x-rays, 
metastatic  surveys  and  liver  scans.  ( Corn . over ) 
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Fig.  3.  Treatment-failure  time  distribution  of  patients  with 
one  to  three  positive  axillary  lymph  nodes. 
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Fig.  4.  Treatment-failure  time  distribution  of  patients  with 
four  or  more  positive  axillary  lymph  nodes. 


Bonadonna’s  treatment  plan  with  CMF  stipulated 
that  patients  received  methotrexate  and  5-fluoroura- 
cil  intravenously  on  day  1 and  day  8 and  took  cy- 
clophosphamide by  mouth  on  days  I through  14; 
there  was  a 14-day  rest  period  between  cycles.  We  will 
recommend  this  treatment  regimen  for  the  patient 
presented  today.  Bonadonna  used  the  full  therapeutic 
doses  of  the  drugs,  the  doses  used  in  patients  with 
widespread  metastatic  disease;  his  patients  were  thus 
adequately  treated  for  microscopic  metastases. 

Bonadonna’s  results  were  presented  as  actuarial 
data  at  28  months.  Interestingly,  Bonadonna  found 
no  difference  between  patients  in  terms  of  men- 
opausal status,  but  noted  differences  in  terms  of  the 
number  of  positive  nodes  detected  in  each  patient. 
There  was  a large  statistical  difference  at  28  months 
in  favor  of  patients  treated  with  CMF.  Among  pa- 
tients with  one  to  three  positive  nodes,  a statistically 
significant  difference  favoring  the  treated  group  over 
the  controls  is  apparent  (Figure  3).  The  curves  are 
quite  dramatic  for  patients  with  four  or  more  positive 
nodes  (Figure  4).  Of  course,  we  must  consider  that  we 
are  dealing  here  with  a small  number  of  patients. 
There  were  22  failures  in  54  patients  in  the  control 
group,  but  only  six  of  the  treated  patients  failed. 
These  data  were  reported  in  national  magazines  and 
in  the  Washington  Post  article  cited. 

As  expected,  significant  drug  toxicity  occurred  in 
Bonadonna's  patients.  There  was  no  life-threatening 
toxicity,  but  55%  of  the  patients  developed  at  least 
partial  alopecia,  28%  had  considerable  cystitis  as  a 
side  effect  of  cyclophosphamide,  25%  had  oral  ulcers 
as  a result  of  taking  methotrexate  (this  condition 
resolved  with  dose  reduction),  and  54%  of  the  pre- 
menopausal patients  were  amenorrheic  (a  slightly 
smaller  percentage  than  was  recorded  for  Fisher’s 
group).  Only  4%  of  the  patients  treated  for  two  years 


were  completely  free  of  indications  of  drug  toxicity. 

In  summary,  statistical  evidence  indicates  that 
chemotherapy  can  alter  the  natural  history  of  breast 
carcinoma  by  delaying  the  time  to  disease  recurrence. 
Now,  we  must  ask  a series  of  questions.  Will  the 
dramatic  differences  resulting  from  chemotherapy, 
differences  apparent  at  18  and  28  months,  translate 
into  increased  long-term  survival  for  breast  cancer 
patients?  This  is  really  the  goal  of  adjuvant  chemo- 
therapy. We  want  to  see  more  women  treated  for 
breast  cancer  alive  fire  years  after  primary  therapy. 
The  number  of  disease-free  patients  at  28  months  is 
not  really  important,  because  these  women  have 
spent  a miserable  24  months  receiving  chemotherapy. 
We  must  ask  a second  question;  Are  there  women 
who  will  benefit  from  other  kinds  of  adjuvant  treat- 
ment? For  example,  should  we  reexplore  possibilities 
for  use  of  radiotherapy  for  women  with  very  aggres- 
sive tumors?  Should  we  reexplore  adjuvant  endocrine 
therapy  or  prophylactic  oophorectomy  for  patients 
whose  tumors  have  estrogen  and  progesterone  recep- 
tors? A third  crucial  question  concerns  drug  toxicity. 
We  know  something  about  toxicity  in  short  term 
chemotherapy,  but  what  is  the  long  term  toxicity  of 
these  drugs?  The  10-year  followup  in  the  thiotepa 
study  showed  no  increase  in  second  malignancies,  but 
the  therapeutic  agents  we  use  now  are  much  more 
potent  than  thiotepa.  Leukemia  has  been  reported  in 
chemotherapy  patients  with  some  malignant  and 
nonmalignant  conditions,  but  the  incidence  rate  is 
low.  What  incidence  rate  is  acceptable  in  adjuvant 
chemotherapy  when  we  are  treating  some  patients 
who  previously  would  not  have  required  treatment? 
How  intensive  must  therapy  be?  Data  from  experi- 
ments with  animals  show  that  the  best  dose  is  one 
nearest  the  toxic  dose.  Yet,  a study  comparing  high- 
dose  CMF  to  low-dose  CMF  in  patients  with  severe 
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metastatic  disease  shows  no  difference  in  response 
rate.  Finally,  what  about  the  patients  with  negative 
nodes?  They  have  a 15%  failure  rate.  Should  we  leave 
them  alone,  satisfied  that  85%  are  cured? 

A lot  of  questions  remain  unanswered.  1 ask  you  to 
accept  the  data  for  what  they  show,  not  for  what  you 
would  like  them  to  show.  Existing  data  suggest  that 
we  should  consider  adjuvant  chemotherapy  for  pa- 
tients with  four  or  more  positive  nodes  and  perhaps 
for  patients  with  one  to  three  positive  nodes,  but 
more  information  is  needed.  Bonadonna's  study, 
promising  much  for  physicians  and  for  breast  cancer 
patients,  must  be  followed  out  and  its  conclusions 
explored  over  coming  years  by  other  investigators.  It 
is  the  most  encouraging  report  on  adjuvant  chemo- 
therapy to  date,  and  perhaps  the  best  comment  of- 
fered on  it  appeared  in  the  Washington  Post  article; 
one  physician  simply  said,  “Exciting.” 

Dr.  Mohler;  Thank  you.  As  recommended  now, 
C'MF  therapy  is  continued  for  24  months;  are  there 
any  data  on  a shorter  treatment  regimen? 

Dr.  Feldmann:  No  study  has  been  completed  to 
date,  but  one  is  needed.  If  the  full  treatment  works, 
then  we  must  see  whether  we  can  achieve  the  same 
results  with  reduced  dosage  and  shorter  treatment 
time.  We  now  use  what  is  known  to  be  effective 
against  metastatic  disease. 

Dr.  Merle  Sande;  There  is  pressure  now  on  the 
physicians  in  Italy  to  treat  the  control  group.  If  this  is 
done,  we  will  never  have  information  on  the  control 
group's  survival  at  five  years. 

Dr.  Feldmann:  That’s  right.  Bonadonna  termi- 
nated his  control  group,  as  has  everyone  else.  It  is 
now  assumed  that  future  studies  may  compare  differ- 
ent treatment  regimens  while  never  including  a con- 
trol group.  I do  not  know  if  this  decision  is  pre- 
mature. We  are  fortunate  that  Fisher  established  a 
true  control  group  for  radical  mastectomy  alone,  for 
we  do  know  the  recurrence  rates  for  comparison,  and 


Fisher’s  group  represents  a good  historical  control. 

Dr.  John  Owen:  Would  you  comment  on  the 
impact  these  recent  studies  have  had  with  regard  to 
use  of  oophorectomy  and  radiotherapy. 

Dr.  Feldmann:  Very  few  surgeons  now  do  pro- 
phylactic oophorectomy.  Radiation  therapy  has  held 
on  longer,  and  many  patients  are  suitable  subjects  for 
this  treatment.  If  a surgeon  thinks  he  has  not  excised 
all  of  the  gross  tumor,  the  patient  should  be  consid- 
ered for  irradiation.  Recent  studies  oppose  strongly 
any  physician  recommending  purely  adjuvant  ther- 
apy for  mastectomy  patients  whose  disease  has  been 
totally  removed  surgically.  We  do  not  like  to  give 
patients  both  radiotherapy  and  chemotherapy,  as  this 
may  increase  the  incidence  of  new  local  malignancies. 
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Medicine/Case  Report 


Pseudogout  Presents 
As  a Popliteal  Cyst 

Peter  M.  Levitin,  MD,  David  A.  Krause,  MD,  Richard  E.  Katholi,  MD,  and 
Carolyn  M.  Brunner,  MD,  Charlottesville,  Virginia 


Fluid-filled  cysts  in  the  popliteal  space  are  discussed  in  the  context  of  an 
unusual  case  in  which  they  are  associated  with  pseudogout. 


Popliteal.  (Baker's)  cysts  are  fluid-filled  cysts  lo- 
cated in  the  popliteal  space.  Associated  intra- 
articular  disease,  most  commonly  degenerative  joint 
disease  or  rheumatoid  arthritis,  is  often  present  in 
adults  but  absent  in  children  with  popliteal  cysts.1  We 
report  here  an  unusual  case  of  pseudogout  presenting 
as  a popliteal  cyst. 

Case  Report 

A 72-year-old  white  male  was  seen  in  consultation  at  the 
Central  Virginia  Community  Health  Clinic  (New  Canton) 
for  evaluation  of  pain  and  swelling  in  and  behind  his  left 
knee.  Pain  was  first  noted  in  his  left  knee  three  days  prior  to 
his  visit  and  was  subsequently  followed  within  hours  by  a 
persistent  swelling  in  the  left  knee  and  a baseball-sized  mass 
in  the  left  popliteal  space.  Significant  past  history  included 
intermittent  pain  and  swelling  of  the  left  wrist  for  many 
years,  and  of  the  left  ankle  for  one  year. 

Physical  examination  revealed  an  afebrile  elderly  white 
male  in  obvious  discomfort.  Examination  of  the  left  knee 
revealed  a swollen,  tender,  warm  knee  with  a large  effusion 
and  a tender,  warm,  tense  baseball-sized  mass  behind  the 
knee.  There  was  no  calf  swelling  or  tenderness  and  the 
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remainder  of  the  musculoskeletal  examination  was  within 
normal  limits. 

Arthrocentesis  of  the  left  knee  was  performed  and  the 
synovial  fluid  analysis  later  that  day  at  the  University  of 
Virginia  Hospital  Arthritis  Laboratory  revealed  a cloudy, 
yellow  fluid  with  poor  viscosity,  white  count  of  11,500 
(primarily  neutrophils)  and  many  intracellular  and  extra- 
cellular, positively  birefringent,  rhomboid-shaped  crystals 
compatible  with  calcium  pyrophosphate. 

Treatment  was  initially  begun  with  indomethacin  for 
suspected  pseudogout,  which  was  later  confirmed  by  the 
above  synovial  fluid  analysis.  Reevaluation  of  the  patient 
four  days  later  revealed  a mildly  tender,  cool  left  knee  with 
a persistent  effusion  and  a mass  behind  the  left  knee  which 
was  slightly  decreased  in  size.  Ultrasound  B-scanning  was 
performed  (Figure  1 ) and  confirmed  the  presence  of  the 
popliteal  cyst  behind  the  left  knee.  Radiological  exam- 
ination of  the  left  knee  revealed  calcification  of  the  men- 
iscus (Figure  2).  Culture  of  the  initial  synovial  fluid  was 
negative.  The  popliteal  cyst  was  treated  with  intra-articular 
injection  of  1 cc  (20  mg)  of  triamicinolone  hexacetanide 
(Aristopan ). 

Three  weeks  later,  the  patient  was  reevaluated.  He  was 
clinically  asymptomatic,  and  physical  examination  of  the 
left  knee  revealed  resolution  of  the  joint  effusion  and 
marked  decrease  in  size  of  the  popliteal  cyst. 

Discussion 

Popliteal  cysts  are  fluid-filled  cysts  located  in  the 
popliteal  space.  They  may  arise  from  posterior  her- 
niation of  the  joint  capsule  in  response  to  increased 
intra-articular  pressure  or  from  an  enlarged  popliteal 
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Fig.  1.  Above,  prone  transverse  ultrasound  B-scan  across 
both  knees  at  level  of  mid-patella  (P)  showing  popliteal  cyst 
(arrow)  on  medial  side  of  the  left  (L)  knee.  The  right  (R) 
knee  is  normal.  Below,  Prone  longitudinal  ultrasound  B- 
scan  of  left  leg  showing  popliteal  cyst  (arrow). 

bursa,  (usually  the  gastrocnemius-semimembranous 
bursa)  which  communicates  with  the  knee  joint  50- 
65%  of  the  time2  3 Clinically,  popliteal  cysts  may  be 
asymptomatic,  cause  mild  tenderness  or  swelling,  or 
may  mimic  acute  deep  vein  thrombophlebitis.4  Diag- 
nosis can  be  confirmed  by  arthrography,  providing 
the  cyst  communicates  with  the  knee  joint,  or  ul- 
trasound B-scanning,  which  is  noninvasive  and  does 
not  depend  on  the  cyst  communicating  with  the  knee 
joint.5  Therapy  consists  of  aspiration  of  the  synovial 
fluid  from  the  knee  and  intra-articular  injection  of 
corticosteroids  as  well  as  treatment  of  any  associated 
joint  disease.6 

Popliteal  cysts  occur  primarily  in  rheumatoid  ar- 
thritis, degenerative  joint  disease  and  meniscal  injury 
and  are  uncommon  in  other  diseases.1-3  Several  re- 


ports have  described  popliteal  cysts  in  gout23'7  but 
none  have  described  them  in  pseudogout.  Our  case  is 
the  first  reported  case  of  pseudogout  associated  with 
a popliteal  cyst,  giving  evidence  that  any  abnormality 
of  the  knee  producing  an  effusion  may  result  in  the 
development  of  a popliteal  cyst. 
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Clinical  Notei 


Role  of  Holler 
Monitoring  in 
Pseudotachyarrhythmia 

Gene  E.  Myers,  M D, 

Virginia  Beach,  Virginia 

Pitfalls  and  notes  of  caution  have  appeared  in- 
frequently in  the  literature  concerning  pseudo- 
tachycardias during  continuous  24-hour  ambulatory 
electrocardiographic  monitoring  (i.e.,  Holter  mon- 
itoring).1'3 When  the  typical  ECG  morphological 
characteristics  are  identified  throughout  the  tracing 
or  just  at  its  completion,  the  diagnosis  may  readily  be 
suspected.  The  case  presented  is  unusual  since  the 
tachyarrhythmia — “bradytapia” — occurred  intermit- 
tently and  suggested  supraventricular  tachycardia. 
Replacement  of  the  battery,  motor  and  tape  rollers, 
and  demagnetization  of  the  heads  reversed  this  ab- 
normality. 

Case  Report 

Recently,  an  ECG  tracing  obtained  on  a Holter 
Avionics  recorder  seemingly  showed  “episodic  supra- 
ventricular tachycardia”  in  a 35-year-old  man  with 
asymmetric  septal  hypertrophy  and  excessive  cardiac 


awareness  (Fig.  1 ).  The  patient’s  symptom  log  during 
these  episodes  showed  no  abnormalities.  Careful 
analysis  of  this  tracing  yields  ECG  morphological 
characteristics  suggestive  of  slowing  of  the  Holter 
tape— “bradytapia”  (Table  1).  The  owner  of  the  in- 
strument was  notified,  and  three  other  cases  were 
identified. 

Discussion 

Pseudotachycardias  have  been  noted  previously 
and  may  be  easily  identified  by  these  characteristics: 
crowded  PQRST,  narrowing  of  all  wave  forms  and 
decreased  voltage  of  all  wave  forms.  The  crowding 
and  narrowing  of  the  ECG  complexes  are  a direct 
result  of  the  slowed  tape  recorder.  The  diminished 
voltage  likely  results  from  intermittent  excessive  cur- 
rent drain  by  the  faulty  motor.  As  seen  in  Table  1, 
when  the  above  ECG  morphological  characteristics 
are  noted,  the  pseudotachycardias  may  readily  be 
suspected  if  they  occur  continuously  throughout  the 
tape  or  just  at  its  completion.  The  case  illustrated  is 
unusual  in  that  the  pseudotachycardias  were  episodic 
and  not  noted  continuously  throughout  the  tracing  or 
just  at  its  completion.  Although  the  precise  etiology 
was  never  elucidated,  this  case  emphasizes  that  the 
pseudotachycardias  may  occur  in  an  episodic  fashion 
and  closely  mimic  supraventricular  tachycardia. 
When  attention  is  focused  on  the  PQRST  morphol- 
ogy as  noted,  the  physician  may  readily  identify  this 


Fig.  I.  Continuous  Holter  monitor  tracing  demonstrates  the  onset  and  offset  of  episodic  pseudotachycardia.  Characteristic 
features  of  crowding  and  narrowing  of  PQRST  and  diminished  voltage  of  all  wave  forms  are  noted.  Return  to  the  baseline 

rate  is  seen  at  the  end  of  the  tracing. 
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Table  1. 

Pseudotachveardias. 


ECG  Morphology 

Crowded  PQRST  at  end  of  tape  recording 
Continuous  crowding  of  PQRST  throughout  the  tape  recording 
Episodic  beats  in  the  refractory  period  with  normal  patient  QRS 
marching  through 

Episodic  crowding  of  PQRST  without  normal  QRS  marching 
through 


ECG  Etiology 

Battery  failure 
Motor  failure 

Incomplete  erasure  of  previous  patient’s  tape  recording 
Battery  failure,  motor  failure,  nondemagnetized  heads,  slipping 
rollers 


abnormality  and  prevent  unnecessary  treatment  with 
medications  associated  with  significant  side  effects. 
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Pays  When  Income  is  Interrupted  Due  to  Accident  or  Sickness 
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PROFESSIONAL  OVERHEAD  EXPENSE 

Helps  Pay  Office  Expenses  While  Disabled— up  to  $4,200  Monthly 

$50,000  Major  Medical  Plan* 

$500  or  $1,000  Deductible;  Covers  Hospital  Cost,  Physician  and  Surgeon  Fees 


EXCESS  MAJOR  MEDICAL  PLAN 

Pays  up  to  $250,000  with  $25,000  Deductible 


HOSPITAL  EXPENSE  PLAN* 

Pays  up  to  $100  Per  Day  While  Hospitalized 
(up  to  $200  Daily  for  Cancer  or  Intensive  Care,  prior  to  Age  65) 


You  can  receive  information  IMMEDIATELY 
by  writing  or  phoning  (COLLECT)  the  Administrator. 

PHONE:  (703)  344-5000 

DAVID  A.  DYER  & ASSOCIATES 

MEDICAL  ARTS  BUILDING*P.  O.  BOX  1631*ROANOKE,  VIRGINIA  24008 


In  addition  to  the  above  sponsored  plans,  we  offer: 
GROUP  LIFE  INSURANCE* 

HIGH  LIMIT  ACCIDENTAL  DEATH  & DISMEMBERMENT* 
DISABILITY  INCOME  FOR  EMPLOYEES 
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PATIENT  PACKAGE  INSERTS:  A 
CONCEPT  WHOSE  TIME  HAS  COME? 


The  consumer's  right  to  know  is  an  ir- 
reversible and  desirable  trend  of  the 
Seventies.  It  extends,  and  properly,  to  a 
patient's  right  to  know  more  about  his 
or  her  prescription  medications.  One 
way,  gaining  favor,  is  through  patient 
package  inserts.  Wisely-prepared  and 
properly  distributed  when  medically  in- 
dicated. they  could  markedly  improve 
patient  knowledge  and  drug  therapy— 
laudable  goals  by  anyone's  standards. 

The  PMA  endorses  these  goals  and 
will  work  with  government,  the  health 
professions  and  consumers  to  achieve 
them. 

The  Advantages 

The  concept  holds  promise  of  benefits: 
better  patient  understanding  of  the 
product  prescribed,  better  adherence 
to  the  treatment  plan,  and  more  aware- 
ness of  possible  side  reactions. 

Every  doctor  has  had  patients 
who  fail  to  finish  antibiotic  regimens 
because  they  feel  better.  Some  patients 
assume  that  if  one  tranquilizer  or 
analgesic  is  good,  two  may  be  twice  as 
good.  Still  others  fail  to  report  dizzi- 
ness while  on  antihypertensive  therapy 
—and  so  on. 

Problems  like  these  might  arise 
less  often  if  the  patient  received  writ- 
ten information  in  addition  to  verbal 
instructions.  Some  studies  suggest 
that  patients  are  more  receptive  to 
such  materials,  and  they  more  often 
understand  the  verbal  instructions  and 
follow  them,  when  inserts  are  used. 

The  Disadvantages 

There  are  also  some  potential  prob- 
lems. Obviously,  the  inserts  must  be 
clearly  phrased,  without  extraneous  or 
complex  detail.  How  much  information 


is  enough?  How  can  it  be  kept  current? 
Should  all  patients  receive  the  same 
information?  Should  inserts  be  in- 
cluded with  all  drugs?  Should  only 
potential  problems  be  listed  or  are 
patients  better  off  with  a “fair  balance” 
presentation  that  describes  usefulness 
as  well  as  drawbacks? 

These  and  similar  questions 
require  answers,  since  model  inserts 
have  yet  to  be  properly  developed  and 
tested.  Despite  the  need  for  these 
studies,  the  FDA  is  proceeding  pre- 
maturely with  inserts  on  selected 
products.  We  think  the  Congress  is  the 
only  place  where  the  matter  can  be 
given  the  proper  legal  status  and 
direction,  particularly  since  it  repre- 
sents a conceptual  change  in  the  legal, 
medical  and  social  framework  of  the 
nation’s  prescription  drug  information 
system. 

The  Solution 

The  PMA  believes  that  carefully- 
devised  pilot  studies  of  various  kinds 
of  inserts  are  needed.  They  should  be 
developed  and  implemented  with  full 
participation  by  doctors,  pharmacists, 
consumers,  communications  experts 
and  the  drug  industry.  Such  studies 
will  provide  reliable  pathways  to 
follow,  so  that  inserts  will  be  useful 
aids  to  medical  practice. 

And  particularly  we  think  that 
you  should  be  closely  involved  in  this 
debate  and  in  these  studies  and  deci- 
sions. Otherwise,  people  with  less 
experience  and  qualifications  may 
control  the  purposes,  content  and  use 
of  a tool  with  considerable  promise  for 
improved  patient  care.  It  could  make  a 
difference  in  your  practice  tomorrow, 
and  more  importantly,  in  the  health 
of  your  patients. 
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ABSTRACTS 

Presented  at  the  Scientific  Meeting  of  the  Virginia  Society  oj  Hematology,  Virginia  Beach,  June  17-18,  1977. 


The  Long-Term  ALL  Survivor:  Characteristics,  Pre- 
dictors, Therapeutic  Dilemmas.  Nancy  L.  Dunn,  MD, 
Richmond. 

Life  table  analysis  of  61  children  with  ALL  diagnosed 
between  1965-1974  revealed  a 39%  5-year  survival  in  com- 
plete continuous  remission  (CCR),  Results  indicate  that  the 
best  clinical  prognostic  indicator  is  the  initial  white  blood 
cell  count  (WBC).  The  median  survival  duration  was  49 
months  in  patients  with  a WBC  less  than  30,000  mm3  at 
diagnosis,  as  opposed  to  21  months  with  an  initial  WBC  of 
30,000  (p  < .005).  No  clinical  features  were  of  predictive 
value  once  a patient  had  survived  for  more  than  two  years. 
Twenty-two  patients  have  survived  in  CCR  greater  than 
three  years.  Four  of  these  have  subsequently  relapsed  while 
still  on  therapy.  This  18%  relapse  rate  between  the  third  and 
fifth  years  after  diagnosis  compares  favorably  to  other 
groups  reporting  a 16%  subsequent  relapse  rate  when 
chemotherapy  is  stopped  after  three  years.  If  relapse  rates 
are  indeed  comparable  whether  or  not  chemotherapy  is 
continued  for  three  or  five  years  post-diagnosis,  it  would 
seem  appropraite  to  stop  therapy  after  three  years  in  order 
to  reduce  the  potential  risks  of  the  short-  and  long-term 
toxicities  of  prolonged  chemotherapy. 

Value  of  the  Lumbar  Puncture  in  the  Evaluation  of  the 
Febrile  Neutropenic  Leukemic  Patient.  H.  H.  Kirt- 

land,  MD,  Charlottesville. 

Twenty-two  patients  with  acute  leukemia  (AML  20, 
APGL  TALL  1 ) were  evaluated  with  50  lumbar  punctures 
performed  at  the  University  of  Virginia  Hospital  between 
1/72  and  12/73.  All  of  the  patients  were  febrile  with  an  oral 
temperature  greater  than  38°C,  and  all  had  less  than  1,000 
circulating  neutrophils.  Seventy  percent  of  the  procedures 
were  performed  when  the  patient  had  a platelet  count  of 
less  than  50,000.  Fever  was  the  sole  indication  in  50%  of  the 
cases  and  was  associated  with  an  altered  state  of  con- 
sciousness in  22%,  with  a significant  headache  in  18%, 
menningismus  in  6%,  and  seizures  in  4%.  CSF  abnor- 
malities were  documented  in  36%  of  the  lumbar  punctures, 
representing  55%  of  the  patients.  Twenty-two  percent  of  the 
patients  had  a CSF  leukocytosis,  with  greater  than  6 
WBC/mm3,  27%  xanthochromic  CSF  or  more  than  100 
R BC/mm3  in  the  spinal  fluid,  and  3 1%  had  an  elevated  CSF 
protein.  All  fungal  and  bacterial  cultures  of  the  CFS  were 
negative.  The  etiology  for  the  abnormal  CSF  was  identified 
in  66%.  of  the  patients;  traumatic  LP  in  33%,  subarachnoid 
hemorrhage  in  25%,  intracerebral  hemorrhage  in  8%.  There 
were  no  complications  from  the  lumbar  punctures.  Platelet 
transfusions  did  not  significantly  decrease  the  number  of 
traumatic  lumbar  punctures,  no,r  did  thrombocytopenia  per 


se  result  in  an  increased  morbidity.  Five  patients  had  docu- 
mented gram  negative  bacteremia  when  the  lumbar  punc- 
ture was  performed;  however,  there  was  no  evidence  for 
subsequent  CNS  infection.  This  study  concludes  that  the 
use  of  routine  lumbar  puncture  in  the  evaluation  of  fever 
alone  in  the  neutropenic  patient  with  acute  leukemia  has  a 
very  low  yield  with  regard  to  CNS  infection. 

Acute  Myelocytic  Leukemia  (AML)  Presenting  as 
Small  Bowel  Obstruction  Due  to  Granulocytic  Sar- 
coma (GS).  Arthur  N.  Kales,  MD,  and  Richard  A. 
Binder,  MD,  Falls  Church. 

A 36-year-old  woman  presented  with  small  bowel  ob- 
struction due  to  a tumor  initially  interpreted  as  histiocytic 
lymphoma  (HL).  The  initial  CBC  was  normal.  The  initial 
bone  marrow  showed  26%  immature  cells,  felt  to  represent 
marrow  invasion  due  to  HL.  After  one  month  of  chemo- 
therapy with  bleomycin — adriamycin— cyclophospha- 

mide— vincristine— prednisone  the  WBC  had  risen  to 
45,000  with  81%.  myeloblasts  and  a bone  marrow  clearly 
recognizable  as  AML.  Reevaluation  of  the  initial  small 
bowel  tumor  with  the  assistance  of  the  naphthol-ASD- 
chloroacetate  esterase  stain  led  to  its  re-classification  as 
granulocytic  sarcoma  (GS).  Treatment  with  cytosine  arabi- 
noside  and  daunorubicin  led  to  a complete  remission.  The 
pathological  differential  between  HL  and  GS  will  be  dis- 
cussed, with  emphasis  upon  the  difficulty  in  making  the 
distinction  with  conventional  H and  E stains.  Clinical  fea- 
tures of  interest  include  the  rarity  of  intestinal  obstruction 
due  to  GS  as  the  presenting  feature  of  AML,  and  the  utter 
failure  of  a very  good  antilymphoma  regimen  (which  in- 
cluded several  drugs  considered  potentially  useful  for 
AML)  in  contrast  to  the  ease  of  remission  induction  with 
cytosine  arabinoside  and  daunorubicin. 

Atypical  Platelets  in  a Patient  with  Acute  Myeloblastic 
Leukemia.  N.  F.  Rodman,  MD,  and  Shela  Shah, 
MD,  Morgantown,  West  Virginia. 

A 65-year-old  woman  with  acute  myeloblastic  leukemia 
had  14.2  X 104  platelets//u I blood,  many  of  which  were 
atypical  on  peripheral  smear.  There  were  agranualr  plate- 
lets and  variable  shapes  and  sizes  with  giant  forms.  Only 
rare  alpha  granules  and  storage  granules  were  seen  among 
atypical  organelles.  Atypical  organelles  included  rough  sur- 
faced endoplasmic  reticulum,  large  mitochondria  with  mul- 
tiple cristae,  profusion  of  dense  tubules,  excessive  golgi 
apparatus  remnant,  and  elongated,  drumstick-shaped  or- 
ganelles with  or  without  identifiable  periodicity.  Platelet 
aggregation  studies  were  performed  with  citrated  platelet 
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rich  plasma  (PRP)  at  a time  when  the  patient  had  received 
no  antileukemic  therapy  and  no  medication  for  more  than 
one  week.  Single  wave  aggregation  only  was  induced  by 
0.7-10/aM  ADP,  and  by  5 jiM  epinephrine  after  long  delay. 
Bizarre  platelet  shapes  were  visible  on  aggregate  surfaces  by 
scanning  electron  microscopy.  Collagen  induced  minimal 
adhesion  without  aggregation.  Aggregation  occurred  in 
clotting  citrated  PRP  followed  by  mildly  deficient  clot  re- 
traction. This  patient's  platelets  were  judged  to  be  partially 
deficient  as  a component  of  the  hemostatic  mechanism.  A 
followup  after  five  months,  partial  remission  again  revealed 
many  atypical  platelets  but  with  reduced  frequency  of  the 
drumstick  organelle. 

Erythrocytosis  Due  to  Smoking.  Munsey  S.  Wheby, 
MD,  Charlottesville,  and  Jason  E.  McClellan,  MD, 
Newport  News. 

A 52-year-old  male  was  seen  with  plethora  and  right 
hemiparesis.  He  had  smoked  two  packs  of  cigarettes  a day 
for  over  30  years.  Laboratory  studies  revealed  a hemoglo- 
bin of  20  g/dl,  hematocrit  62%,  leukocyte  count  7,000/mm3 
and  platelet  count  190,000/mm3.  Red  cell  mass  determined 
by  measuring  plasma  volumne  with  131,  was  41  ml/kg. 
Arterial  blood  gases  on  room  air  were  P02  91  mm  Hg  with 
97%  saturation;  PC02  31  mm  Hg  and  pH  7.43.  Pulmonary 
function  included  an  FEV- 1 of  2.3  L,  63%  of  normal  and  an 
MMEF  of  1.2  L/S,  39%  of  normal.  I VP,  liver  and  spleen 
scans  were  normal.  Carboxyhemoglobin  level  was  14%.  The 
patient  was  advised  to  stop  smoking  and  he  did.  Five 
months  after  stopping,  his  hematocrit  had  returned  to  and 
remained  at  49%.  Fourteen  months  after  stopping,  a 51Cr 
RBC  mass  was  26  ml/kg  (normal).  Published  studies  have 
documented  carboxyhemoglobin  as  a cause  for  erythro- 
cytosis and  a slight  increase  in  oxygen  affinity  has  been 
measured.  Stimulation  of  erythropoiesis,  however,  results 
from  tissue  hypoxia  produced  by  a decreased  oxygen-carry- 
ing capacity.  I n the  initial  workup  of  a patient  with  erythro- 
cytosis, decreased  arterial  oxygen  saturation  associated 
with  carboxyhemoglobin  may  be  missed.  Direct  measure- 
ment of  oxygen  saturation  using  special  instrumentation  or 
chemical  measurement  of  carboxyhemoglobin  and  calcu- 
lation of  arterial  oxygen  saturation  should  be  done  in  all 
smokers  with  erythrocytosis. 

Phase  II  Trial  of  VM-26.  Joseph  J.  Schulz,  MD,  Ellen 
N.  Spremulli,  MD,  and  Galen  L.  Wampler,  MD, 
Richmond. 

Over  60  patients  with  malignancies,  most  of  whom  had 
previously  been  treated  with  cytotoxic  chemotherapy,  were 
treated  with  4'demethylepipodophyllotoxin-9-(4, 6-0-2- 
thenylidine-/J-D-glucopyranoside)  (VM-26)  in  a dose  of 
100  mg/M2  i.v.  drip  over  30  minutes  weekly.  The  dose  was 
adjusted  for  toxicity.  Hematologic  toxicity  was  the  most 
common  toxicity  encountered  but  could  be  managed  con- 
veiently  by  dose  reduction.  Nausea,  if  present,  was  mild 
and  of  short  duration.  The  lowest  WBC  count,  which  was 
the  most  frequent  cause  for  dose  reduction  seen  in  this 
series,  was  800.  No  toxic  deaths  occurred.  Response  rates 


were  low  (<  20%)  in  the  group  of  patients  treated,  mostly 
patients  with  breast,  lung  and  colon  carcinoma.  The  drug 
does  have  activity  in  man,  as  evidenced  in  our  study  by 
definite  responses  of  good  quality  in  terms  of  patient  ac- 
ceptance and  duration  of  response,  but  marginal  in  terms  of 
objective  tumor  measurements.  The  drug  crosses  the  blood 
brain  barrier.  In  the  few  treated  patients  with  brain  tumors, 
subjective  responses  were  noted  in  a high  percentage.  The 
drug,  because  of  its  convenience  and  safety,  deserves  fur- 
ther Phase  II  study  in  a variety  of  solid  tumors  and  other 
doses,  and  schedules  of  administration  should  be  explored. 

Addition  of  Actinomycin-D  in  Combination  with  Vin- 
cristine (VCR)  and  1 : 3 Bis  2-Chloroethyl-l-Nitro- 
sourea  (BCNU)  in  the  Treatment  of  Malignant  Mela- 
noma (MM).  John  Poindexter,  MD,  Richmond. 

In  an  attempt  to  improve  on  the  response  rate  of  45% 
induced  by  combination  chemotherapy  for  disseminated 
M M in  a group  of  20  patients  treated  in  the  late  1960's,  Dr. 
John  H.  Moon  of  the  Medical  College  of  Virginia  added 
another  agent,  actinomycin-D,  to  the  combination  of 
BCNU  and  VCR  for  the  treatment  of  this  affliction.  It  was 
hoped  that  this  cell-synchronizing  agent  would  render  the 
melanoma  even  more  sensitive  to  the  action  of  BCNU  and 
VCR.  Fourteen  consecutive  patients  received  this  regimen, 
which  included  BCNU  150  mgm/m2  VCR  1-4  mgm/m2  IV 
q.  wk.2X3  (which  was  a larger  dose  than  originally  given  2 
mgm/m2  once)  and  actinomycin-D  200  yug/m2  qd  X 3 every 
six  weeks  (the  original  course  had  been  given  every  28 
days).  Results  of  the  ten  patients  who  had  measurable 
disease  at  the  time  of  treatment  showed  only  one  responder 
(10%)  and  that  was  a partial  clearing  of  pulmonary  metas- 
tases.  Another  patient  had  a dramatic  response  after  his 
chemotherapy  had  been  switched  and  allogeneic  lym- 
phocyzes  had  been  given.  The  three  patients  without  clear- 
cut  measurable  disease  at  the  onset  of  study  have  all  sur- 
vived longer  than  five  years.  There  were  no  serious  hemato- 
logic toxicities  encountered.  Actinomycin-D  did  not  seem 
to  increase  the  response  rate  of  patients  with  disseminated 
melanoma  when  used  in  combination  with  BCNU  and 
VCR. 

Simultaneous  Malignant  Plasma  Cell  and  Myeloid 
Disease:  Multiple  Myeloma  and  AGL.  Beverly  Eef- 
fers,  MD,  Charles  L.  Johnston,  Jr.,  MD,  and  M.  J. 
Flaherty.  MD,  Richmond. 

A 51-year-old  white  female  in  May,  1974,  had  the  diag- 
nosis of  multiple  myeloma  made  by  serum  and  inimuno- 
electrophoresis  (IgA  lambda),  and  bone  marrow  aspira- 
tion. Multiple  cytotoxic  regimens  were  given  beginning 
with  BCNU.  cytoxan,  and  alkeran  with  good  initial  re- 
sponse. In  November,  1975,  because  of  anemia  and  in- 
crease protein,  cytoxan  dosage  was  increased.  In  Decem- 
ber, vincristine  and  prednisone,  and  in  February,  1976, 
alkeran  and  prednisone  were  given.  From  February,  1976 
through  April,  1976,  several  bone  marrow  aspirates  were 
performed,  each  showing  increased  plasma  cells,  but  with 
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evidence  of  increased  as  well  as  abnormal  myeloid  pro- 
liferation. On  April  26,  1976,  the  definitive  diagnosis  of 
acute  myelogenous  leukemia  was  made.  Despite  treatment 
with  daunomycin  and  cytosine  arabinoside,  the  patient  de- 
veloped an  intracerebral  hemorrhage  and  died  on  May  16, 
1976.  Material  from  several  of  the  bone  marrow  aspirations 
documenting  the  development  of  leukemia  will  be  shown. 
The  post  mortem  findings  documenting  the  coexistence  of 
both  disorders  will  be  presented. 

Simultaneous  Malignant  Lymphoid  and  Erythroid  Dis- 
ease: Well-Differentiated  Lymphoma  and  Acute 

Erythroleukemia.  Fred  G.  Behm,  MD,  and  Charles  L. 
Johnston,  MD,  Richmond. 

A 69-year-old  white  male  was  diagnosed  September, 
1974,  by  left  submaxillary  lymph  node  biopsy  as  having 
lymphosarcoma,  lymphocytic  type,  moderately  well  differ- 
entiated. At  the  time  of  diagnosis,  bone  marrow  in- 
volvement was  shown  by  closed  biopsy.  Treatment  con- 
sisted of  four  courses  of  BCNU,  prednisone, 
cyclophosphamide,  vincristine,  and  irradiation  of  the  left 
cervical  lymph  nodes.  Left  leg  thrombophlebitis  and  pul- 
monary emboli  developed  six  months  after  initial  diagnosis. 
A venacavagram  was  suggestive  of  a left  lower  abdominal 
mass  thought  to  be  lymph  node  involvement  with  lympho- 
sarcoma. The  patient  was  treated  with  3,000  rads  to  the  left 
lower  abdomen  and  a venacaval  filter.  Cytoxan.  50  mg  qd 
maintanance  therapy  was  also  begun  and  intermittantly 
stopped  because  of  leukopenia.  Thirty  months  after  the 
initial  diagnosis  of  lymphosarcoma,  the  patient  was  admit- 
ted with  complaints  of  dyspnea,  fatigue,  fever,  and  was 
found  to  be  pancytopenic.  Bone  marrow  aspirate  and 
biopsy  showed  the  development  of  acute  erythroleukemia 
with  concomitant  presence  of  lymphosarcoma.  Material 
from  both  the  bone  marrow  aspirates  and  biopsies  and 
documentation  for  the  coexistence  of  both  diseases  will  be 
presented.  A review  of  reported  cases  of  erythroleukemia  as 
a second  malignancy  will  be  discussed. 

Detection  of  White  Cell  Antigens  by  Microcapillary 
Leukoagglutination.  Wade  K.  Smith,  MD,  Richmond. 
and  James  W.  Mold,  MD,  Susan  L,  Tseng,  MD,  and 
Nadine  N.  Burton,  MD,  Durham,  North  Carolina. 

Although  an  autoimmune  etiology  of  at  least  occasional 
cases  of  neutropenia  has  been  suspected  for  some  time,  the 
antigens  involved  are  not  well  defined  and  the  small  num- 
ber of  cells  available  for  study  while  the  patient  is  neutro- 
penic limits  investigation.  We  have  adapted  the  micro- 
capillary leukoagglutination  assay,  originally  developed  by 
Severson  and  Thompson  for  detection  of  H-2  and  HLA 
antigens,  for  the  study  of  presumptive  immune  leukopenia. 
One  patient  with  longstanding  leukopenia  had  anti-HLA- 
A9  activity  against  her  own  cells.  In  two  others  their  sera 
define  a common  or  crossreactive  specificity  previously  un- 
defined, and  the  antigenic  specificity  defined  in  a fourth 
patient  also  appears  to  be  new.  The  assay  is  sensitive  and 
reproducible.  An  additional  serum  reacts  with  some  but  not 
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all  CLL  cells.  However,  an  attempt  to  detect  anti-CML 
activity  in  the  sera  of  two  CML  leukocyte  transfused  acute 
leukemics  was  not  successful. 

Detection  of  the  Carrier  State  of  Classical  Hemophilia 
in  Virginia.  Dennis  E.  Hohn  and  Lyman  M.  Fisher, 
MD.  Richmond. 

Detection  of  the  carrier  states  for  classical  hemophilia 
[Factor  VIII  deficiency]  was  undertaken  using  a combina- 
tion of  biological  and  immunological  assays  and  pedigree 
analysis  utilizing  families  of  known  hemophiliacs.  Eval- 
uation was  performed  on  a control  group  composed  of  21 
age-stratified  normal  and  21  obligate  carriers.  In  addition, 
nine  known  hemophiliacs  were  studied.  Forty-five  sus- 
pected carriers  from  18  families  were  assessed.  The  biologi- 
cal assay  was  performed  using  a modified  method  of  Biggs. 
The  Laurell  rocket  technique  was  used  to  measure  the 
Factor  V 1 1 1 -like  antigen.  Linear  discriminants  were  calcu- 
lated from  the  age-stratified  controls  and  were  used  to 
assess  the  posterior  of  carriership. 

A Simplified  Method  of  Diagnosing  Disseminated 
Intravascular  Coagulation.  G.  D.  Qureshi,  MD.  and 
John  Mueller,  MD,  Richmond. 

A chronic  disseminated  intravascular  coagulation  (DIC) 
is  seen  uncommonly  in  patients  with  neoplasia.  Recently, 
we  had  an  opportunity  to  observe  two  patients  (one  with 
metastatic  carcinoma  and  the  other  with  a malignant  lym- 
phoma) who  presented  with  evidence  of  DIC  at  admission. 
Both  had  abnormal  prothrombin  time,  partial  thrombo- 
plastin time,  hypofibrinogenemia,  thrombocytopenia  and 
raised  serum  fibrin  split  products.  Since  these  abnor- 
malitites  of  clotting  could  also  be  due  to  the  metastatic 
involvement  of  the  liver,  a single  injection  of  heparin  100 
^/kg  body  weight  was  given  intravenously  and  fibrinogen 
levels  tested,  thereafter.  In  both  patients  significant  increase 
of  plasma  fibrinogen  levels  occurred  at  the  end  of  six  hours, 
which  suggested  the  presence  of  disseminated  intravascular 
coagulation  rather  than  an  inadequate  production  of  clott- 
ing factors  due  to  the  liver  involvement.  It  is  suggested  that 
in  a clinical  setting  where  the  usual  laboratory  tests  fail  to 
discriminate  the  process  of  DIC  from  other  entities,  a test 
dose  of  i.v.  heparin  (100  u/kg)  followed  by  the  measure- 
ment of  plasma  fibrinogen  levels  may  be  a useful  diagnostic 
test. 

Hairy  Cell  Leukemia  with  Monoclonal  Gammopathy: 
a B-Cell  Neoplasm.  C.  E.  Hess,  MD,  Charlottesville. 

In  1966  at  the  age  of  76  years,  this  black  male  was  found 
to  be  granulocytopenic  (WBC  2800  with  41%  PMN's).  In 
1969,  the  WBC  was  2,000  (36%  PMN’s)  with  an  hct.  of  36% 
and  platelet  count  of  92,000.  A serum  monoclonal — IgA 
was  noted  in  1970  with  B-J  proteinuria.  Bone  marrow 
revealed  a diffuse  lymphocytic  infiltration;  the  lymphocytes 
were  plasma-cytoid  with  indistinct  cytoplasmic  borders  and 
nuclei  resembling  hairy  cells.  No  lytic  bone  lesions  were 
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found.  WBC  in  1972  was  1,900  with  52%  segs,  hematocrit 
26%.  and  platelet  count  was  91,000;  bone  marrow  findings 
were  unchanged.  COP  chemotherapy  was  instituted  and 
given  monthly  over  the  next  six  months  without  improve- 
ment in  the  pancytopenia.  During  1974  and  1975,  he  experi- 
enced several  febrile  episodes  which  responded  to  antibiot- 
ics. In  1975  the  WBC  was  1,900  with  29%  segs  and  65% 
lymphs;  the  lymphocytes  again  demonstrated  features  of 
plasma  cells  and  hairy  cells  both  in  the  peripheral  blood 
and  bone  marrow.  The  monoclonal  IgA  level  had  increased 
to  2,250  mgm%;  the  IgG  was  540  mgm%  and  the  IgM  was 
28  mgm%.  Further  studies  in  1976  revealed  that  the  neo- 
plastic cells  had  tartrate-resistant  acid  phosphatase  activity 
and  strong  cytoplasmic  immunofluoresence  with  anti-IgA. 
On  EM  the  cells  had  the  characteristic  features  of  “hairy 
cells.”  The  patient  expired  in  1976  after  again  failing  to 
respond  to  chemotherapy.  This  is  the  first  reported  case  of 
hairy  cell  leukemia  associated  with  a monoclonal  gam- 
mopathy  and  strongly  supports  a B-cell  origin  of  the  “hairy 
cells." 

Morphological  Astronomy:  Satellites  in  the  Hematolo- 
gical Galaxy.  Charles  L.  Johnston,  Jr.,  MD,  Rich- 
mond. 

The  radial  arrangement  of  one  of  the  formed  elements 
about  another  cell  is  seen  reasonably  commonly  in  pre- 
pared hematological  materials.  This  may  seem  to  occur 
spontaneously  or  may  be  the  result  of  special  preparation. 
An  example  of  the  latter  is  the  rosette  formation  around  T 
lymphocytes.  However,  it  is  not  generally  appreciated  that 
virtually  every  cell  type  commonly  examined  by  the  he- 
matologist may  be  seen  in  a similar  morphological  arrange- 
ment. As  viewed  in  the  preparation  an  astral  relationship  is 
suggested,  that  is,  satellites  appearing  as  a moon  about  a 
sun.  The  presentation  will  deal  with  examples  of  the  satel- 
lite phenomenon  in  hematological  preparations.  Specifi- 
cally to  be  considered  are  erythrocytes,  plasma  cells,  lym- 
phocytes, platelets,  granulocytes,  malignant  cells. 
Morphological  examples  of  each  will  be  shown.  Comments 
on  production,  conditions  related  to  their  production,  and 
clinical  correlates  will  be  presented. 


Normal  and  Neoantigens  of  Chronic  Lymphocytic  Leu- 
kemia Cells.  T.  Mohanakumar,  PhD,  R.  B.  Scott, 
MD,  and  G.  W.  James,  III,  MD,  Richmond. 

Lymphocytes  from  CLL  donors  were  studied  using  ab- 
sorbed nonhuman  primate  and  rabbit  antisera  to  a)  lym- 
phocytes from  CLL  patients  and  b)  purified  membrane 
protein  from  an  established  B-lymphoblastoid  cell  line. 
Membrane  antigen  usually  ascribed  to  normal  human  B- 
lymphocyte  subpopulation  was  detected  on  all  CLL  pa- 
tients studied.  The  percent  cell  lysis  also  suggest  that  this 
antigen  is  present  on  the  malignant  cell  populations  of 
CLL,  which  is  consistent  with  the  view  that  most  of  the 
CLL  are  of  B-cell  origin.  In  addition  to  the  normal  B cell 
antigen,  antoher  neoantigen  was  also  detected  on  CLL 


lymphocytes  using  nonhuman  primate  antisera  to  CLL 
cells.  Studies  so  far  indicate  that  the  antigen  detected  by  the 
nonhuman  primate  antiserum  to  CLL  cells  is  different  from 
normal  B-cell  associated  antigens  and  is  probably  leukemia 
specific.  The  current  concepts  of  normal  B lymphocyte 
antigens  and  the  relationship  to  leukemia-associated  anti- 
gens will  be  presented.  Using  CLL  specific  antisera  and  a 
receptor  for  a subpopulation  of  normal  B-lymphocytes 
(mouse  erythrocyte  receptor),  CLL  patients  could  be  iden- 
tified into  different  groups.  Though  most  of  the  CLL  do- 
nors possessed  the  CLL  antigens  and  mouse  erythrocyte 
receptor,  some  donor  cells  did  not  express  either  of  these 
markers.  Presence  of  mouse  erythrocyte  receptor  did  not 
correlate  with  other  B cell  markers  such  as  complement 
receptor  or  B cell  antigen.  Cell  surface  phenotyping  may 
thus  aid  in  the  understanding  of  various  cell  populations 
involved  in  CLL.  Furthermore,  immunological  monitoring 
of  leukemia  patients  during  and  after  chemotherapy  may 
aid  in  the  management  of  various  histological  classes  of 
human  leukemias.  ■ 
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American  Association  of  Public  Health  Physicians,  Virginia  Chapter 
President:  C.  M.  G.  Buttery,  MD,  4609Templar  Drive,  Portsmouth  VA  23703 
Secretary:  Robert  L.  Price,  MD.  109  Governor  Street,  Richmond  V A 23219 

American  College  of  Physicians,  Virginia  Section 

Governor:  Edward  W.  Hook,  MD,  University  of  Virginia  School  of  Medicine,  Charlottesville  VA  22901 
Treasurer:  Merle  Sande,  MD,  University  of  Virginia  School  of  Medicine,  Charlottesville  V A 22901 

International  College  of  Surgeons,  Virginia  State  Surgical  Division 
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President:  Stacy  L.  Rollins,  Jr.,  MD,  5530  Wisconsin  Avenue,  Washington  DC  20015 
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Neuropsychiatric  Society  of  Virginia 

President:  Owen  W.  Brodie,  MD,  1500  Westbrook  Avenue,  Richmond  VA  23227 
Secretary:  W.  D.  Clarkson,  MD.  1902  Braebum  Drive,  Salem  VA  24153 
Exec.  Secy.:  Mrs.  Carol  Medlin,907  Wynbrook  Lane,  Mechanicsville  VA  231 1 1 

Virginia  Academy  of  Family  Physicians 
President:  George  Robert  Smith,  Jr.,  MD,  Shawsville  VA  24162 
Secretary:  E.  D.  Baugh,  Jr.,  MD,  PO  Box  310,  Kenbridge  VA  23944 
Exec.  Secy.:  James  R.  Rork,421 1 Dover  Road,  Richmond  VA  23221 

Virginia  Chapter  of  the  American  Academy  of  Pediatrics  and  the  Virginia  Pediatric  Society 
President:  H.  William  Fink,  MD,  410  DePaul  Medical  Building,  Norfolk  VA  23505 
Secretary >:  Douglas  E.  Pierce,  MD,  1201  Third  Street  SW,  Roanoke  VA  24016 

Virginia  Chapter,  American  College  of  Emergency  Physicians 
President:  J.  Earle  Smith,  MD,  3020  Kenbury  Road,  Richmond  VA  23235 
Secretary':  Habib  Guirguis,  MD,  9925  Aldersmead  Court,  Bon  Air  VA  23235 

Virginia  Chapter,  American  College  of  Radiology 

President:  Charles  P.  Winkler,  MD,  3500  Kensington  Avenue,  Richmond  VA  23221 

Secretary:  Reuben  K.  Knopf,  MD,  2037  Crystal  Springs  Avenue,  Roanoke  VA  24014 

Virginia  Chapter  of  the  American  College  of  Surgeons 
President:  John  H.  Vansant,  MD,  844  Kempsville  Road,  Norfolk  VA  23502 
Secretary:  Joseph  M.  Deignan,  Jr.,  MD,  PO  Box  709,  Winchester  VA  22601 

Virginia  Dermatological  Society 

President:  Francis  H.  McMullan,  MD,  1812  Monument  Avenue,  Richmond  VA  23220 

Secretary:  Kenneth  E.  Greer,  MD,  Box  134,  University  ofVirginia  Medical  Center,  Charlottesville  VA  22901 

Virginia  Neurological  Society 

President:  Laurie  E.  Rennie,  MD,  1805  Monument  Avenue,  Richmond  VA  23220 
Secretary':  Samuel  L.  Shapiro,  MD,  1812  Banning  Road,  Norfolk  VA  23518 
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Virginia  Obstetrical  and  Gynecological  Society 

President:  John  R. Talbert,  MD,428  South  Magnolia  Avenue,  Waynesboro  VA  22980 
Secretary':  Lucien  W.  Roberts,  MD,  PO  Box  10,  South  Boston  VA  24592 

Virginia  Occupational  Medicine  Association 

President:  William  T.  Wilkins,  MD,  1407  Cummings  Drive,  Richmond  VA  23220 
Secretary':  Capt.  Samuel  A.  Powers,  Dispensary,  Norfolk  Naval  Shipyard,  Portsmouth  V A 23709 

Virginia  Orthopaedic  Society 

President:  H.  George  White,  MD,  PO  Box  532,  Winchester  VA  22601 
Secretary’: Terry  Miller,  MD,  19 14 Thomson  Drive,  Lynchburg  VA  24501 

Virginia  Society  of  Anesthesiologists 

President:  Quincy  A.  Ayscue,  MD,  404  Medical  Tower,  Norfolk  VA  23507 
Secretary:  Anita  B.  Salomonsky,  MD,  Box  878,  MCV  Station,  Richmond  VA  23298 
Administrative  Officer:  John  A.  Hinckley,  PO  Box  11083,  Richmond  VA  23230 

Virginia  Society  of  Hematology 

Program  Chairmen:  Byrd  S.  Leavell,  MD,  Box  1 132,  University  of  Virginia  Hospital,  Charlottesville  VA  22901,  and  Wade  K. 

Smith,  MD,  Box  273,  Medical  College  of  Virginia,  Richmond  VA  23298 
Secretary':  Ali  A.  Hossaini,  MD,  Medical  College  of  Virginia,  Richmond  VA  23298 

Virginia  Society  oflntemal  Medicine 

President:  Philip  T.  Rodilosso,  MD,  1400  South  Joyce  Street,  Arlington  VA  22206 
Secretary: Thomas  E.  Donnelly,  MD,  1315  Second  Street  SW,  Roanoke  VA24016 

Virginia  Society  of  Ophthalmology  and  Otolaryngology 

President:  Neil  Callahan,  MD,  500  Rodman  Avenue,  Portsmouth  VA  23707 
Secretary:  Richard  E.  Gardner,  MD.  Staunton  Medical  Center,  Staunton  VA  24401 

Virginia  Society  for  Pathology,  Inc. 

President:  Richard  Clark,  MD,  Hampton  General  Hospital,  Hampton  VA  23361 

Secretary':  R.  Lawrence  Smith,  MD,  General  Hospital  of  Virginia  Beach.  Virginia  Beach  V A 23454 

Virginia  Society  of  Plastic  and  Reconstructive  Surgeons 

President .J.  LataneWare,  MD,  7121  JahnkeRoad,  Richmond  VA  23225 
Secretary:  Warren  L.  Moorman,  MD,  PO  Box  1531,  Roanoke  VA  24007 

Virginia  Surgical  Society 

President:  Thomas  M.  Wright,  MD,  Seven  Corners  Professional  Building,  Falls  Church  VA  22044 
Secretary:  Stuart  H.  Harris,  Jr.,  MD.  191 1 Thomson  Drive,  Lynchburg  VA  24501 

Virginia  Urological  Society 

President:  F.  Bradley  Gray,  MD,2103  Fall  Hill  Avenue,  Fredericksburg  VA  22401 
Secretary:  M.  J.  V.  Smith,  MD,  Box  176,  MCV  Station,  Richmond  VA  23298 


If  your  specialty  society  is  not  included  on  these  pages,  notify  the  M anagtng  Editor , Virginia  M edicai.,  4205  Dote/  Road, 
Richmond  VA  23221 , and  it  will  be  entered  in  the  next  printing.  
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The  Editors  of  Virginia  Medical  take  pride  in 
joining  our  fellow  Virginian,  Dr.  Richard  E. 
Palmer,  and  the  American  Medical  Association  in 
recognizing  the  achievements  of  Dr.  Franz  Joseph 
Ingelhnger. 

In  the  midst  of  a distinguished  career  in  academic 
medicine  as  a clinician,  investigator  and  teacher,  and 
having  earned  a number  of  honors  and  prestigious 
positions,  in  1967  Dr.  Ingelhnger  accepted  the  posi- 
tion of  Editor  of  the  New  England  Journal  of  Medi- 
cine. This  was  not  as  major  a departure  as  it  may 
seem,  for  he  has  always  been  a prolific  and  facile 
writer,  and  was  on  the  editorial  board  of  several 
medical  publications,  including  the  New  England 
Journal  of  Medicine,  at  the  time  that  he  chose  to  focus 
his  career  on  medical  journalism. 

Under  Dr.  Ingelhnger’s  gifted  leadership  the  Jour- 
nal has  continued  its  pattern  of  excellence  and  has 
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achieved  preeminence  as  the  most  highly  regarded 
general  medical  journal  in  America.  It  is  the  model 
and  establishes  the  standards  to  which  all  other  gen- 
eral medical  journals  aspire. 

After  a decade  at  the  helm,  Dr.  Ingelhnger  be- 
comes Editor  Emeritus  this  year.  He  can  be  content 
with  a job  superbly  done.  Other  medical  journals  owe 
him  a debt  of  gratitude,  for  most  have  borrowed  from 
him  and  profited  from  his  leadership.  We  at  Virginia 
Medical  hereby  recognize  this  obligation  and  ex- 
press to  him  our  appreciation. 

Now  our  warmest  congratulations  and  best  wishes 
go  to  Dr.  Arnold  S.  Reiman,  who  succeeds  Dr.  Ingel- 
hnger as  Editor  of  the  Journal.  Like  Dr.  Ingelhnger, 
Dr.  Reiman  has  a background  of  distinction  in  aca- 
demic medicine  and  medical  journalism.  The  contin- 
uing excellence  of  the  N Eng!  J Med  is  assured. 

W.  T.  Thompson,  Jr.,  MD  ■ 


Photograph  by  Joe  Fletcher  for  the  AMA. 
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The  Ides  of  October 


THE  IDES  of  October  is  upon  us.  Obviously  not 
as  well  known  as  the  ides  of  March,  and  fortu- 
nately without  that  inauspicious  and  evil  portent,  the 
ides  of  October  falls  within  the  Annual  Meeting  dates 
of  The  Medical  Society  of  Virginia.  No  earth-shaking 
events  are  likely  to  happen  in  Richmond  on  this 
occasion,  but  ours,  too,  are  stirring  and  momentous 
times.  Indeed,  for  the  practice  of  medicine  as  we 
know  it,  perilous  is  not  too  strong  a word. 

Herewith  is  a charge  to  each  of  our  members: 
While  in  Richmond  on  the  ides  of  October,  and  the 
days  on  either  side,  enlarge  your  clinical  skills  by 
attending  the  scientific  sessions;  increase  your  aware- 
ness of  the  issues  facing  our  profession  by  observing 
the  House  of  Delegates  in  action,  and  sitting  in  on  the 
Reference  Committees’  deliberations;  engage  in  cor- 
ridor consultations  with  your  fellow  members  to 
learn  what  others  are  thinking  and  doing;  make  your 
voice  heard  by  speaking  out,  or  your  viewpoints 
known  by  writing  to  Virginia  Medical.  Each  of  us 
has  a responsibility  to  share  in  decision-making,  with 
the  hope  that  a strong  voice  from  Virginia  will  have 
an  impact  at  the  national  level. 

The  problems  with  us  and  in  the  offing  are  too 
numerous  to  list,  and  too  complex  to  submit  to  brief 
analysis.  Now,  having  confessed  inadequacy  and  at 
the  risk  of  some  presurnptiousness,  let  me  set  forth 
four  broad,  major,  interrelated  issues  which  seem  to 
me  to  encompass  most  of  the  specific  items  with 
which  our  profession  is  struggling. 

First  is  the  cost  of  medical  care.  To  choose  one 
item:  National  health  insurance.  Hear  the  words  of 
Secretary  Califano  spoken  to  the  AMA  delegates  at 


the  recent  annual  convention:  “National  health  in- 
surance to  protect  all  Americans  from  the  crushing 
burden  of  medical  expenses  is  essential.” 

Shortly  after  WWII  I had  the  pleasure  of  being 
present  when  the  late  Dr.  M.  M.  Pinckney,  by 
brilliant,  incisive,  and  carefully  reasoned  argument, 
clearly  bested  a prominent  labor  union  official  in  a 
debate  titled:  “Should  There  Be  National  Health  In- 
surance?” In  his  concluding  remarks,  the  union  offi- 
cial was  reduced  to  shouting,  “But  it  will  come,  and 
won’t  be  many  years  away.”  He  will  probably  be 
proved  right  in  the  inevitability  of  the  passage  of  such 
legislation,  even  though  he  was  wrong  about  the 
timetable  for  it.  The  reasoning  advanced  by  Dr. 
Pinckney  is  still  sound.  Experiences  that  most  of  us 
have  had  with  Medicare  and  Medicaid  should  warn 
us.  Word  from  the  countries  that  have  gone  that 
route  should  frighten  us. 

The  cost  of  serious  illness,  however,  is  onerous  or 
unbearable  for  many  citizens.  Concepts  of  human 
rights  and  of  the  obligations  of  government  for  its 
citizens  are  different  today.  Powerful  pressure  groups 
are  taking  a strong  role  in  legislation,  and  the  compo- 
sition of  Congress  is  best  characterized  as  liberal. 
Yes,  times  have  changed  and  require  some  accomo- 
dations, even  though  these  may  seem  to  be  out  of 
joint. 

Second  is  the  ultimate  control  of  the  medical  pro- 
fession. Item:  Health  Systems  Agency  developed  un- 
der the  National  Health  Planning  and  Resources  Act 
of  1974.  Whether  intentional  or  not,  this  Act  tends  to 
pit  “provider”  (i.e.,  doctors  and  other  health  profes- 
sionals) against  “consumers,”  (i.e.,  patients  or  poten- 
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tial  patients).  It  appears  that  HSA  may  set  in  motion 
a series  of  events  which  will  inexorably  act  to  displace 
the  doctor  from  the  primary  seats  of  power  and  au- 
thority in  the  decision-making  processes  regarding 
health  care,  and  to  replace  him  by  the  bureaucrat  or 
the  consumer. 

Without  doubt,  over  the  past  years  services  have 
been  duplicated,  hospital  beds  have  been  imperfectly 
distributed,  procedures  beyond  the  capability  of  staff 
or  hospital  have  been  attempted,  and  costs  have  been 
increased  unnecessarily.  Corrective  steps  and  con- 
trols over  wasteful  practices  need  to  be  instituted.  But 
draconian  measures  may  multiply  the  problems 
rather  than  solve  them. 

Third  is  who  should  practice  medicine.  Item:  re- 
certification and  relicensure.  Time  was  when  an  MD 
degree  was  earned,  a state  license  was  obtained,  and 
then  the  individual  doctor  followed  his  bent,  doing 
pretty  much  what  he  pleased,  subject  to  the  pressures 
of  his  conscience,  his  peers,  and  malpractice  laws. 
For  many  years  the  Virginia  State  Board  of  Medicine 
has  had  legal  supervisory  and  disciplinary  authority 
over  the  members  of  the  medical  profession;  but  not 
much  was  done  to  seek  actively  the  doctor  who  was 
doing  a poor  job,  to  discipline  him,  or  to  withdraw 
his  license.  Now  the  alphabet  is  pressed  to  find  acro- 
nyms to  designate  the  agencies  and  groups  seeking  to 
evaluate  the  doctor's  performance.  See  Dr.  Warren 
H.  Pearse’s  perceptive  article  on  this  subject  on  page 
699. 

The  endeavor  to  ensure  the  highest  level  of  medical 
practice  is  laudable.  The  tough  problem  of  how  to  do 
it  constructively  and  fairly  has  not  yet  been  solved. 
Outside  of  gross  misbehavior  either  personally  or 
professionally,  it  is  very  difficult  to  determine  which 
doctors  should  be  allowed  to  practice  and  which 
should  not.  Some  action  needs  to  be  taken,  but  not 
precipitously,  and  not  before  reasonable  guidelines 
can  be  developed  to  evaluate  competence,  partic- 
ularly in  day-to-day  patient  care. 

Fourth,  and  most  important,  is  what  effect  the 
current  turmoil,  accusations,  counter-accusations, 
legislation  and  decrees  will  have  on  the  doctor-pa- 
tient relationship.  Item:  Third  parties  are  now  look- 
ing over  the  shoulders  of  doctor  and  patient,  even  if 
not  interposing  between.  The  doctor  and  patient  have 


always  recognized  the  essentiality  of  a close,  con- 
fidential relationship.  Yet,  strangely,  in  this  time  of 
emphasis  of  humanism,  this  most  humanitarian  rela- 
tionship is  threatened. 

Now  a third  party  has  a strong  voice  in  decisions 
regarding  who  goes  to  medical  school,  what  special- 
ists are  needed,  where  practices  should  be  located, 
what  charges  should  be  made,  what  records  should  be 
made  available  to  whom,  and  for  what  purpose.  A 
third  party  reviews  the  record  to  determine  whether 
the  patient’s  bill  should  be  paid.  A third  party  deter- 
mines what  drugs  may  be  prescribed  and  what  infor- 
mation the  insert  must  convey  to  the  patient.  A third 
party  judges  the  informed  consent  incorporated  into 
the  relationship. 

All  of  this  is  a mixed  bag.  A strong  case  can  be 
made  for  altering  some  of  the  features  of  the  classical 
doctor-patient  relationship.  Too  high  a price  will  be 
exacted,  however,  if  the  true  art  of  medicine  is  put  in 
jeopardy. 

This  ides  of  October  1977  meeting  of  The  Medical 
Society  of  Virginia  will  solve  none  of  these  issues,  nor 
any  of  the  many,  many  items  not  mentioned.  But  at 
meetings  such  as  this,  opinions  should  be  voiced, 
observations  shared,  and  issues  debated.  Sooner  or 
later  the  individual  doctor,  and  organized  medicine, 
must  speak  out  firmly,  fairly,  and  constructively  on 
all  of  these  issues  and  more.  We  must  have  a part  in 
the  remedies,  for  we  will  have  to  live  with  them. 

This,  however,  is  a medical  meeting,  where  the 
adage  regarding  all  work  and  no  play  is  properly 
recognized.  Furthermore,  best  thoughts  sometimes 
come  to  mind  when  not  pursued  too  relentlessly.  So 
let’s  look  to  the  wisdom  of  Samuel  Johnson,  the  18th 
century  English  savant  and  man  of  letters,  who,  him- 
self, was  often  beset  with  monumental  problems: 
“Hermit  hoare,  in  solemn  cell 
Wearing  out  life's  evening  gray, 

Strike  thy  bosom,  Sage,  and  tell, 

What  is  bliss  and  which  the  way.'' 

Thus  / spake,  and  speaking  sighed, 

Scarce  suppressed  the  starting  tear; 

When  to  me  the  Sage  replied, 

“Come,  my  lad,  let's  drink  some  beer.  '' 

W.  T.  Thompson,  Jr.,  MD 
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Henry  W.  Randolph,  MD 

At  the  age  of  99  years.  Dr.  Henry  Ward  Randolph, 
retired  Richmond  physician,  died  August  25.  Dr. 
Randolph,  a native  of  Richmond,  received  his  medi- 
cal degree  in  1902  from  the  University  College  of 
Medicine,  the  forerunner  of  the  Medical  College  of 
Virginia.  He  practiced  medicine  in  Cass,  West  Vir- 
ginia, for  a year  before  returning  to  Richmond,  where 
he  had  an  office  until  he  retired  in  1946.  For  many 
years  he  volunteered  his  services  at  the  Home  for  the 
Incurables,  now  the  Virginia  Home.  He  was  a mem- 
ber of  the  50-Year  Club  of  The  Medical  Society  of 
Virginia. 

Stewart  W.  Bush,  MD 

Dr.  Stewart  W.  Bush,  55  years  old,  died  July  22  at 
his  home  in  Great  Falls,  Virginia,  after  a heart  attack. 
He  was  an  associate  clinical  professor  of  medicine  at 
George  Washington  University  Medical  School, 
Washington,  and  cofounder  of  the  Arthritis  Clinic  of 
Northern  Virginia,  Arlington. 

Born  in  Holyoke,  Massachusetts,  Dr.  Bush  was 
graduated  from  the  University  of  Massachusetts  and 
earned  his  medical  degree  at  Johns  Hopkins  Medical 
School.  After  residency  at  George  Washington  Uni- 
versity Hospital,  he  joined  the  teaching  staff  of  the 
university’s  medical  school  in  1952.  He  and  two  col- 
leagues opened  the  Arthritis  Clinic  in  1970. 

Memoir  of  B.  E.  Topham 
1882-1977 

By  Charles  A.  Young,  Jr.,  MD 

Dr.  Bertram  E.  Topham  of  Roanoke  died  March 
20,  1977,  at  the  age  of  94  years. 

He  was  born  in  Philadelphia,  attended  German- 
town Boys  Academy  and  Brayden  on  the  Hudson, 
was  graduated  from  the  University  of  Pennsylvania, 
and  obtained  his  MD  degree  at  Jefferson  Medical 
College.  He  interned  at  the  University  of  Pennsylva- 
nia Hospital  and  served  his  residency  at  Mercer  Hos- 
pital, Trenton,  New  Jersey.  He  moved  to  Los  Ange- 
les, where  he  was  on  the  staff  of  the  Good  Samaritan 
Hospital  and  taught  surgery  at  the  University  of 
Southern  California.  In  1917  he  moved  to  Roanoke 
and  became  a surgeon  for  the  Norfolk  & Western 
Railway,  later  becoming  the  company’s  medical  di- 
rector. He  also  was  on  the  staff  of  the  Lewis-Gale 


Hospital.  He  was  a member  of  The  Medical  Society 
of  Virginia,  the  American  Medical  Association,  was  a 
32nd  degree  Mason  and  a faithful  member  of  Christ 
Lutheran  Church. 

Dr.  Topham  was  a talented  and  astute  physician, 
quiet,  gentle  and  modest  in  manner. 

Prepared  and  published  at  the  request  of  the  Roanoke 
Academy  of  Medicine. 

Memoir  of  S.  H.  Mirmelstein 
1907-1977 

Dr.  Samuel  H.  Mirmelstein,  a lifelong  resident  of 
Newport  News,  died  June  30,  1977,  at  age  70  years, 
after  a long  illness. 

Dr.  Mirmelstein  was  educated  in  the  Newport 
News  public  schools.  He  attended  the  University  of 
Virginia  and  William  and  Mary  College  prior  to  his 
graduation  from  the  Medical  College  of  Virginia  in 
1932.  He  served  a rotating  internship  and  an  Ob-Gyn 
internship  at  People’s  Hospital,  Akron,  Ohio,  before 
opening  his  office  in  his  hometown  of  Newport  News 
in  1934. 

“Dr.  S am”,  as  he  was  affectionately  known  by  his 
many  patients  and  friends,  was  a true  “family  doc- 
tor”. He  made  himself  readily  available  to  the  needs 
of  his  patients  and  served  them  competently,  faith- 
fully, and  with  compassion.  He  delivered  over  3,000 
babies  during  his  34  years  of  practice. 

He  believed  in  family  medicine  and  was  elected  the 
first  president  of  the  Virginia  Academy  of  Family 
Practice.  He  was  a veteran  of  World  War  II,  having 
been  a member  of  the  Army  Medical  Corps'  100th 
Evacuation  Hospital.  He  was  a member  of  the  New- 
port News  Medical  Society,  past  president  of  the 
medical  staff  of  Riverside  Hospital,  and  a member  of 
The  Medical  Society  of  Virginia,  American  Medical 
Association,  and  American  Academy  of  Family  Phy- 
sicians. He  was  a past  president  of  the  Newport  News 
Academy  of  Family  Physicians.  He  was  a past  presi- 
dent of  the  Newport  News  Rotary  Club  and  of  the 
Peninsula  Masonic  Lodge  278,  a past  vice-president 
and  honorary  life  member  of  Rodef  Sholem  Temple. 

“Dr.  Sam”  was  a kind  and  gentle  man,  loved  by  his 
patients  and  friends,  respected  by  his  colleagues  and 
devoted  to  his  family.  He  will  be  greatly  missed  by  all 
those  who  knew  him. 

This  memoir  prepared  and  published  at  the  request  of  the 
Newport  News  Medical  Society. 


OCTOBER.  1977/VIRGINIA  MEDICAL  737 


FELLOWSHIP  HALL 


TREATMENT  AND  LEARNING  CENTER  For 


ALCOHOL  RELATED  PROBLEMS 


A PRIVATE  NON-PROFIT  PSYCHIATRIC  HOSPITAL,  THE  ONLY  ONE  OF  ITS  KIND  IN  THE  SOUTHEAST 


Infirmary:  A medical 
doctor  and  registered 
nurses  provide  24-hour 
medical  care  in  a fully 
equipped  infirmary. 


Meditation  T rail : A nature  trail  for  hiking 
and  meditation  winds  through  nearly  a 
mile  of  beautifully  wooded  area. 


Fellowship  Flail's  purpose  is  to 
provide  effective  therapy  in  a 
relaxed,  wholesome  atmosphere  for 
the  man  or  woman  who  has 
developed  a drinking  problem. 


Counseling : Individual 
counseling  and  Group  therapy 
are  provided  for  the  family 
as  well  as  the  guests 


Bedroom : Attractive, 
comfortable  accommodations 
are  provided  for  both  male  and 
female  guests. 


FELLOWSHIP  HALL  me. 

P.  O.  Box  6929  • Greensboro,  N.  C.  27405  • 919-621-3381 

Located  ofl  U.S.  Hwy.  No.  29  at  Hicone  Road  Exit,  6V;  miles  north  ot  downtown  Greensboro,  N.  C. 
Convenient  to  1-85, 140,  U.S.  421.  U.S.  220,  and  the  Greensboro  Regional  Airport. 


FELLOWSHIP  HALL  WILL  ARRANGE  CONNECTION  WITH  COMMERCIAL  TRANSPORTATION 


VI RGI N I A M EDICAL  CLASSI  FI  ED 


— 

NEEDED  AND  APPRECIATED 
in 

NORTON,  VIRGINIA 

Located  only  one  hour’s  drive  from  Tri-Cities,  Ten- 
nessee, area  in  southwestern  Virginia,  new  hospital  and 
medical  office  building  to  open  August,  1977.  Due  to 
energy  crisis  and  renewal  in  coal  production,  Norton 
has  become  an  active  business  area  with  increasing 
population.  Excellent  schools  (elementary,  high 
school,  college),  churches  and  recreational  activities 
for  physician  and  his  family.  Guaranteed  income  for 
first  year  with  office  space  and  household  move  pro- 
vided. If  you  are  looking  for  rural  area  with  excellent 
practice  opportunity,  please  write  with  CV  or  call  504 
837-6456. 

James  R.  Mattingly 
Assistant  Vice-President 
Physician  Relations 
QLJALICARE,  INC. 

PO  Box  24189 
New  Orleans  LA  70184 


GYNECOLOGIST,  FACS,  FACOG,  65  years  old,  seeks 
part  or  full-time  position  with  group.  Licensed  in  Virginia. 
Please  contact  F.  S.  Ericsson,  MD,  514  W.  Third  Ave., 
Warren  PA  16365. 

OFFICE  SPACE  in  Annandale,  Virginia — 1200  square  feet 
medical  office  space,  previously  occupied,  available  im- 
mediately. Private  building  easily  accessible  from  main 
thoroughfare.  Call  703  256-5870. 

PHYSICIANS — Family  practice  and  ob/gyn  opportunity 
for  solo  or  group  practice  in  community  of  approximately 
9,000,  located  in  east-central  section  of  South  Carolina. 
Partnership  arrangement  guarantees  $50,000.  48-bed  hos- 
pital serves  local  area  with  easy  access  and  referral  to  new 
regional  medical  center  20  miles  away.  Six  FP’s/GP’s 
presently  in  community.  Contact:  J.  D.  Whitehead,  MD, 
Lake  City  SC,  803  394-2238. 

SALE  OR  LEASE:  One  mobile  radiographic  x-ray  facility 
in  excellent  condition  for  sale  or  lease.  Completely  self- 
contained  x-ray  laboratory,  consisting  of  a 22-foot  air- 
conditioned  and  vandal-protected  Winnebago  van,  condenser 
discharge  x-ray  system  with  tube  stand  and  table,  Dupont 
daylight  film  loading  system,  Kodak  automatic  cold  water 
film  processor  and  ail  accessories.  Very  useful  for  care  of 
nursing  home  patients,  industrial  screening  examinations, 
athletic  events,  or  disaster  work.  Contact  Drs.  Perilla,  Sin- 
dler,  & Associates,  PA,  3350  Wilkens  Avenue,  Baltimore 
MD  21229. 


PATRONIZE  OUR  ADVERTISERS! 


ATTENTION  PSYCHIATRISTS 
Two  modern  facilities  for  long-term  chronic  patients 
for  sale.  Can  be  sold  together  or  separately.  High 
annual  net.  Fees  and  rates  due  for  annual  adjustments. 
Plenty  of  time  for  an  additional  private  practice.  Cor- 
poration will  work  out  financial  arrangement  with  re- 
liable persons. 

For  information  write:  Administrator,  Route  1,  Box 
486,  Waynesboro,  VA  22980. 


VIRGINIA  HEART  Institute — Board  certified  specialists 
interested  in  clinical  research  are  needed  to  perform  and 
evaluate  noninvasive  (stress  testing,  ultrasound,  nuclear 
imaging)  and  coronary  arteriographic  procedures.  Full  or 
part-time  positions  are  available.  Interested  individuals 
should  provide  CV  and  apply  to  Charles  L.  Baird,  Jr.,  MD, 
Director,  Virginia  Heart  Institute,  205  N.  Hamilton  St., 
Richmond  VA  23221. 

F'P’s  NEEDED — Growing  community  of  4,000  + needs  one 
or  two  MD's,  two  FP’s  in  town,  and  one  nearby.  Join  exist- 
ing practice  or  solo  available.  Excellent  recreation  and  econ- 
omy, 60  miles  from  metroeities,  57-bed  JCAH  hospital  in 
community.  Trade  area  of  12,000  + . L!S  graduate  preferred. 
Contact  L.  Wattier,  Administrator,  Memorial  Hospital, 
Inc.,  104  West  17th  St.,  Schuyler,  Nebraska  68661,  402 
352-2441. 

ASSISTANT  MEDICAL  DIRECTOR,  Virginia  Medical 
Assistance  Program,  to  serve  as  medical  consultant  and  advi- 
sor to  all  service  sections  of  the  Program,  with  particular 
emphasis  given  to  utilization  review  activities,  appropriate- 
ness of  care  review,  and  medical  claims  review.  Also  perform 
review  activities  for  the  Virginia  EPSDT  Program  and  Pre- 
admission Certification  Program  for  nursing  home  patients. 
Qualifications:  licensed  or  eligible  to  be  licensed  to  practice 
medicine  in  Virginia;  Board  certification,  Board  eligibility, 
or  official  recognition  as  a Fellow  in  the  assigned  specialty. 
Contact  F.  C.  Hays,  MD,  Director,  Virginia  Medical  Assist- 
ance Program,  109  Governor  St.,  Richmond  VA  23219,  804 
786-7933.  An  Equal  Opportunity  Employer. 

OCCUPATIONAL  MEDICINE— National  corporation 
needs  associate  medical  directors  and  full-time  staff  physi- 
cians in  Winston-Salem,  North  Carolina;  Little  Rock,  Ar- 
kansas; Atlanta,  Georgia;  and  Chicago  area.  Corporation 
dedicated  to  comprehensive  health  program  for  all  employ- 
ees; modern  well-equipped  facilities;  liberal  fringe  benefits 
include  life  and  health  insurance,  excellent  savings  plan,  mal- 
practice insurance  coverage,  liberal  vacation,  holiday,  and 
sick-leave  policies,  etc.  Salary  commensurate  with  position 
responsibility,  experience,  and  professional  training.  Send 
resume  in  confidence  to  VM  Box  10.  An  Equal  Opportunity 
Employer. 
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WHO’S  WHO 


Virginia  Medical  applauds  Dr. 
William  S.  Hotchkiss,  Norfolk,  re- 
cently elected  by  the  American  Med- 
ical Association’s  House  of  Dele- 
gates to  the  AMA  Judicial  Council. 
The  Judicial  Council,  one  of  the 
most  prestigious  bodies  in  organized 
medicine,  consists  of  five  members 
who  interpret  principles  of  medical 
ethics  and  make  recommendations 
on  proposed  changes  in  the  AMA’s 
constitution  and  by-laws.  They  are 
analagous  to  Supreme  Court  jus- 
tices. Their  prestige  is  second  only  to 
the  organization’s  officers  and 
trustees. 

Dr.  Hotchkiss  is  an  absolutely 
first-class  choice  for  the  highly  in- 
fluential Council.  Consistently  he 
has  demonstrated  his  active  com- 
mitment to  organized  medicine,  this 
pledge  balanced  by  a rare  fairness 
and  humanity. 

Born  in  Waco,  Texas,  Dr.  Hotch- 
kiss was  educated  in  that  state,  earn- 
ing his  medical  degree  from  the  Uni- 
versity of  Texas,  Galveston. 
Internships  in  Detroit  followed. 
Then,  spanning  five  years,  there 
were  residencies  and  fellowships  in 
general  and  thoracic  surgery.  One  of 
these  was  served  at  Norfolk  Marine 
Hospital;  when  he  was  ready  to  en- 
ter private  practice,  he  returned  to 
Norfolk  to  do  so.  What  a lucky 
break  for  Virginia! 

Since  that  beginning.  Dr.  Hotch- 
kiss has  held  ten  staff  memberships 
and  appointments  to  hospitals  in  the 
Norfolk  area,  has  been  certified  by 
the  American  Boards  of  Surgery  and 
Thoracic  Surgery  and  elected  a fel- 
low of  the  American  College  of 
Chest  Physicians.  These  honors  sig- 
nal the  excellence  of  his  professional 
abilities. 

At  the  same  time,  he  has  applied 
himself  diligently  to  the  vineyards  of 
Virginia’s  medical  societies.  His 
qualities  of  leadership  were  quickly 
recognized  by  the  Norfolk  County 
Medical  Society,  and  he  became  its 


president  in  1965.  For  The  Medical 
Society  of  Virginia,  he  served  many 
years  on  the  Council;  chaired  the 
Air  Pollution,  Long-Range  Plan- 
ning, and  Quackery  Committees; 
and  was  elected  president  in  1971. 
He  is  a director  of  VaMPAC  and,  at 
the  time  of  his  election  to  the  Judi- 
cial Council,  had  been  an  AMA 
delegate  for  four  years. 

His  leadership  has  unfailingly  re- 
vealed a thoughtful,  earnest  con- 
science. And  what  a kind  and  gentle 
man  he  is!  These  attributes  are  no- 
where more  congenially  reflected 
than  in  his  family:  his  tiny,  vivacious 
wife,  Virginia,  and  their  two  sons 
and  daughter.  One  son,  Richard  F. 
Hotchkiss,  has  chosen  his  father's 
profession  and  is  a first-year  resident 


in  internal  medicine.  The  other  son, 
William  S.  Hotchkiss,  Jr.,  is  a Nor- 
folk businessman.  The  daughter, 
Mary,  is  married  to  Byrd  S.  Leavell, 
Jr.,  who,  like  her  brother,  is  training 
as  an  internist.  From  her  father, 
who  is  as  proficient  on  the  tennis 
court  as  in  the  operating  room, 
Mary  Hotchkiss  Leavell  caught  an 
enthusiasm  for  tennis  and  became 
one  of  the  best  players  in  Virginia. 

With  generous  endowments  of 
time,  energy,  and  intelligence  Doc- 
tor Hotchkiss  has  fostered  the  integ- 
rity of  the  medical  profession  in  Vir- 
ginia. He  is  fitted  to  contribute 
tellingly  to  the  AMA  Judicial  Coun- 
cil. His  peers  are  proud  to  have  him 
there,  and  confident  the  Council  will 
never  have  a better  man.  A.G. 
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AMA  Photograph 


Now  available  to 
members  and  their  - IP 
eligible  dependents. . . 


The  Medical  Society  of  Virginia — Sponsored 
$50,000  Major  Medical  Insurance  Plan 


the  high- limits  of  protection  that 
you  may  need  to  help  meet  the  costs 
of  medical  care  and  treatment. 


According  to  the  Consumer  Price 
ndex,  medical  care  costs  have 
ncreased  faster  than  any  other 
ategory  of  personal  expense.  As 
, medical  professional,  you  are 
ertainly  aware  of  these  increas- 
ng  costs  and  of  the  need  for  a 
omprehensive  health  insurance 
rogram  to  help  them. 

'hat’s  why  the  Medical  Society  of 
hrginia  is  now  sponsoring  this 
mproved  $50,000  Major  Medical 
nsurance  Plan  for  members, 


heir  employees  and  their  eligible 
ependents.  The  Plan  provides 


Your  choice  of  two 
deductible  amounts! 

Two  deductible  amounts  are 
available — $500  and  $ 1 ,000. 
After  the  deductible  has  been 
satisfied,  your  Society-spon- 
sored  Plan  will  cover  80%  of  all 
eligible  expenses — in  or  out  of 
the  hospital- — up  to  a maximum 
of  $50,000.  This  means  you  are 
protected  for  such  expenses  as: 

• hospital  room  and  board  costs 

• physician  and  surgeon  fees 

• surgery  operating  room  costs 

• private  duty  nursing*  ambu- 
lance service  • medical  supplies 

• radiation  treatment  • x-ray  and 
laboratory  examinations.  The 
Plan  even  covers  expenses  for 
mental  and  nervous  disorders  up 
to  a lifetime  maximum  of  $5,000 
per  person  when  hospitalized. 

But  most  important,  your 
Society-sponsored  Plan  is  avail- 
able to  you  at  economical  premi- 
um rates,  thanks  to  the  careful 


design  of  benefits,  the  mass  pur- 
chasing power  of  the  Society  and 
the  many  economies  of  group 
administration . 

To  receive  all  the  details  on  your 
Society-sponsored  Plan,  includ- 
ing costs,  exclusions,  any  reduc- 
tions and  terms  under  which 
coverage  may  be  continued  in 
force,  simply  mail  the  coupon  to 
the  Plan’s  Administrator: 

David  A.  Dyer  & Associates 
Medical  Arts  Building 
P.O.  Box  1631 
Roanoke,  Virginia  24008 
Phone  (703)  344-5000 

This  Plan  is  also  available  to 
employees  of  Members. 

UNDERWRITTEN  BY 

Continental  Casualty  Company 

INSURANCE  FROM 

OVA 


DAVID  A.  DYER  & ASSOCIATES 

MEDICAL  ARTS  BUILDING 
P.O.  BOX  1631  • ROANOKE,  VIRGINIA  24008 

Send  me  all  the  details  on  the  Medical  Society  of  Virginia-sponsored  $50,000  Major  Medical  Insurance 
Plan.  I understand  there’s  no  obligation. 

Name 

Address 

City,  State,  Zip __ 

D I’d  also  like  information  on  the  other  fine  accident,  health  and  life  insurance  plans  sponsored 
by  the  Society. 
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Virginia  Medical  is  the  official  monthly 
publication  of  The  Medical  Society  of  Vir- 
ginia. Second-class  postage  paid  at  Rich- 
mond, Virginia.  Yearly  subscription  rate:  $8 
domestic,  $12  foreign;  single  copies,  $1.50. 
Virginia  Medical  does  not  hold  itself  re- 
sponsible for  statements  made  by  any  con- 
tributor. Although  all  advertising  accepted 
is  expected  to  conform  to  ethical  medical 
standards,  acceptance  does  not  imply  en- 
dorsement by  this  journal.  For  information 
on  the  preparation  of  articles,  write  for 
Advice  to  Authors  to  the  Managing  Editor, 
4205  Dover  Road,  Richmond  VA  23221. 


MSV  Membership: 
What’s  In  It  For  You? 


“No  other  journal  can  offer  that 
opportunity.  It  is  Virginia  Medical’s 
unique  benefit  to  the  MSV  member.’’ 


Doctors  are  highly  communicative,  for  they 
must  share  findings  and  seek  answers  in  an  art 
continuously  discovering  and  searching.  “The  liter- 
ature” attests  to  the  composite  role  of  physician- 
writer-reader. 

Thus,  when  printing  became  readily  available, 
medical  journals  emerged.  Some  were  nurtured  by 
organizations,  some  by  physicians.  The  Virginia 
Medical  Monthly  sprang  from  this  latter  group. 
An  internist.  Dr.  Landon  B.  Edwards  of  Richmond, 
founded  this  journal  in  April,  1874.  It  flourished,  for 
he  was  as  proficient  an  editor  and  writer  as  a physi- 
cian. 

When  The  Medical  Society  of  Virginia  reached  a 
substantial  membership,  the  need  for  an  official  pub- 
lication was  felt — and  there  was  Dr.  Edwards’  jour- 
nal, appropriate  in  every  way.  It  was  bought  by  the 
Society  in  1918  and  has  been  a dividend  of  MSV 
membership  ever  since. 

There  have  been  changes  in  it  over  the  years,  of 
course.  Most  visible  has  been  the  redesign,  from  time 
to  time,  of  typography  and  cover.  The  new  format 
initiated  only  a year  ago  was  responsible  in  large  part 
for  Virginia  Medical’s  first  prize  in  the  State  Medi- 
cal Journalism  Awards,  reported  on  pages  761-763. 

The  contents  have  changed  somewhat,  too.  They 
are  now  entirely  original  and  emphatically  Virginian, 
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whereas  Dr.  Edwards,  pressed  by  a lively  practice  and 
limited  by  a far  smaller  group  of  contributing  doc- 
tors, had  to  resort  to  a great  deal  of  reprinting  from 
other  journals. 

But  the  basic  elements  of  medical  journalism  in 
1877  still  obtain  in  these  pages  in  1977:  medical  arti- 
cles, reports  of  the  Society’s  work,  editorials,  commu- 
nications of  opinion. 

In  other  state  medical  journals,  decisive  change  in 
content  has  occurred  in  the  last  few  years.  There  is 
marked  decrease  in  traditional  medical  writing  and 
emphatic  increase  in  non-clinical  writing,  the  latter 
dealing  primarily  with  medical-political  issues  and 
such  complexities  of  practice  today  as  tax  problems, 
office  efficiencies,  legal  labyrinths.  Some  of  the  lead- 
ers in  this  change  are  described  on  pages  764-765. 

This  change  fits  the  times,  and  necessity  has  led  in 
its  invention.  With  the  explosion  of  drug  therapy  in 
the  1960's  and  the  burgeoning  of  pharmaceutical  ad- 
vertising, the  specialty  journals  arrived.  Their  large 
memberships  and  “target”  readerships  attracted  the 
advertising — and  the  clinical  writing.  At  the  same 
time,  medical  societies  were  finding  themselves  more 
and  more  in  the  front  lines  of  political  battles,  most 
of  these  tied  to  practicalities  of  the  doctor’s  function- 
ing, sometimes  his  survival. 

So  the  specialty  journals  now  are  publishing  most 
of  the  articles  on  how  to  help  the  patient,  and  the/ 
state  journals  are  becoming  spokesmen  on  how  to 
help  the  doctor. 

One  thing  has  not  changed  in  the  least.  In  these 
pages  you  can  learn  what  your  fellow  Virginians  all 
over  the  state  are  doing  and  thinking;  here  you  can 
express  to  Virginia  doctors  state-wide  your  own  opin- 
ions and  findings,  and  thus  become  a recorded  part  of 
Virginia  medicine’s  illustrious  history. 

No  other  journal  can  offer  that  opportunity.  It 
is  Virginia  Medical’s  unique  benefit  to  the  MSV 
member.  A.G. 
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What’s  new  at  Bio-Science 
Baltimore/Washington? 


Always  the  latest 
specialized  diagnostic  tests. 


Chemistry 

Anti-convulsant  group 
Cadmium  in  blood 
Darvon® 

Ferritin  in  serum 

Free  erythrocyte  protoporphyrins 
Pyridoxal  phosphate  (B6) 
Riboflavin  (B2) 

Succinimides  in  serum 
Theophylline  by  HPLC 
Uroporphyrinogen-1  -synthetase 


Endocrinology 

Androstenedione  in  serum 
Calcitonin 
C-peptide 
Estriol  in  serum 
Placental  Estriol  in  urine 
HCG-  P-  subunit 
Pregnanetriol  in  urine  (GLC) 
Prolactin 

17-OH  Progesterone  in 
serum 

Thyroglobulin  in 
serum 


Immunochemistry 

Anti-extractable  nuclear  antigen 
(Anti-ENA) 

Beta  2-microglobulin 
Fungus  antibody  group 
Gentamicin 

Intrinsic  factor  antibodies 
Tobramycin 
Anti-tissue  antibodies 

For  information  contact: 

Jerry  B.  Gin,  Ph  D.,  Director,  or 
J.  Georges  Nitis,  Ph.D.,  Asst.  Director 


Bio-Science 


Bio-Science 

Laboratories 

Baltimore/Washington  Branch 
9110  Red  Branch  Road 
Columbia,  MD  21045 
(301)  997-8900 


Bouquets  for  the  Journal 

Congratulations  on  the  first  place  award  granted 
Virginia  Medical!  The  changes  in  the  format  have 
improved  tremendously,  in  my  opinion,  the  overall 
quality  and  readability  of  the  journal.  I now  read  the 
journal  instead  of  letting  it  pile  up  in  a corner  of  my 
office. 

We  have  had  many  comments  from  both  primary 
care  physicians  and  surgeons  on  the  article  on  irra- 
diation you  asked  us  to  write.1  In  offering  the  infor- 
mation the  journal  served  an  excellent  purpose. 

Melvin  J.  Fratkin,  MD 

Medical  College  of  Virginia 
Richmond  VA  23298 

1.  Fratkin  MJ,  Sharpe  AR:  Irradiation  and  thyroid  can- 
cer— evaluating,  treating  the  patient  at  risk.  Va  Med 
104:307,  1977 

Congratulations  on  the  very  high  honor  you  have 
brought  to  the  monthly  magazine  of  The  Medical 
Society  of  Virginia.  I think  that  should  be  a real  thrill 
for  everybody. 

James  Asa  Shield,  Jr.,  MD 

Tucker  Pavilion 
7149  Jahnke  Road 
Richmond  VA  23225 

Congratulations  and  good  wishes  on  the  occasion 
of  Virginia  Medical’s  winning  first  place  in  its  divi- 
sion of  the  Sandoz  contest.  A good  decision  on  the 
part  of  the  judges.  I trust  your  members  appreciate 
the  honor  that  has  come  to  their  publication. 

Jean  J.  Richardson 

Assistant  Editor 

Journal  of  the  Indiana  State  Medical  Association 
Indianapolis  IN  46208 

Congratulations  on  the  Sandoz  award!  That's  ter- 
rific! The  award  was  well  deserved.  And  I like  the  way 
you  made  the  announcement  in  the  June  issue — very 
classy. 

Sharon  T.  Smith 

Managing  Editor 

Journal  of  the  Medical  Association  of  Georgia 
Atlanta  GA  30309 


Congratulations.  The  Sandoz  Pharmaceutical 
Award  for  excellence  of  Virginia  Medical,  is  much 
deserved. 

The  appearance  and  content  of  the  publication,  for 
the  past  year  particularly,  makes  it  one  of  the  first- 
read  publications  in  our  office. 

G.  W.  Blanchard 

Coordinator,  Professional  Services 
Blue  Cross  Blue  Shield  of  Virginia 
Richmond  VA  23279 

I 

Interrupt 

This 

Letter 

to  extend  my  heartiest  congratulations  for  making 
Virginia  Medical  the  top  winner  of  1977.  It  is  sim- 
ply wonderful!  Thank  you  for  such  a great  perform- 
ance. 

Khalid  J.  Awan,  MD 

500  Alexandria  Street 
Norton  VA  24273 

Editor’s  Note:  The  format  of  Dr.  Awan’s  letter 
amusingly  parodies  the  announcement  of  the  jour- 
nal’s prize  on  page  427  of  the  June  issue. 

This  quick  note  to  tell  you  how  impressed  I am 
with  the  graphics  of  Virginia  Medical.  I have 
looked  at  a number  of  state  society  journals  and  none 
has  come  close.  Keep  up  the  good  work. 

Rita  Senders 

Media  Director 
Media  Reactions,  Inc. 

Reston  VA  22090 

While  meeting  in  San  Francisco  this  summer,  the 
directors  of  the  State  Medical  Journal  Advertising 
Bureau  heard  about  the  Sandoz  Medical  Journalism 
Award  to  Virginia  Medical.  We  all  send  our  con- 
gratulations. 

Frank  B.  Ramsey,  MD 

President. 

State  Medical  Journal  Advertising  Bureau 
Oak  Park  I L 60302 

Editor’s  Note:  The  Bureau  which  Dr.  Ramsey  heads 
is  the  agent  for  this  journal’s  national  advertising. 
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AMERICAN  MEDICAL  LABORATORIES,  INC. 

(formerly  Northern  Virginia  Pathology  Laboratories,  Inc.) 

1 1091  Main  Street 
Fairfax,  Virginia  22030 
Phone:  (703)  273-7400 

SEROLOGY 

IMMUNODIFFUSION  ANALYSIS 

Now  Available 

Fungal  Immunodiffusion  Serology 

Includes:  Histoplasma  capsulatum  (H  and  M Bands) 

Blastomyces  dermatilidis 
Coccidioides  immitis 
Aspergillus  mix 

Amebic  Analysis  (Entatneba  histolytica) 

Trichinella  Analysis  (Trichinella  spiralis) 

Candida  albicans  Analysis 


OTHER  IMMUNODIFFUSION  ANALYSES  AVAILABLE 

Hypersensitivity  Pneumonitis  Analysis 

Includes:  Aspergillus  mix 

Cephalosporium  acremonium 
Cryptostroma  corticale 
Micropolyspora  faeni 
Pigeon  droppings  and  serum 
Pullularia  pullulans 
Sitophilus  granarius 
Thermoactinomyces  vulgaris 
Trichoderma  viride 

Farmer's  Lung  Analysis 

AMERICAN  MEDICAL  LABORATORIES  is  a full-service  laboratory, 
operated  and  supervised  by  pathologists,  and  dedicated  to  providing 
prompt  and  accurate  results. 


GENTLEMEN:  PLEASE  SEND  ME 

□ A Copy  of  Your  Professional  Service  Manual 

□ A Copy  of  Your  Capabilities  Brochure 
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November 

Northern  American  Academy  of  Manipulative  Medi- 
cine Annual  Meeting,  sponsored  by  MCV  and 
University  of  Virginia,  Williamsburg  Lodge  Motor 
House,  Williamsburg , November  17-19.  David  A. 
Zohn,  MD,  601  South  Carlyn  Springs  Rd.,  Arling- 
ton 22204,  703  671-1200. 

Perspectives  in  Pediatrics,  sponsored  by  Department 
of  Pediatrics,  University  of  Virginia  School  of 
Medicine,  Fredericksburg , November  17.  Office  of 
CME,  Box  368,  Charlottesville  22901. 

The  First  John  M.  Nokes  Lecture,  sponsored  by  De- 
partment of  Obstetrics  and  Gynecology,  University 
of  Virginia  School  of  Medicine,  Charlottesville , 
November  18.  Office  of  CME,  Box  368,  Char- 
lottesville 22901 . 

Recent  Advances  in  Clinical  Medicine,  sponsored  by 
Department  of  Internal  Medicine,  University  of 
Virginia  School  of  Medicine,  Charlottesville , No- 
vember 30-December  2.  Office  of  CME,  Box  368, 
Charlottesville  22901 . 

December 

Neurologic  Problems  of  Infancy  and  Childhood, 
sponsored  by  the  Divisions  of  Child  Neurology  of 
the  University  of  Virginia  School  of  Medicine, 
Medical  College  of  Virginia  and  Eastern  Virginia 
Medical  School,  Williamsburg , December  2-4.  Pro- 
gram Director:  James  E.  Etheridge,  Jr.,  MD,  855 
West  Brambleton  Ave.,  Norfolk  23510. 

Symposium  on  the  Shoulder,  sponsored  by  National 
Orthopaedic  and  Rehabilitation  Hospital  and 
Northern  Virginia  Consortium  for  CME,  Arling- 
ton, December  3.  NORH  Administration,  2455 
Army  Navy  Dr.,  Arlington  22206. 

Practical  Orthopedics  for  Pediatricians,  sponsored  by 
Department  of  Pediatrics,  University  of  Virginia 
School  of  Medicine,  Charlottesville , December  7. 
Office  of  CME,  Box  368,  Charlottesville  22901. 


January 

Pediatric  Hematology  in  Everyday  Practice,  spon- 
sored by  Department  of  Pediatrics,  University  of 
Virginia  School  of  Medicine,  Charlottesville,  Janu- 
ary 12.  Office  of  CME,  Box  368,  Charlottesville 
22901. 

The  Alton  D.  Brashear  Postgraduate  Course  in  Head 
and  Neck  Anatomy,  sponsored  by  Department  of 
Anatomy  in  cooperation  with  the  Divisions  of 
Continuing  Education  of  the  Schools  of  Medicine 
and  Dentistry,  MCV,  Richmond,  January  16-19. 
Dr.  Hugo  R.  Seibel,  MCV  Dept,  of  Anatomy, 
Richmond  23298. 

February 

Common  Surgical  Problems  in  Children,  sponsored 
by  Department  of  Pediatrics,  University  of  Vir- 
ginia School  of  Medicine,  Charlottesville,  Febru- 
ary 8.  Office  of  CME,  Box  368,  Charlottesville 
22901. 

Virginia  Regional  Meeting,  American  College  of  Phy- 
sicians, The  Homestead,  Hot  Springs,  February  1 1 . 
Edward  W.  Hook,  MD,  University  of  Virginia 
School  of  Medicine,  Charlottesville  22901 . 

March 

1 4th  Annual  Radiology  Postgraduate  Course:  Prac- 
tical Neuroradiology,  sponsored  by  Departments 
of  Radiology  and  CME,  Medical  College  of  Vir- 
ginia, Conference  Center,  Williamsburg,  March  5-9. 
Dept,  of  CME,  Box  91,  MCV  Sta.,  Richmond  23298. 

29th  Annual  Postgraduate  Program  of  the  Roanoke 
Memorial  Hospital,  Roanoke,  March  9-10.  Charles 
L.  Crockett,  Jr.,  MD,  Roanoke  Memorial  Hospi- 
tals, Belleview  at  Jefferson  Street,  Roanoke  24033. 

Neonatal  Cardiology,  sponsored  by  Department  of 
Pediatrics,  University  of  Virginia  School  of  Medi- 
cine, Charlottesville,  March  16.  Office  of  CME, 
Box  368,  Charlottesville  22901. 
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“We’ve  got  the 
remedy” 


benefits  include: 

• An  excellent  salary 

• 30  days  of  paid  vacation  each  year 

• The  rank  and  prestige  of  an  Air  Force  Officer 

• Full  Air  Force  benefits  for  yourself  and  your  family 
You'll  have  none  of  the  overhead  ex 

cause  we  take  over  the  management  an 
trative  tasks  you  must  now  perform. 

We  have  more  information  regardir 
cian  appointments  in  the  Air  Force  Med- 
ical Service.  We'll  be  happy  to  share  the 
information  with  you.  iyf. 


Contact: 


MSgt.  Charles  R.  Hutton,  Health  Professions  Recruiting 
6767  Forest  Hill  Ave.,  Suite  300, 

Richmond,  V A 23225,  (804)  782-2127 


Air  Force.  A great  way  of  life. 


If  you  are  considering  a change,  consider  the  Air  Force  Medical  Service.  The 


VIRGINIA 

yiFDTCAT , 

lume  104  November,  1977  Number  11 


Virginia  Medical  went  to  a contest  this  year  and 
came  home  with  a blue  ribbon  pinned  to  its  cover. 
The  contest  was  the  State  Medical  Journalism  Awards, 
open  to  journals  all  over  the  country. 

The  sponsor  was  Sandoz  Pharmaceuticals. 

The  judges  were  publishing  professionals. 
Virginia  Medical  won  first  prize  among  state  journals 

with  circulations  over  3,000 — the  big  ones. 
Thejudges  liked  Virginia  Medical’s  emphatic 
new  format,  its  graphic  variety  and  strong  text. 

A bronze  plaque  and  a check  for  $500 
signified  the  award.  These  were  presented 
last  month  before  the  House  of  Delegates. 

For  pictures,  turn  the  page. 

The  Virginia  journal  is  103  years  old. 

It  has  always  been  first-rate.  But  isn’t  it 
great,  to  be  told  it’s  The  Best! 
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Publication  of  The  Medical  Society  ol  Virginia 


As  the  House  of  Delegates  ap- 
plauds, Dr.  W.  Taliaferro  Thompson, 
Jr.,  Editor,  accepts  the  plaque  (shown 
opposite)  and  a check  for  $500  from 
Mr.  Bruce  Eden,  Raleigh,  North  Caro- 
lina, representing  the  Sandoz  Pharma- 
ceutical Company.  At  the  right  is 
Dr.  W.  Leonard  Weyl,  MSV  Presi- 
dent for  the  Annual  Meeting  at  which 
the  House  met.  In  the  background  is 
a blow-up  of  a Virginia  Medical 
cover. 


The  Editors  salute  Mrs.  M iki 
Denhof,  editor  and  art  director, 
New  York  City,  and  Mr.  Tucker 
Conley,  graphics  designer,  Richmond, 
Virginia,  for  their  brilliant  guidance 
in  the  development  of  the  Virginia 
Medical  format. 


In  the  journal’s  office  at  MSV 
headquarters  in  Richmond,  Editor 
Thompson  gives  manuscript  directives 
to  Managing  Editor  Ann  Gray.  The 
bookcase  holds  bound  volumes  of  all 
issues  since  the  journal  first  was  pub- 
lished in  1874. 
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Photographs  by  John  Frischkorn 


Texas  Medicine 


scanners?  Cancer  chemotherapy 
?W/Medicaid  task  force  recommendations 
for  patients  Exogenous  particles  in  blood 
Liver  tumors  in  women  taking  contraceptive  pills 


Virginia  Medical  is  one  of  37 
state  medical  journals  now  ap- 
pearing each  month.  They  constitute 
a community  of  journals,  with 
shared  aspirations  and  similarity  of 
content.  The  covers  of  some  of  these 
journals  are  here  reproduced;  they 
have  been  chosen  for  their  graphic 
qualities. 

None  of  these  covers  carries  a 
table  of  contents,  as  does  Virginia 
Medical;  once  classic  to  medical 
publishing,  the  contents  cover  is 
rare  today  among  state  journals. 
An  increasing  number  now  have 
covers  featuring  photography  or 
artwork;  often  these  are  redesigned 
each  month  to  call  attention  to 
important  text  within  the  issue,  in 
the  manner  of  commercial  maga- 
zines. Usually  they  are  printed  in 
color. 

Texas  Medicine's  covers  are  of 
this  category,  and  they  are  con- 
sistently compelling,  perhaps  the 
best  in  the  business.  This  is  a journal 
of  many  pages;  and,  though  it 
doesn’t  swagger,  it  looks  affluent 
and  expansive,  like  Texas  itself. 
There  are  medical  articles,  writing 
on  the  work  of  the  large  Texas  Asso- 
ciation, national  and  local  news  sto- 
ries. There  is  also,  as  is  true  of  the 
other  more  sophisticated  state  jour- 
nals today,  much  information  on 
taxes,  office  management,  legal 
problems,  and  other  practicalities. 
Texas  Medicine  won  second  place  in 
Virginia  Medical’s  category  (over 


May77 


Update  on  Michigan’s 
female  med  students 


MSMS  reserve  funds 
and  fiscal  management 


3,000  circulation)  in  the  Sandoz 
State  Medical  Journalism  Awards 
contest. 

The  covers  of  Michigan  Medicine 
reflect  a highly  organized  member- 
ship grappling  energetically  with 
medical-political  issues.  This  journal 
recently  discontinued  publishing 
medical  articles  altogether;  it  now 
prints  only  non-clinical  articles  of 
information  or  opinion  and  feature 
stories  of  doctors  and  medical  in- 
stitutions. This  is  a trend  in  state 
medical  journals  today;  to  learn  why 
it  is  happening,  see  page  743.  The 
Michigan  Society  is  the  first,  how- 
ever, to  publish  a journal  completely 
committed  to  non-clinical  writing. 

Pennsylvania  Medicine  still  pub- 
lishes some  medical  articles,  but 
they  are  brief  and  are  placed  at  the 
back  of  the  book.  Up  front  goes  re- 
portage of  the  members’  work  for 
their  Society;  these  are  animated  by 
many  pictures  of  doctors  in  organi- 
zational action,  sometimes  printed 
in  color.  Also  emphasized  are  dis- 
cussions of  issues  and  what  Pennsyl- 
vania doctors  can  do  about  them, 
and  informative  articles  to  help  doc- 
tors cope.  This  journal's  covers  and 
page  make-up  have  lively  variety. 

The  Michigan  and  Pennsylvania 
journals  share  a decisive  news  style. 
Articles  are  brief  and  easily  read, 
titles  signal  urgency,  photographs 
engage  the  eye,  advertising  weaves 
through  the  pages.  These  journals 
create  images  of  vigorous,  effective 
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organizations.  Professional  writers 
contribute  heavily  to  their  pages, 
but  an  astonishing  amount  of  the 
non-clinical  text  is  written  by  physi- 
cians. 

The  pleasant,  easy  friendliness 
said  to  be  characteristic  of  Midwes- 
terners is  conveyed  by  the  Journal  of 
the  Indiana  Medical  Association. 
Quietly  and  competently,  its  pages 
balance  clinical  medicine,  organiza- 
tion news,  and  commentary  on  is- 
sues. It  is  strong  in  history,  and  its 
covers  often  reproduce  nostalgic 
pictures  of  Indiana  landmarks;  the 
structure  on  the  cover  shown  here  is 
the  Old  Lighthouse  on  Lake  Mich- 
igan, built  in  1858. 

The  Maryland  State  Medical 
Journal  showcases  stories  on  the 
health  problems  of  public  personal- 
ities. These  are  professionally  writ- 
ten, profusely  illustrated,  and  dra- 
matically presented.  Reading  them 
is  almost  irresistible;  indeed,  the 
Journal’s  letters  to  the  Editor  attest 
to  a large  following.  The  cover  here 
shown  refers  to  a story  about  a 
Maryland  senator’s  fight  against  al- 
coholism. Others  in  this  series  have 
set  forth  clinical  details  of  the  Ken- 
nedy brothers’  assassinations  and  of 
Hitler's  suicide,  and  the  medical  his- 
tories of  the  Nazi  henchmen.  Goring 
and  Goebbels. 

A state  journal  that  continues  to 
place  great  emphasis  on  its  medical 
articles  is  the  Journal  of  the  Florida 
Medical  Association.  Now  and  then 
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its  editors  put  together  an  issue  de- 
voted to  one  medical  subject  impor- 
tant in  Florida.  The  cover  repro- 
duced here  introduced  20  pages 
about  snakes  and  snakebite,  most  of 
them  written  by  Dr.  L.  H.  S.  Van 
Mierop,  an  authority  in  this  repti- 
lian field.  It  was  he  who  drew  the 
pen-and-ink  snake’s  head  on  the 
cover.  He  also  provided  many  of  his 
own  photographs  of  snakes;  many 
were  published  in  color. 

The  American  flag,  flourished 
against  the  tower  of  the  state  capi- 
tol,  flies  in  full  color  each  month  on 
the  cover  of  the  Nebraska  Medical 
Journal.  This  journal  is  led  by  a phy- 
sician-editor, Dr.  Frank  Cole, 
whose  extraordinary  writing  gives 
great  flavor  to  its  pages.  His  editori- 
als and  other  pieces  are  short,  witty, 
conversational.  They  spring  from 
long  experience  and  a rare  human- 
ity, and  speak  to  a fascination  of 
myriad  topics.  Dr.  Cole  is  nationally 
admired,  and  rightly  so.  The  Ne- 
braska journal  won  first  prize  in  its 
category  (journals  with  under  3,000 
circulation)  in  the  Sandoz  contest. 

Doctors  in  Georgia  are  attending 
earnestly  to  problems,  as  the  cover 
of  the  Journal  of  the  Medical  Associ- 
ation of  Georgia  testifies.  The  cover 
lines  shown  refer  to  the  cost  contain- 
ment argument;  the  articles  within, 
comprehensively  discussing  the  sub- 
ject, were  written  by  Georgia  physi- 
cians and  professional  allies.  This  is- 
sue was  published  quite  early  in  the 
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flare-up  of  this  controversy,  proof 
that  this  journal's  staff  is  resourceful 
in  rounding  up  articles  by  physicians 
on  short  notice — and  that’s  one  of 
the  toughest  tasks  in  the  world. 

Each  state  journal  has  its  own 
personality,  some  more  distinct  than 
others.  The  person  who  follows 
them,  as  does  Virginia  Medical’s 
managing  editor,  comes  to  look  on 
them  as  good  friends  who  arrive 
each  month  to  tell  what’s  going  on 
in  medicine  in  their  states.  They  are, 
one  and  all,  a great  stimulus,  for 
there  is  much  in  their  pages  for  Vir- 
ginia Medical  to  emulate.  A.G. 
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a peasant  place  to  work 


In  the  children’s  ward  of  the  L.B.J:  Tropical  Medical  Center  in  Pago  Pago, 
Doctor  Munsey  stops  by  the  bedside  of  a youngster  he  is  treating  for  tropical 
pyomyositis.  In  the  Samoan  custom,  the  patient's  mother  has  stayed  in  the 
hospital  with  her  child,  sleeping  on  the  floor  beside  his  bed. 


Special  Articlei 


Practicing  Medicine  in  Pago  Pago 

Frank  A.  Munsey,  MD,  Pago  Pago,  American  Samoa 


Virginia  Medical  is  now  mailed  to  almost  6,000  physicians  who  are  mem- 
bers of  The  Medical  Society  of  Virginia.  Most  of  these  doctors  live  in  Virginia, 
but  more  than  300  live  out  of  the  state.  There  are  MSV  members  practicing  in 
40  of  the  United  States  and  the  District  of  Columbia,  and  Virginia  Medical’s 
mailing  list  reveals  ten  MSV  members  in  foreign  countries.  Of  these  alien 
addresses,  the  most  exotic  is  “PO  Box  1465,  Pago  Pago,  American  Samoa 
96799.”  Dr.  Frank  A.  Munsey’s  journal  arrives  at  that  box;  he  left  Hampton, 
Virginia,  in  1975  for  a tour  of  service  as  Chief  of  Pediatrics  at  the  L.B.J. 
Tropical  Medical  Center  in  Pago  Pago.  The  Editors  asked  Doctor  Munsey  to 
write  about  his  life  and  practice  in  the  South  Pacific.  This  is  his  communication. 


LIVING  IN  SAMOA  in  the  1970's  is  quite  a 
different  experience,  no  doubt,  from  living  here 
in  1900,  when  the  Eastern  Samoan  Islands  became  an 
American  territory.  These  are  still  paradisical  islands, 
with  tropical  climate,  luxuriant  plants,  blue  skies, 
tepid  ocean  filled  with  colorful  fish  and  coral,  cool 
trade  winds  alternating  with  abundant  humidity  and 
rain.  But,  with  Uncle  Sam  pumping  $42  million  into 
American  Samoa  every  year,  the  easy-going  splendor 
that  once  characterized  the  islands  is  disappearing.  It 
is  an  emerging  country,  emerging  from  a primitive 
simplicity  and  beauty  into  a “civilized”  complexity  of 
money  and  confusion.  It  appears  the  United  States 
doesn’t  quite  know  what  to  do  with  these  islands; 
with  the  Soviets  and  Chinese  setting  up  consulates  in 
nearby  countries,  the  choice  of  a holding  policy  prob- 
ably is  the  order  of  business. 

We  temporary  residents  usually  have  our  own 
autos  here,  but  the  Samoan-owned  buses  can  be  an 
exciting  way  to  get  around.  They  are  painted  exuber- 
antly in  many  colors,  and  each  is  partially  or  com- 
pletely home-built,  so  there  are  many  sizes  and 
shapes.  For  a quarter,  one  can  ride  most  anywhere. 
The  drivers  are  obliging;  they  will  stop  and  wait  while 


you  shop  or  run  an  errand  and  will  even  change 
their  routes  a bit  to  get  you  to  your  destination. 

“Aiga”  buses,  they  are  called,  for  “aiga”  means 
family  in  Samoan — not  the  family  as  we  know  it.  but 
the  extended  family,  including  cousins,  in-laws,  and 
all  other  related  persons.  It  usually  is  headed  by  a 
“matai”,  or  chief.  Many  families  include  100-200  per- 
sons. The  strong  allegiance  to  the  family  may  explain 
partially  the  lack  of  national  unity. 

Our  louvered-windowed  houses  are  generally  cool 
and  well  built.  There  is  a very  playable  golf  course, 
sufficient  tennis  courts,  and  the  best-in-the-world 
snorkeling,  scuba  diving,  fishing,  and  sailing.  There  is 
a fine  but  not  very  profitable  hotel  and  very  few 
natural  resources,  except  tuna  fishing — and  a few 
persons  who  care  about  Samoa. 

These  elements  point  to  the  development  of  tour- 
ism; but  it  takes  people  to  make  things  work,  and 
there  are  some  who  say  most  Samoans  don't  give  a 
damn.  Some  Samoans  still  live  the  traditional  way  in 
open  “fales”  (small  houses  with  palm-thatched 
roofs),  produce  large  families,  and  cultivate  subsist- 
ence farms.  Many  others  now  punch  the  government 
time  clock  morning  and  evening  and  wait  for  their 
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Lost  and  Found 

Queried  about  the  delivery  of  Virginia  Med- 
ical to  Pago  Pago,  Doctor  Munsey  writes,  “I 
do  receive  Virginia  Medical,  and  it’s  a good 
magazine.  We  get  our  surface  mail  about  every 
three  months.  The  December  1976  issue  arrived 
in  August  1977  with  these  words  red-stamped 
on  the  cover:  Found  in  Supposedly  Empty 
Mail  Sacks.” 

paychecks  every  two  weeks;  they  don’t  seem  to  do 
much  in  between  except  play  bingo,  drink  American 
soda  pop  (and  throw  the  cans  along  the  roadside),  go 
to  church,  and  do  some  fishing. 

The  islands’  temporary  residents  are  called  “pa- 
lagis.”  They  are  mostly  Americans  on  2-year  work 
contracts.  Unfortunately,  they  are  not  always  highly 
productive  and  capable.  To  be  sure,  the  palagi  pay 
scale  is  not  the  greatest — so  how  can  top  people 
always  be  recruited  to  work  here?  Also,  what  the 
bureaucrats  promise  and  what  they  deliver  are  some- 
times two  entirely  different  things. 

But  every  country,  like  every  coin,  has  two  sides, 
and  one  sees  what  one  wants  to  see  here.  If  one 
doesn’t  expect  too  much,  one  can  easily  say  at  the  end 
of  two  years,  ”1  wouldn't  have  missed  this  for  all  the 
mint  juleps  in  the  South.” 

Of  course,  the  electricity  doesn’t  work  occasion- 
ally, the  telephone  service  is  undependable,  we  have 
to  boil  our  drinking  water,  a certain  serenity  and 
persistence  are  required  to  get  house  and  auto  repairs 
done,  once  in  a while  one  steps  on  a cockroach  on  the 
way  to  the  toilet  in  the  middle  of  the  night.  And  one’s 
sleep  is  harassed  by  mixed-up  roosters  that  crow  at  all 
hours.  Dog  fights  are  something  of  a noise  problem  at 
night,  too.  There  is  a sizeable  dog  population  here, 
but  it  appears  that  most  of  these  dogs  don't  belong  to 
anybody.  So  at  night,  with  no  home  to  go  to  and  no 
one  to  control  them,  they  are  easily  provoked  to 
combat.  These  hullaballoos  are  not  exactly  tranquil- 
izing,  but  one  does  get  used  to  them. 

On  the  other  hand,  coconut  cream  is  one  of  the 
world’s  great  delicacies  and  a delightful  addition  to 
taro  and  breadfruit  and  papaya  recipes,  and  the  hos- 
pital is  surprisingly  well-equipped  and  partly  air-con- 
ditioned. The  clinics  and  wards  are  pleasant  places  to 
work  in,  though  language  difficulties  and  lack  of 
RN’s  (but  sufficient  LPN’s)  sometimes  try  one’s  pa- 
tience. Samoan  patients  comply  with  the  physician's 
advice  and  prescriptions  about  as  well  as  in  the 
States. 

The  American  Samoan  natives  and  off-island  con- 
tract workers  receive  free  medical  and  dental  care  at 
the  hospital.  There  is  no  private  practice  of  medicine 
or  dentistry. 


THE  PHYSICIAN  in  Samoa  sees  much  the  same 
diseases  as  in  the  States,  though  there  are  differ- 
ences. There  is  more  acute  rheumatic  fever  here  than 
I’ve  seen  in  the  last  20  years — although,  inexplicably, 
there  has  been  a decided  decrease  in  the  last  year. 
There  is  no  word  for  “allergy”  in  the  Samoan  lan- 
guage, but  asthma  and  hay  fever,  as  we  know  it,  are 
quite  common.  Approximately  100  newborns/month 
make  the  newborn  nursery  fairly  active.  A decrease  in 
breast  feeding,  probably  for  the  same  reasons  as  else- 
where, partially  explains  the  five  to  ten  cases  of  atopic 
eczema  seen  very  year. 

Perhaps  two  infants/month  are  recognized  as  hav- 
ing malnutrition  after  admission  to  the  hospital,  usu- 
ally for  treatment  of  gastroenteritis.  Infants  with  gas- 
troenteritis and  the  need  for  IV  fluids  are  seen  daily 
on  the  ward.  The  etiology  is  frequently  a lack  of 
understanding  of  proper  sanitation. 

There  are  still  bush  doctors,  and,  even  though  it  is 
illegal  for  them  to  practice,  many  Samoan  natives, 
educated  or  not,  still  occasionally  go  to  them  for 
help.  The  explanation  given  to  me  is  that  the  Sa- 
moans feel  better  simply  by  talking  with  a bush  doc- 
tor, or  having  him  rub  some  herb  on  some  sore  part 
of  the  body.  No  doubt  the  idea  of  the  “aitu”,  or  evil 
spirit,  as  the  cause  of  illness  is  still  deeply  ingrained  in 
the  culture.  As  long  as  the  Samoans  want  them,  the 
bush  doctors  will  be  around,  with  their  incantations 
and  herbal  medicines,  and  sometimes  they  will  delay 
proper  treatment  of  a serious  illness. 

Otitis  media  and  upper  respiratory  infections  and 
impetigo  are  probably  the  main  reasons  for  visits  to 
the  OPD.  Leprosy,  pneumonia,  and  what  is  ade- 
quately described  as  tropical  pyomyositis  are  seen 
frequently. 

Once  a Samoan  child  is  in  school,  the  necessity  for 
medical  attention  disappears,  by  and  large,  except  for 
trauma  or  an  occasional  exotic  problem  such  as  lupus 
erythematosus.  Medical  involvement  in  the  school 
system  is  as  yet  minimal;  dyslexia  and  hyperactivity, 
if  they  are  present,  go  unrecognized. 

Scurvy,  rickets,  and  malaria  do  not  exist;  TBC  and 
filariasis  seem  to  be  under  control.  Urinary  infections 
in  children  are  rare.  The  immunization  protective 
system  index  is  high. 

The  L.  B.  J.  Tropical  Medical  Center  has  167  beds 
and  is  now  quite  well-staffed  with  Samoan  medical 
officers  and  contract  and  volunteer  physicians  from 
the  States.  The  Samoan  medical  officers  have  been 
trained  in  the  Fiji  Islands  southwest  of  Samoa;  while 
somewhat  weak  in  basic  medical  theory,  they  do  a 
creditable  job  with  everyday  medicine  and  surgery. 
There  are  a few  slots  in  the  hospital  staff  that  have 
been  difficult  to  fill,  such  as  a pathologist  and  a 
radiologist.  Patients  needing  more  specialized  care 
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Pita,  recovered  from  pneumonia,  goes  home  from  the  Cen- 
ter in  the  arms  of  his  mother,  who  exemplifies  the  renowned 
beauty  of  Polynesian  women. 


In  the  picture  below.  Doctor  Munsey  checks  in  at  the 
pediatric  nursing  station.  He  wears  a lava  lava,  male  attire  in 
the  South  Pacific.  The  two  LPN’s  with  him  are,  left,  Sipili 
Matagi  and,  right,  Tuumafua  Toase.  Both  women  were 
trained  at  the  Center. 

Born  in  Massachusetts,  Doctor  Munsey  was  graduated 
from  Dartmouth  College  and  the  Boston  University  School  of 
Medicine,  interned  in  the  Canal  Zone,  and  served  his  res- 
idency in  Chicago.  For  almost  25  years  he  practiced  pediat- 
rics in  Rockville,  Illinois,  where  he  was  president  of  both  the 
Winnebago  County  Medical  Society  and  Board  of  Health. 
When  he  left  Hampton,  Virginia,  for  American  Samoa  he 
was  civilian  pediatrician  at  Langley  Air  Force  Base. 
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are  air-evacuated  to  Hawaii. 

Knowledge,  wisdom,  and  education  are  gradually 
improving  in  American  Samoa  and  ultimately  will 
bring  this  country  completely  into  the  20th  century, 
with  all  the  assets  and  liabilities  that  signifies. 

AS  I SEE  IT,  practicing  medicine  in  Samoa  is 
good  for  a physician  just  out  of  his  internship  or 
residency  who  might  want  some  adventure  and  broad 
medical  experience  before  settling  down,  or  for  the 
older  physician  who  wants  a change  of  pace  and  likes 
to  travel. 

And  there  is  plenty  of  time  in  this  tropical  climate 
to  be  with  one's  new  friends  or  do  one’s  own  thing — 
in  other  words,  to  enjoy  the  important  things  of  life! 
Not  a bad  way  to  spend  a few  years.  ■ 


For  a party  on  the  beach  of  American  Samoa,  Doctor 
Munsey  (right)  wears  the  symbol  of  South  Pacific  festivity,  a 
lei  of  pua  flowers.  The  party  is  a fia  fia,  variously  translated 
“happiness  party”  or  “food  party.”  “We’d  call  it  a cook- 
out,”  says  Doctor  IVIunsey. 

Central  to  the  feast  is  a charcoal-grilled  pig.  Testing  it  for 
doneness  in  the  picture  below  are  Doctor  IVIunsey  and  two  of 
the  “new  friends”  he  writes  of:  Fia  Lauvao,  in  the  white 
blouse,  and  Felila  Reupena.  The  large  pot  at  back  is  full  of 
chicken;  a similar  pot  barely  visible  at  front  holds  New 
Zealand  sausage. 


Special  Article 


Alternative  Birth  Centers : 

Fact  or  Fantasy? 

Harold  D.  Gabel,  MD,  Richmond,  Virginia 

Patients  and  medical  professionals  are  agitating  for  alternative  birth  centers. 
Results  of  a questionnaire  suggest  that  Virginia  physicians  are  beginning  to 
look  with  favor  on  certain  of  these  alternatives. 


In  the  current  controversy  about  the  best  ways  to 
provide  perinatal  care,  an  important  movement  is 
the  trend  to  alternative  birth  centers. 

Government  officials  and  consumers  are  demand- 
ing high  quality  perinatal  care  in  the  most  cost-ef- 
ficient manner  for  pregnant  women  and  their  off- 
spring. Practicing  obstetrical  physicians  and  other 
professionals  who  perform  perinatal  care  are  asked  to 
justify  both  the  modern  and  as  the  time-honored 
methods  they  use  in  the  provision  of  quality  care  for 
their  patients.  All  parties  desire  the  best  care  for  each 
pregnant  woman  according  to  her  needs  be  those 
needs  simple  or  complicated.  The  place  in  which  the 
obstetrician  and/or  midwife  is  to  provide  that  care  at 
the  time  of  delivery  is  a source  of  controversy.  While 
many  now  speak  of  regionalization  and  levels  of  care 
as  the  way  to  provide  the  most  cost-efficient,  high- 
quality  perinatal  and  delivery  care,  a significant  ele- 
ment of  the  consumer  public  and  their  professional 
advocates  in  the  medical  field  speak  in  terms  of  alter- 
native birth  centers  as  the  best  source  of  care  for 
certain  pregnant  patients.  These  approaches  may  not 
be  contradictory. 

It  has  long  been  a concern  of  pregnant  women 
without  pregnancy-associated  complications  (“low 

Address  correspondence  to  Dr.  Gabel  at  9102  Avalon 
Avenue,  Richmond  VA  23229.  The  opinions  expressed  are 
those  of  the  author  and  should  not  be  attributed  to  any 
organization. 

Submitted  5-27-77. 


risk”)  and  their  families  that  hospital  care  and  deliv- 
ery is  not  only  expensive  but  devoid  of  the  emotion- 
ally uplifting  experience  that  childbirth  can  be.  They 
complain  of  the  inability  of  the  hospital-based  “sys- 
tem” to  allow  the  family  to  partake  in  the  birth 
experience.  They  complain  of  the  arbitrary  separa- 
tion of  mother  and  baby  at  the  time  of  birth.  They 
bitterly  complain  of  the  high  cost  of  even  routine 
hospital  deliveries.  In  fact,  some  suggestions  have 
been  made  that  “low  risk”  patients,  as  a result  of 
being  hospitalized  for  delivery,  are  exposed  to  the 
increased  risk  of  complications  due  to  anesthesia  and 
hospital-acquired  infections.  However,  there  is  no 
argument  that  for  patients  with  complications  of 
pregnancy  (“high  risk”),  hospital  delivery  with  all  the 
resources  and  personnel  that  are  available  is  certainly 
required. 

To  fulfill  the  demands  for  a more  family-centered 
birth  experience  for  some  patients,  when  possible, 
and  the  need  for  intensive  perinatal  and  delivery  care 
for  others,  a total  maternity  program  must  be  estab- 
lished in  each  locality.  To  begin  with  certain  “high 
risk”  patients  must  be  selected  during  the  prenatal 
period.  Those  patients  who  will  require  a hospital- 
centered  perinatal  and  delivery  experience  should  be 
appropriately  treated  and  directed.  (It  is  realized  by 
this  author  that  all  such  patients  cannot  be  deter- 
mined during  the  prenatal  period.)  For  the  remaining 
group  of  the  “low  risk”  patients  where  a normal 
delivery  can  be  anticipated  there  appear  to  be  four 
alternatives:  the  same  hospital  delivery  system  which 
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is  currently  used,  the  in-hospital  alternative  birth  cen- 
ter, the  out-of-hospital  alternative  birth  center  and 
home  birth  services.  These  alternatives  are  here  de- 
scribed. 

The  in-hospital  alternative  birth  center  usually  con- 
sists of  one  or  more  labor/delivery  rooms  or  a large 
(2-bed  postpartum)  room  in  the  maternity  suite,  fur- 
nished in  a home-like  decor.  Labor  and  delivery  takes 
place  in  this  room  in  a bed  which  may  be  specially 
designed  to  permit  use  of  stirrups  if  desired  or  it  may 
be  an  ordinary  single  or  double  bed.  A couch  or 
adjustable  chair  is  provided  for  the  father  or  family 
member  supporting  the  mother.  Usually  the  mother 
and  infant  remain  in  this  room  until  discharge,  if 
early  discharge  is  practiced.  If  a longer  hospital  stay 
is  necessary,  rooming-in  care  is  provided.  Sibling  vis- 
iting and  participation,  as  well  as  extended  family 
members’  involvement,  is  optional.  Certified  nurse 
midwives  may  be  part  of  the  health  care  team  and 
conduct  the  delivery.  For  the  short  hospital-stay 
plan,  provision  is  made  for  followup  care  through 
home  visits  by  hospital  nursing  personnel  or  a com- 
munity nursing  service. 

The  out-of-hospital  alternative  birth  center  may  in- 
clude some  or  all  the  resources  for  prenatal  care  and 
education,  labor  and  delivery  care,  immediate  post- 
partal  and  neonatal  care,  and  followup  home  visiting 
services.  The  center  under  hospital  administration 
and  management  may  provide  some  postparta!  exam- 
inations and  health  supervision.  This  type  of  service 
is  still  in  the  exploratory  stages.  The  center  may  be 
adjacent  to  a hospital  facility  or  a short  distance  from 
a hospital.  Clearly  understood  arrangements  for 
transfer  to  a hospital  in  the  event  of  emergencies  are 
important  to  ensure  safety  of  the  mother  and  infant. 
The  economic  feasibility  of  the  out-of-hospital  birth 
center  is  dependent  on  a high  volume  service. 

Home  birth  services  are  the  preference  of  a few 
families,  counter  to  medical  organizations’  positions 
that  they  are  unsafe  and  impractical.  Screening  for 
low-risk  mothers  to  participate  in  such  a program  is 
essential  if  occasional  disasters  are  to  be  reduced  to  a 
minimum.  Specific  preparation  of  the  home,  and  of 


the  family  as  participants  as  well  as  insurance  of  a 
safe  environment,  are  necessary.  Essential  equipment 
and  supplies  for  an  uncomplicated  delivery  must  be 
available  in  the  home.  In  addition,  plans  for  transfer 
to  a hospital  if  necessary,  must  be  made  ahead  of 
time.1 

To  assess  the  preferred  mode  of  delivery  for  “low 
risk’’  patients,  practicing  obstetricians  and  gynecolo- 
gists in  Virginia  who  are  members  of  the  Virginia 
Obstetrical  and  Gynecological  Society  responded  to  a 
questionnaire  regarding  these  options. 

In  all,  194  questionnaires  were  sent  and  127  (65%) 
were  returned.  The  results  of  this  survey  are  as  fol- 
lows: 

Those  favoring  no  alternative  to  the  present  hospi- 
tal system  were  59  or  47%. 

Those  favoring  an  in-hospital  alternative  birth  cen- 
ter as  described  were  57  or  44%. 

Those  favoring  an  out-of-hospital  alternative  birth 
center  as  described  were  1 1 or  9%. 

There  were  no  physicians  favoring  home  birth  ser- 
vices. 

From  this  survey  it  seems  that  physicians  providing 
obstetrical  care  have  begun  to  consider  alternative 
methods  of  delivery.  The  public  apparently  is  also 
interested  in  changes.  So  while  we  strive  to  perfect 
our  hospital  delivery  system  and  make  it  technically 
excellent,  we  must  at  the  same  time  strive  to  make  it 
more  fulfilling  and  less  costly  for  the  patient  who  is 
anticipating  a normal  delivery.  In  addition,  it  would 
seem  wise  to  study  the  risks  and  advantages  of  each 
alternative  procedure  as  well  as  the  legal  and  mal- 
practice implications  of  birth  alternatives. 

Whether  the  alternative  birth  center  movement  has 
merit  or  not  will  be  determined  after  the  test  of  time. 
However,  it  would  seem  advantageous  when  hospi- 
tals are  built  in  the  future,  or  if  any  modifications  are 
to  be  made  in  existing  hospitals,  to  consider  the  con- 
cerns expressed  by  the  movement. 

Reference 

I.  Family  Health  Bulletin  of  the  Department  of  Health, 

State  of  California,  Vol.  17,  No.  4.  p 3,  1976 


772  VIRGINIA  MEDICAL/NOVEMBER,  1977 


Psychiatry 


A University  Psychiatric  Clinic  Copes 
With  Today’s  Problems 

Kemal  H.  Elbirlik,  MD,  Charlottesville,  Virginia 


Changes  in  state  policy  tax  the  competence  of  a clinic  serving  the  mentally  ill 
adult.  To  inform  referring  physicians,  the  author  explains  the  issues  and  adjust- 
ments. 


Recent  changes  in  the  policy  governing  Vir- 
ginia’s state  mental  hospitals  have  drastically 
cut  inpatient  population  and  curtailed  the  length  of 
hospital  stays.  Thus,  many  psychotic  patients  are 
coming  to  the  Adult  Psychiatric  Clinic  at  the  Univer- 
sity of  Virginia  in  search  of  outpatient  treatment  for 
conditions  formerly  considered  serious  enough  to 
warrant  confinement.  Many  of  these  patients  have  a 
limited  capacity  for  coping  with  life  and  so  present 
problems  not  only  psychological  and  medical  but 
also  sociological,  legal  and  economic.  This  situation 
taxes  the  competence  of  Clinic  personnel.  Moreover, 
because  of  limitations  of  manpower  and  time  we  are 
obliged  to  settle  for  the  best  practical  solution  avail- 
able rather  than  embarking  on  the  long-term  pro- 
gram the  patient’s  condition  may  well  demand.  The 
disposition  of  any  patient  and  his  problem  must  un- 
der these  conditions  all  too  often  be  made  pragmat- 
ically rather  than  worked  out  with  the  ideal  solution 
as  the  goal. 

Moreover,  the  clinic  in  a teaching  hospital  has  an 
academic  as  well  as  a medical  responsibility;  besides 
caring  for  patients,  the  Clinic  must  provide  training 
for  psychiatric  residents,  medical  students,  interns  in 
psychology  and  social  work,  students  of  school  coun- 
seling, graduate  nurses,  mental  health  Fellows  and 
residents  in  family  medicine. 

Address  Dr.  Elbirlik  at  Box  190,  University  of  Virginia 
Hospital,  Charlottesville  VA  22901. 

Submitted  7-14-76. 


Referring  physicians  should  be  aware  of  the  un- 
fortunate gap  between  what  we  would  like  to  do  for 
their  patients  and  what  we  can  do. 

The  Adult  Psychiatric  Clinic  accepts  patients  over 
18  years  of  age  who  come  for  consultation,  eval- 
uation or  therapy  either  on  their  own  initiative  or  by 
referral  from  other  professionals  and  agencies.  Walk- 
in  patients  can  be  accommodated  and  the  Clinic  is 
well  oriented  to  their  care. 

Although  the  Clinic  is  an  expedient  referral  for 
anyone  in  an  acute  state,  its  caseload  includes  many 
from  the  lower  socioeconomic  level,  and  these  pa- 
tients’ expectations  often  reflect  the  stress  of  hard 
circumstance  as  well  as  a variety  of  symptoms  and 
complaints.  They  have  come  to  get  medical  help,  but 
they  are  also  searching  for  someone  warm  and  direc- 
tive. The  more  rapidly  we  evaluate  them  and  decide 
on  appropriate  therapy,  the  better  we  meet  their 
needs.  Efficiency  in  the  handling  of  patients  also 
makes  room  for  more  and  thus  provides  our  students 
with  richer  and  more  diversified  clinical  experience. 

The  psychiatrist  in  the  Clinic  may  be  oriented  theo- 
retically to  a neutral  stance  and  expect  his  patient  to 
be  introspective  and  readily  verbal,  but  there  may  be 
incompatibilities  of  theory  and  practice  that  com- 
plicate the  handling  of  these  patients  in  an  outpatient 
setting.  Besides  disturbed  relationships  with  kin 
and/or  environment,  the  patient  often  presents  other 
problems,  such  as  the  remoteness  of  his  home  and  the 
difficulty  of  travel  to  the  Clinic,  or  conditions  at  his 
place  of  employment.  The  therapeutic  doctor/patient 
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relationship  may  be  interrupted  in  ways  that  reduce 
its  efficacy  and  make  the  necessary  constancy  unat- 
tainable; cancellations  and  dropping  out  seem  almost 
unavoidable  at  times.  In  an  effort  to  improve  the 
service  we  give  our  patients  as  well  as  the  teaching  of 
our  trainees,  we  have  developed  what  we  call  the 
“coaching  method.’’ 

Each  staff  member  has  a day  in  the  week  when  he  is 
responsible  for  interviewing  new  patients  with  a 
trainee.  Each  patient  coming  to  the  Clinic  is  seen 
during  his  initial  visit  by  one  of  these  staff  members 
and  a trainee,  who  focus  together  on  psychiatric  eval- 
uation, discuss  the  case  before  them  and  make  formu- 
lations for  action.  It  is  important  that  the  experienced 
professional  and  the  novitiate  trainee  form  a medical 
alliance  at  the  outset  and  combine  their  insights  and 
observations  on  behalf  of  the  patient.  This  mas- 
ter/apprentice experience  permits  the  coaching  of 
trainees  in  techniques  of  constructive  and  productive 
interviewing  and  gives  them  examples.  It  also  serves 
to  reassure  the  beginner  as  he  exercises  his  new  pro- 
fessional identity,  sometimes  under  stressful  condi- 
tions. Dispositions  are  made  following  the  interview, 
and  the  time  gained  is  substantial.  This  is  particularly 
important  when  the  patient  is  suicidal  or  dangerous; 
when  hospitalization  is  necessary;  when  extended 
evaluations  and  workups  are  indicated;  when  the  se- 
lection of  a psychotropic  drug  must  be  made  at  once. 

The  coaching  alliance  regulates  the  trainee’s  pro- 
ductivity. Since  a different  staff  member  works  with 
the  trainee  in  each  intake  interview,  he  has  an  oppor- 
tunity to  see  a variety  of  intei  viewing  styles  and  ways 
of  penetrating  the  problems  the  patient  brings  to  the 
Clinic  and  what  he  expects  the  Clinic  to  do  for  him. 
The  presence  of  a coach  no  doubt  reduces  the 
trainee's  spontaneity,  particularly  in  his  first  experi- 
ence, but  any  such  loss  is  more  than  offset  by  the 
opportunity  the  coach  has  to  draw  out  the  novice’s 
capacity  to  meet  the  demands  of  his  professional  role. 
At  the  discretion  of  the  staff  member  collaborative 
sessions  with  the  patient  will  continue;  when  ques- 
tions remain,  an  intake  conference  may  take  place,  at 
which  the  patient’s  diagnosis  is  gone  into  in  greater 
detail,  psychological  test  results  are  taken  into  ac- 
count, and  plans  for  therapy  developed.  Patients  se- 
lected as  good  examples  for  teaching  are  discussed  at 
teaching  conferences  held  twice  weekly.  All  of  this 
collaboration  between  teachers  and  trainees  permits 
considerable  teaching/learning  to  take  place  simulta- 


neously with  work  toward  solving  patients’  problems 
and  makes  the  best  possible  use  of  manpower  and 
time. 

The  disposition  of  any  case  that  requires  more  than 
a few  sessions  with  the  team  is  carefully  considered. 
Possibilities  include  sending  the  patient  to  an  outside 
agency  for  care  the  Clinic  cannot  provide,  arranging 
for  ongoing  checkups  at  the  Clinic  itself,  or  provision 
of  psychotherapy  at  the  Clinic.  We  can  provide  indi- 
vidual and  group  psychotherapy;  psychotherapy 
combined  with  psychotropic  drugs;  behavior  therapy; 
and  family  therapy.  All  approaches  are  designed  to 
help  the  patient  to  function  better  in  interpersonal 
relationships  and  to  relieve  his  symptomatic  distress. 
The  selection  of  a given  type  of  therapy  depends  on 
the  patient's  ability  to  engage  in  it;  his  competence  in 
expressing  himself;  his  insight;  his  motivation  in  seek- 
ing treatment;  and  the  “fit”  of  his  personality  struc- 
ture and  emotional  status. 

It  is  not  always  easy  to  arrange  for  the  long-term 
psychotherapy  some  may  require.  It  is  hard  to  tie  up 
any  one  therapist  over  long  periods  of  time,  and 
trainees  are  already  burdened  with  short-term  thera- 
pies and  other  training  activities.  In  any  case  they 
rotate  away  from  the  Clinic  too  soon  to  be  really 
effective  with  long-term  patients.  The  demand  for 
short-term  therapy  predominates,  sometimes  dictated 
by  the  patient’s  legal  or  socioeconomic  situation  and 
sometimes  by  the  nature  of  his  illness. 

Considerable  research  has  been  directed  to  brief 
therapies,  and  considerable  success  in  such  therapies 
attained.  In  view  of  the  present  increase  of  patients 
with  complex  mental  problems  and  psychoses  it  may 
well,  however,  to  probe  the  possibilities  of  going  far- 
ther into  the  study  of  long-term  programs,  both  in  the 
interest  of  the  patients  themselves  and  on  behalf  of 
training  the  professional  for  competence  in  long-term 
therapeutic  involvement.  Although  the  Clinic  ad- 
dresses itself  more  effectively  all  the  time  to  the  re- 
sponsibility for  short-term  care  assigned  to  it,  it  may 
soon  be  time  to  reorient  some  of  the  outpatient  clinic 
work  toward  long-term  therapies.  Some  patients  are 
becoming  chronic  customers  of  the  Clinic  when  they 
are  unable  to  obtain  long-term  therapy.  More  and 
more  patients  seem  to  need  long-term  therapy  if  they 
are  to  make  any  basic  changes  in  their  lives.  And  the 
trainee  who  had  the  good  fortune  to  follow  patients 
over  a length  of  time  will  gain  insights  useful  to  his 
short-term  assignments. 
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A resource  for  therapies,  including  a 
school  for  emotionally  disturbed  children 

The  Human  Resource  Institute  of  Norfolk  offers  individualized  treat- 
ment programs  within  a therapeutic  community  to  all  ages  and  diag- 
nostic categories  of  mentally  and  emotionally  disturbed  adults,  adoles- 
cents, and  children.  By  utilizing  various  individual  and  group  therapies 
the  patient  becomes  aware  of  his  own  feelings  and  his  relationship  to 
others.  The  diversified  therapies  increase  the  individual’s  self-esteem 
and  encourage  him  to  function  in  an  effective  manner. 

An  intensive  program  of  community  activities  offered  through  the 
Rehabilitative  Services  Department  promotes  interpersonal  relationships 
among  patients  and  staff,  and  stimulates  the  patient’s  creative  poten- 
tial. Activities  such  as  dance  therapy,  recreational  therapy,  occupational 
therapy,  psychodrama,  and  music  therapy,  are  individualized  accord- 
ing to  the  patient’s  needs. 

An  integral  part  of  treatment  for  the  emotionally  disturbed  adolescent 
or  child  is  the  continuance  of  his  education  in  a therapeutically  con- 
trolled environment.  HUMAN  RESOURCE  ACADEMY,  a fully  licensed 
and  certified  school,  promotes  learning  with  teachers  specially  trained 
in  teaching  the  emotionally  disturbed  and  learning  disabled  students. 

Pharmaceutical  therapy  and  close  association  with  consultant  physicians 
of  all  specialities  are  important  aspects  of  patient  care  at  Human 
Resource  Institute. 

To  find  out  more  about  our  comprehensive  program  contact  the  Co- 
Medical  Directors,  Dietrich  W.  Heyder,  M.D.,  F.A.P.A.,  or  Fathy  A. 
Abdou,  M.D.,  F.A.P.A.,  Human  Resource  Institute  of  Norfolk,  Human 
Resources  Building,  100  Kingsley  Lane,  Norfolk,  Virginia  23505.  Phone 
(804)  489-1072. 
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Managing  Complications 
Of  A V Fistulae 
For  Hemodialyas 

Sibu  P.  Saha,  MD, 
Lexington,  Kentucky,  and 
Jorge  Roman,  MD, 
Charlottesville,  Virginia 

Peripheral  arteriovenous  fistula  introduced  by 
Brescia2  et  al  in  1966  has  become  the  vascular  access 
of  choice  for  chronic  hemodialysis.  Presented  here 
are  several  rare  but  important  complications  related 
to  this  procedure. 

Congestive  Cardiac  Failure. 

High  output  cardiac  failure  from  surgically  created 
peripheral  arteriovenous  fistula  is  rare.  It  is  estimated 
that  cardiac  failure  occurs  only  when  20%  to  50%  of 
the  cardiac  output  is  shunted  through  a fistula.  Re- 
cent studies  have  estimated  fistula  flow  rates  to  be  in 
the  range  of  200  to  400  ml/min.  In  most  cases,  con- 
gestive cardiac  failure  in  patients  on  long-term 
dialysis  is  usually  predisposed  by  anemia,  hyperten- 
sion, fluid  and  water  retention  and  cardiomyopathy. 
Anderson  et  al1  have  recently  presented  six  patients 
with  cardiac  failure  with  review  of  nine  cases  from  the 
literature.  An  abnormally  high  flow  through  the  fis- 
tula was  thought  to  be  the  cause  of  cardiac  failure  in 
these  cases.  The  fistula  flow  rate  was  reported  in  six 
patients  and  varied  from  0.6  to  2.9  litres/min  (mean 
1.5  litres/min).  A notable  improvement  of  cardiac 
failure  in  13  of  14  patients  was  reported  following 
surgical  correction  of  high  flow  fistulas.  Several  tech- 
niques (closure,  revision  and  banding)  were  used  to 
repair  these  fistulas.  The  banding  procedure  reduces 
flow  but  preserves  the  fistula.  In  this  procedure,  a 
teflon  tape  is  used  to  narrow  the  vessel  lumen  while 
the  flow  is  measured  with  the  aid  of  an  electromag- 
netic flow  meter. 

Steal  Syndrome. 

A varying  degree  of  steal  undoubtedly  takes  place 
in  all  patients  with  an  arteriovenous  fistula.  Symp- 

From  the  Veterans  Administration  Hospital,  Salem,  Vir- 
ginia, where  Dr.  Saha  previously  practiced,  and  the  Univer- 
sity of  Virginia,  Charlottesville  (Dr.  Roman ).  For  reprints, 
address  Dr.  Saha  at  2121  Nicholasville  Rd.,  Lexington  KY 
40503. 

Submitted  2-9-77. 


Fig.  1.  “Local  giantism”  as  presented  by  a patient  with 
anastomatic  aneurysm. 


Fig.  2.  The  same  patient  postoperatively  after  repair  of  the 
aneurysm. 
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tomatic  steal,  however,  has  been  rare.  Haimov  et  al2 
reported  eight  ( 1 .6%)  such  patients  in  a group  of  444 
patients  who  had  516  arteriovenous  fistulas  for  hemo- 
dialysis. This  incidence  was  extremely  low  for  periph- 
eral arteriovenous  fistula  (0.25%).  However,  two  out 
of  six  brachiocephalic  fistulae  (side-to-side)  devel- 
oped symptoms  of  ischemia  in  this  series.  The  size  of 
the  brachial  artery  fistula  determines  the  degree  of 
steal.  These  authors  have  been  able  to  avoid  this 
complication  by  carefully  limiting  the  size  of  the  fis- 
tula. Bussel  et  al3  have  shown  objectively  a decrease 
in  digital  blood  flow  in  seven  patients  with  side-to- 
side  radiocephalic  arteriovenous  fistula.  This  steal 
phenomenon  may  be  avoided  by  an  end-to-side 
anastomosis  or  by  ligation  or  the  radial  artery  imme- 
diately distal  to  the  fistula. 

Venous  Hypertension  Syndrome. 

This  complication  manifests  with  swelling,  in- 
duration, pigmentation  and  ulceration  of  the  hand 
and  is  primarily  due  to  high  pressure  in  the  veins 
draining  the  hand,  resulting  from  retrograde  arteri- 
alization  of  the  venous  system.  The  closure  of  the 
fistula  provides  immediate  improvement  and  healing 
of  stasis  ulcer.  An  end(vein)-to-side  radiocephalic 
anastomosis  may  prevent  this  complication. 

Aneurysm. 

The  incidence  of  traumatic  false  aneurysm  of  both 
artery  and  arterialized  vein  is  very  low  (0.8%).  Most 
of  these  aneurysms  may  remain  asymptomatic  for  a 
long  time.  However,  danger  of  expansion,  erosion 
and  rupture  definitely  exist.  Aneurysmectomy  with 
repair  of  the  vessel  provides  a cure  for  these  cases. 
Haimov  et  al  have  reported  six  patients  (1.5%)  with 
anastomatic  aneurysm.  Infection  was  the  underlying 
cause  in  all  cases.  Three  of  these  patients  presented 
with  massive  arterial  bleeding  requiring  emergency 
ligation  and  drainage  of  the  infection.  Recently,  we 
have  treated  a patient  with  anastomatic  aneurysm 
who  presented  with  “local  gigantism”  (Fig.  1 ).  There 
was  no  evidence  of  infection,  and  the  limb  has  re- 
turned to  normal  size  following  repair  of  the  anasto- 
matic aneurysm. 

Other. 

Complications  such  as  carpal  tunnel  syndrome4, 
atherosclerosis  and  segmental  fibrosis,  etc.,  although 
rare,  have  been  reported  in  the  literature.  Venous 
atherosclerosis  is  due  to  hemodynamic  stresses,  anal- 
ogous to  that  seen  in  the  experimental  animal.  A 
segmental  fibrosis  is  probably  due  to  subintimal 
hematoma.  However,  both  lesions  are  segmental  and 


resection  with  replacement  often  salvage  the  arteri- 
ovenous fistula. 
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Do  you  Really  undersiano 
me  lax  Advaniaoes 
oi  Keogh  and  IRA 
RatircHOM  Plans? 

If  you  don’t  have  a pension  plan,  you  probably  know  that 
personal  retirement  plans  can  qualify  you  for  deductions— up 
to  $1,500  of  taxable  income  for  an  IRA  and  $7,500  for  a 
Keogh  Plan  if  you  are  self-employed. 

But  which  plan  is  best  for  you . . . and  why? 

Bank  employees  seldom  have  the  training  or  the  time 
to  answer  your  questions. 

As  a professional  underwriter,  I do.  It’s  my  business 
to  sit  down  with  you  and  work  out  the  details. 

And  I have  the  added  advantage  of  plans  approved 
by  Former  Congressman  Keogh,  who  wrote  the  original 
Keogh  tax  bill.  He  is  Home  Life’s  retirement  plan  consultant. 

Thomas  R.  Clary 

Home  Life  Insurance  of  New  York 
Suite  804, 700  East  Main  St.,  Richmond  Va.,  23219 
(804)  643-3591 
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Accessory  Spleen 
Simulating 
Splenic  Hematoma 

P.  M.  Fitzer,  MD, 

Newport  News,  Virginia 

Radionuclide  scanning  is  the  primary  technique  of 
choice  for  the  evaluation  of  possible  splenic  hema- 
toma or  laceration.  False-positive  scans  may  be  min- 
imized by  multiple  views,  but  contrast  angiography 
may  be  necessary  in  equivocal  or  unusual  cases.  This 
report  describes  a false-positive  scan  due  to  a small 
accessory  spleen,  verified  by  contrast  angiography. 
Case  Report 

A 39-year-old  woman  was  admitted  with  acute  left 
upper  quadrant  pain.  The  diagnosis  of  pulmonary 
embolus  had  been  made  four  months  previously,  and 
she  was  currently  on  warfarin  sodium  10  mg  daily. 
Her  past  history  was  otherwise  unremarkable.  Epi- 
gastric tenderness  was  present  on  physical  exam- 
ination. The  hemoglobin  was  1 1 .4  gm,  the  hematocrit 
33.7%,  and  the  prothrombin  time  22.8  sec  with  con- 
trol 11.8  sec.  Frontal  radiographs  of  the  chest  and 
abdomen  were  normal.  The  clinical  impression  was 
bleeding  into  the  retroperitoneum  or  spleen.  Spleen 
scans  with  99mTc-sulfur  colloid  showed  a cleft  in  the 
inferior  aspect  of  the  spleen,  and  it  was  felt  that  a 
small  splenic  hematoma  could  not  be  ruled  out  (Fig- 
ure 1).  Because  the  spleen  was  not  enlarged  and  the 
small  cleft  rather  out  of  proportion  to  the  low  hemo- 
globin and  hematocrit,  contrast  angiography  was 
performed.  A small  accessory  spleen  was  present,  and 
the  cleft  on  the  scan  actually  represented  the  space 
between  the  tip  of  the  normal  spleen  and  the  small 
accessory  spleen  (Figure  2).  Anticoagulation  was  ter- 
minated and  the  hemoglobin  and  hematocrit  stabi- 
lized. Subsequent  upper  gastrointestinal,  small  bowel 
and  gallbladder  studies  were  normal.  The  patient  was 
discharged  with  the  presumptive  diagnosis  of  retro- 
peritoneal bleeding  secondary  to  anticoagulant  ther- 
apy. 

Discussion 

Radionuclide  scanning  is  an  accurate  procedure 
for  the  evaluation  of  possible  splenic  hematoma  or 
laceration,  and  false  positive  scans  are  unusual. 1-3 
Multiple  views  and  a familiarity  with  normal  ana- 
tomic variations  are  most  useful  in  minimizing  false 
positive  results.  Contrast  angiography  is  occasionally 


Fig.  1.  Posterior  oblique  view  only  shows  a small  cleft  in 
spleen  inferiorly  (99mTc-sulfur  colloid).  A hematoma  could 
not  be  excluded. 


Fig.  2.  Splenogram  phase  of  selective  splenic  arteriogram. 
The  cleft  (small  arrow)  is  actually  the  space  between  the  tip 
of  the  spleen  (large  arrow)  and  the  small  round  accessory 
spleen  (double  arrow). 

From  the  Nuclear  Radiology  Department,  Riverside 
Hospital,  Newport  News  VA  23601. 

Submitted  7-14-76. 
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necessary,  especially  when  the  scan  findings  do  not 
correlate  well  with  the  history,  physical  examination 
and  laboratory  findings,  as  in  the  present  case. 

Scan  defects  resembling  hematoma  or  laceration 
may  be  caused  by  infarction,  abscess,  tumor,  pan- 
creatic pseudocyst,  superiorly  located  splenic  hilum, 
rib  impression,  bipartite  spleen,  cyst  or  overlap  of  left 
lobe  of  liver.2,3  A similar  scan  defect  from  an  acces- 
sory spleen,  as  shown  above,  has  apparently  not  been 
reported.  Since  accessory  spleens  are  present  in  up  to 
10%  of  patients,4  this  possibility  must  be  kept  in  mind 
when  interpreting  scans  for  possible  splenic  hema- 
toma. 
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ABSTRACTS 


These  are  abstracts  of  papers  presented  at  the  annual 
meeting  of  the  Virginia  Society  of  Ophthalmology  and 
Otolaryngology  at  Virginia  Beach  on  May  5,  1977. 

Safety  and  Effectiveness  of  Corticosterioids  in 
Croup.  Richard  W.  Quisling,  MD,  Donelson,  Ten- 
nessee. 

Seventy-four  patients  with  edematous  and  spasmodic 
croup  were  reviewed  to  evaluate  the  effect  of  steroids.  Of 
these,  42  patients  were  treated  with  steroids  and  were  hospi- 
talized an  average  of  2.92  days.  Twenty-eight  patients  re- 
ceived no  steroids  and  were  hospitalized  an  average  of  4.67 
days.  Tracheotomy  was  necessary  in  one  patient  who  did 
not  receive  steroids.  One  infant  developed  an  arrhythmia 
and  died  following  laryngoscopy.  No  complications  or  side 
effects  were  noted  in  the  46  patients  who  received  steroids. 
This  study  indicates  that  aggressive,  short-course,  steroid 
therapy  is  effective  and  shortens  hospitalization  for  patients 
with  croup. 
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Crossed  Dominance-Dyslexia  Syndrome.  Richard 
O.  Smith,  MD,  Pulaski,  Virginia. 

This  paper  represents  an  analysis  of  observations  made 
on  1 ,000  consecutive,  unselected  individuals,  72%  of  whom 
had  ipsilateral  dominance  of  hand  and  eye  and  27%  exhib- 
ited crossed  dominance.  Crossed  dominance,  in  general,  is 
a category  of  the  left-eyed-right-handed,  and  family  his- 
tories indicate  that  it  can  result  from  the  suppression  of  a 
left-handed  inheritance.  Difficulty  in  learning  to  read  was 
14  times  more  frequent  in  the  left-eyed-right-handed  than 
in  right-eyed-right-handed.  It  is  the  author's  impression 
that  crossed  dominance  (perhaps  sinistrality,  also)  plays  a 
major  role  in  what  is  widely  known  as  developmental  dys- 
lexia. Much  more  information  is  needed.  The  statistical 
approach  is  essential,  and  the  opthalmologist  is  in  a strate- 
gic position.  This  paper  will  be  printed  in  entirety,  pri- 
vately. Requests  for  copies  are  welcome,  and  may  be  ad- 
dressed to  the  author  at  PO  Box  272,  Pulaski  VA  24301. 
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“You  Have  to  Run  as  Fast  as  You  Can 
Just  to  Stay  Where  You  Are” 

Robert  L.  A.  Keeley,  MD,  Roanoke,  Virginia , and 
Leon  S.  Geoffrey,  Charlottesville,  Virginia 


It  is  nearly  five  years  since  the  PSRO  law  was  signed.  Did  the  physicians  of 
Virginia  get  more  or  less  than  they  expected  and  deserved?  As  the  Virginia 
PSRO  Support  Center  winds  down  its  affairs,  its  President  and  Executive 
Director  reminisce. 


Dr.  K:  Leon,  Do  you  recall  how  we  got  the  name 
“Virginia  Professional  Standards  Review  Founda- 
tion?” 

LG:  I believe  we  wanted  to  call  it  “Virginia  In- 
stitute of  Medicine,”  as  a parallel  to  the  “West  Vir- 
ginia Institute  of  Medicine”  and  because  the  acronym 
would  be  so  inspiring.  But  some  were  afraid  that  such 
a name  might  get  us  into  activities  beyond  those  of  a 
PSRO  Support  Center.  Well,  that  didn’t  happen. 


Dr.  K:  We’ve  come  a long  way  since  William  Read 
Miller,  Esquire,  got  us  our  charter  back  in  May  of 
1974.  But  is  the  movement  forward  or  backward? 

LG:  If  you  consider  where  Virginia  was  then  rela- 
tive to  the  rest  of  the  country  in  1974,  and  where  it  is 
now,  I'd  have  to  say  "backward.”  As  the  Red  Queen 
said,  “In  this  country,  you  have  to  run  as  fast  as  you 
can  just  to  stay  where  you  are.”  We  have  been  run- 
ning but  elsewhere  they  have  been  running  faster. 
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Dr.  K:  Running  toward  something  or  away? 

LG:  Well,  at  first  we  thought  “toward.”  You  re- 
member that  the  Peer  Review  Committee  of  The 
Medical  Society  of  Virginia  took  seriously  the  idea  in 
the  PSRO  legislation  that  this  was  to  be  a program 
run  by  the  physicians,  and  so  came  up  with  a plan 
that  was  circulated  to  all  the  component  medical 
societies  for  comment  and  published  in  the  Virginia 
Medical  Monthly  of  September,  1973,  and  The 
Medical  Society  voted  at  its  convention  the  following 
month  to  put  it  into  operation. 

Dr.  K:  Aren't  you  forgetting  something?  It  wasn’t 
quite  that  smooth. 

LG:  You  mean  some  were  against  it? 

Dr.  K:  You  were  there  and  heard  the  conditions. 

LG:  That  the  House  of  Delegates  would  have  to 
review  it  again  if  the  federal  government  made  sub- 
stantive changes  in  the  plan,  and  that  the  PSRO 
would  have  to  have  control  of  its  own  data.  But  after 
that  DHEW  said  there  would  have  to  be  five  PSROs 
in  Virginia  plus  one  Support  Center,  instead  of  the 
one  state-wide  PSRO  with  five  semi-autonomous 
branches.  And  Dr.  Henry  Simmons,  then  Deputy 
Assistant  Secretary  for  Health,  came  down  from 
Washington  to  the  special  April  1974  meeting  of  the 
Society  to  argue  the  case.  He  was  a persuasive  one! 

Dr.  K:  Perhaps  so,  but  the  vote  was  close,  for  all  of 
his  persuasion. 

LG:  Yes.  I believe  that  was  the  first  special  meeting 
of  The  Society  in  100  years,  and  it  was  73  to  69  to  go 
ahead.  The  Richmond  delegation  was  100%  against 

In  the  photographs  that  accompany  this  article,  Dr. 
Keeley  is  on  the  right,  Mr.  Geoffrey  on  the  left. 


it,  except  for  the  two  student  votes  from  MCV. 

Dr.  K:  Maybe  a "no”  vote  would  have  saved  us  a 
lot  of  trouble  and  a lot  of  money. 

LG:  You  would  have  traded  one  set  of  problems 
for  another.  Look  what  just  happened  in  Tennessee. 
The  Secretary  DHEW  didn’t  even  have  to  give  the 
area  physicians  a chance  to  veto  the  proposed  PSRO 
contract  there,  because  the  Memphis  and  Shelby 
County  Medical  Society  was  on  record  as  opposing 
PSRO.  According  to  law  this  freed  him  to  go  right 
ahead  and  contract  with  the  existing  group  of  physi- 
cians willing  to  run  a PSRO  in  Western  Tennessee. 
It’s  right  in  the  Federal  Register. 

Dr.  K:  Don’t  mention  the  Federal  Register! 

LG:  All  right,  but  you  make  me  read  it  daily.  And 
it  hit  over  36,000  pages  from  January  to  July  this  year 
alone.  I’m  getting  to  hate  it,  too.  What  comes  out 
there  are  regulations  or  proposals  for  regulations. 
Everyone  interested  in  what  is  happening  to  personal 
freedom  ought  to  read  it.  That’s  where  your  chains 
are  being  forged. 

Dr.  K:  Of  course,  we  know  that  regulations,  once 
published  in  the  Federal  Register,  have  the  force  of 
law.  But  a law  that  may  be  wise  in  the  first  place  can 
become  twisted  in  its  administration  into  something 
else. 

LG:  Can  you  possibly  be  insinuating  that  the 
PSRO  program  we  have  today  isn’t  what  the  legisla- 
tors intended? 

Dr.  K:  Don’t  be  funny!  You  know  that  probably 
90%  of  the  Congress  couldn’t  have  explained  that  bill 
to  anyone  when  they  voted  on  it.  It’s  not  that  simple. 
You  know  that  The  Medical  Society  of  Virginia  is  on 
record  for  its  repeal. 
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LG:  But  also  on  record  to  comply  while  it’s  here. 

Dr.  K:  Yes,  Washington  had  a hard  time  under- 
standing that  wasn't  schizophrenic,  but  gave  Virginia 
PSROs  the  money  for  it  anyway. 

LG:  They’re  getting  their  money’s  worth.  We  now 
have  five  good  organizations,  boards  of  directors 
meeting  regularly,  large  physician  memberships,  well 
qualified  directors  and  staffs,  detailed  plans  . . . 

Dr.  K:  As  a former  bureaucrat,  you  sound  like 
you’re  at  home!  What  have  they  accomplished  with 
all  this? 

LG:  I blush.  We’re  doing  it  their  way,  not  ours. 
DHEW  wouldn't  buy  your  low  cost  sampling  plan. 
They  said,  “Be  reasonable.  Do  it  our  way.’’  Now  the 
National  Academy  of  Sciences  says  it  will  cost  over  a 
billion,  nationally,  to  do  it  their  way. 

Dr.  K:  We  didn’t  go  along  with  them  on  every- 
thing. We  threatened  to  quit,  didn’t  we? 

LG:  We  won  a few  rounds.  We  refused  a contract 
that  said  we  had  to  comply  with  instructions  from 
Washington  before  they  were  even  written.  Nobody 
else  in  the  country  seemed  willing  to  rock  the  finan- 
cial boat,  so  we  rocked  it.  We  also  laid  into  them 
about  the  detailed  way  in  which  the  proposed  Chap- 
ter XXIV  was  going  to  make  each  PSRO  operate  by 
the  numbers  like  a federal  field  office.  I used  to  write 
operating  instructions  for  federal  field  offices  and  so 
recognize  the  disease. 

Dr.  K:  So  we  won  that  one. 

LG:  Well,  yes  and  no.  They  retreated  and  re- 
grouped. Now  they’ve  come  out  with  a new  version  in 
which  they  say,  “Do  it  our  way  unless  you  come  up 
with  another  way  which  you  will  submit  for  our 
approval.”  Unfortunately,  we  don’t  have  the  time  or 


specialized  people  to  write  government  manuals  and 
still  do  the  main  job.  We  have  all  we  can  do  just  to 
keep  up  with  the  PSRO  instructions,  “technical  as- 
sistance”, and  interpretations  flowing  out  of  Wash- 
ington daily.  Some  50  transmittals,  which  must  be 
adhered  to  or  risk  our  contracts. 

Dr.  K:  How  are  we  to  reckon  with  it? 

LG:  I see  two  ways.  One  of  the  most  fundamental 
articles  I’ve  read  was  written  by  two  Baltimore  law- 
yers in  the  Catholic  University  Law  Review.1  They 
said  that  PSRO  is  regulation  and  that  in  regulation 
you  must  have  “due  process.”  Due  process  is  a func- 
tion of  government.  They  conclude  that  PSRO  is  an 
agency  of  government,  even  though  subcontracted  to 
groups  of  doctors.  Others  think  so,  too.2 

Dr.  K.:  You  mean  to  say  we’re  all  government 
employees?  I don’t  like  that. 

LG:  Well,  the  Internal  Revenue  Service  in  its  re- 
cent ruling  said  it’s  not  entirely  that  way — PSROs 
may  be  working  for  the  government,  but  they  are  also 
working  to  feather  the  physicians'  nests.  You  remem- 
ber VPSRF  couldn’t  get  an  answer  for  over  two  years 
and  finally  had  to  file  suit  to  get  a tax  status  ruling.3 

Dr.  K:  IRS  would  deny  we  forced  them.  They 
came  up  three  weeks  later  with  the  ruling  and  now 
would  say  our  suit  delayed  rather  than  expedited.  But 
no  matter.  They  labeled  the  PSROs  as  self-seeking  in 
part.  As  you  well  know,  we’re  still  fighting  that  one. 

LG:  But  back  to  the  role  as  government  employees, 
there's  no  escape  from  “due  process.”  It’s  a necessary 
part  of  government  and  I'm  sure  we  wouldn't  want  to 
do  without  it. 

Dr.  K:  You  said  something  about  seeing  “two 
ways”? 
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LG:  Well,  the  Boikess/Winsten  article  deals  with 
due  process  and  views  PSRO  as  part  of  the  govern- 
mental process.  The  other  stream  comes  from  Dr. 
Paul  Sanazaro  and  his  associates,4  as  well  as  the 
many  others  who  have  made  a case  to  keep  govern- 
ment out  of  the  professional  side  of  the  medical  deci- 
sion-making in  PSRO. 

Dr.  K:  Are  you  saying  that  government  should  be 
run  by  the  government  and  medicine  by  the  physi- 
cians? 

LG:  It  looks  as  though  physicians  are  now  becom- 
ing more  and  more  involved  in  the  minute  non- 
professional details  that  are  part  of  the  administra- 
tion of  “due  process.”  On  the  other  hand,  the 
government  is  concerning  itself  more  and  more  with 
how  the  professional  medical  questions  that  arise  in 
PSRO  should  be  resolved. 

Dr.  K:  So  we  should  reverse  the  functions  and  live 
happily  ever  after? 

LG:  It’s  not  my  profession  at  stake.  I’m  an  admin- 
istrative type.  I think  one  could  and  should  run  the 
administrative  part  of  PSRO  as  the  government  oper- 
ation it  really  is.  The  PSROs  are  being  run  as  though 
they  were  Federal  offices,  with  all  the  controls  and 
trappings  of  government,  so  why  not  call  them  that? 
if  necessary,  the  employees  could  be  written  into  the 
Civil  Service.  They  take  most  of  their  instructions 
from  Washington  now,  and  their  physician  Board  of 
Directors  cannot  possibly  keep  up  with  the  massive 
documentation  and  details  flowing  from  there.  Now 
Washington  tells  the  PSRO  staff,  and  the  staff 
“trains”  their  bosses,  the  physicians. 

Dr.  K:  But  you  know  the  last  thing  Virginia’s 
doctors  want  now  is  to  become  government  em- 
ployees. 

LG:  They  needn’t  be.  As  consultants  they  could 
make  all  the  medical  decisions  of  PSRO  but  not 
according  to  rules  or  guidelines  from  Washington. 
Their  guidelines  and  coordination  on  such  matters 
should  come  from  their  own  professional  sources  and 
organizations,  not  from  the  laymen  in  government  or 
even  from  physicians  hired  by  those  laymen.  Other- 
wise there  will  develop  a vast  gray  area  in  which 
medical  and  administrative  matters  are  inextricably 
intertwined. 

Dr.  K:  Hallelujah!  But  how  do  we  work  that  one 
out?  What’s  your  plan? 

LG:  Right  now  I’m  looking  for  a sailboat  to  use  on 
Lake  Monticello.  It  may  be  more  a problem  for  the 
Congress. 

Dr.  K:  The  question  is  how  to  keep  DHEW  from 
making  forays  into  professional  medical  territory  re- 
lating to  quality  of  care.  The  existing  law  might  work 
if  DHEW  would  cut  out  the  constant  and  over- 
whelming stream  of  “guidance.”  We  need  more  lati- 


tude and  less  direction.  DHEW  underestimates  the 
abilities  of  PSROs.  They  have  to  be  willing  to  let  a 
few  fail  so  that  others  may  succeed. 

LG:  Yes.  If  DHEW  would  show  a little  more  con- 
fidence in  the  profession  and  negotiate  instead  of 
push  they  wouldn’t  always  have  to  come  onto  the 
scene  in  the  role  of  adversary. 

Dr.  K:  When  do  you  think  we’ll  have  a state-wide 
PSR  Council  for  Virginia? 

LG:  My  guess  would  be  in  the  early  Spring  of ’78. 
DHEW  organizes  one  after  there  are  three  "condi- 
tional” PSROs  in  a State.  We  now  have  two  “condi- 
tionals,” the  Northern  Virginia  Foundation  for  Med- 
ical Care  in  Alexandria  and  the  Colonial  Virginia 
Foundation  for  Medical  Care  in  Norfolk.  Both  of 
these  have  begun  actual  binding  review  of  cases,  al- 
though not  yet  in  all  hospitals  of  their  areas.  Next  will 
be  the  Shenandoah  Professional  Standards  Review 
Foundation  at  Charlottesville,  which  has  already 
submitted  its  conditional  plan  to  DHEW  and  may 
very  well  be  converted  from  “planning”  to  “condi- 
tional” by  October.  It  would  then  take  DHEW  five  or 
six  months  to  get  the  state-wide  Council  appointed 
and  functioning. 

Dr.  K:  What  can  we  expect  in  the  other  two  areas? 
Of  course.  I’m  most  familiar  with  the  Southwest  Vir- 
ginia Professional  Standards  Review  Organization  at 
Salem,  and  they  are  aiming  to  submit  a conditional 
plan  by  the  end  of  this  calendar  year. 

LG:  That  leaves  the  South  Central  Professional 
Standards  Review  Organization  at  Richmond,  and 
they  are  coming  along  well.  They  were  moving  ahead 
vigorously  even  before  being  funded  as  a “planning” 
PSRO  and  are  well  along  in  membership  and  in  con- 
tacts with  their  area  hospitals.  They  will  be  con- 
centrating on  developing  their  plan  and  their  com- 
mittees. I hope  all  of  Virginia  will  be  completely  out 
of  the  “planning”  stage  and  into  the  “condi- 
tionaF'stage  by  early  Spring  or  as  soon  thereafter  as 
DHEW  can  swing  the  financing.  We’ve  also  worked 
Dr.  K:  All  of  this  is  what  VPSRF  was  set  up  to 
help  accomplish,  and,  for  better  or  worse,  that’s 
where  we  are. 
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Minutes  of  the  Council 


A meeting  of  the  Council  of  The  Medical  Society  of 
Virginia  was  held  in  Richmond  at  the  Regency  Inn  on 
Saturday,  September  17,  1977. 

Members  Present:  Dr.  W.  Leonard  Weyl;  Dr.  Wil- 
liam J.  Hagood,  Jr.;  Dr.  Raymond  S.  Brown;  Dr. 
Charles  E.  Davis;  Dr.  James  B.  Kenley,  Ex-Officio; 
Dr.  W.  T.  Thompson,  Jr.,  Ex-Officio;  Dr.  K.  K. 
Wallace,  Jr.;  Dr.  Harold  L.  Williams;  Dr.  Gervas  S. 
Taylor,  Jr.;  Dr.  Charles  M.  Caravati,  Jr.;  Dr.  Gordon 
C.  Birdsong;  Dr.  Girard  V.  Thompson,  Sr.;  Dr.  H.  C. 
Alexander,  III;  Dr.  George  M.  Nipe;  Dr.  Harry  C. 
Kuykendall;  Dr.  James  Hal  Smith  and  Dr.  C.  Barrie 
Cook. 

Others  Present:  Dr.  Nicholas  G.  Colletti,  2nd  Vice- 
President;  Dr.  Arthur  A.  Kirk,  3rd  Vice-President; 
Dr.  Richard  L.  Fields,  Vice-Speaker;  Dr.  William  S. 
Burton,  Dr.  J.  Latane  Ware,  Dr.  Charles  H.  Crow- 
der, Jr.,  Dr.  William  E.  Painter,  Dr.  John  A.  Owen, 
Jr.,  Dr.  Robert  V.  Gailliot  and  Dr.  Gerald  J.  Fisher, 
Vice-Councilors;  Dr.  William  S.  Hotchkiss,  Dr.  Mi- 
chael A.  Puzak,  Dr.  F.  Ashton  Carmines  and  Dr. 
Carl  E.  Stark,  AMA  Delegates;  Dr.  Percy  Wootton, 
Alternate  AMA  Delegate;  Dr.  James  S.  Kitterman, 
Norfolk  Academy  of  Medicine;  Dr.  Norman  J. 
Knorr,  Dean,  University  of  Virginia  School  of  Medi- 
cine; Dr.  Reuben  Young,  representing  Dr.  Jesse  L. 
Steinfeld,  Dean,  Medical  College  of  Virginia;  Mrs. 
William  N.  Gordge,  President,  The  Medical  Society 
of  Virginia  Auxiliary;  Miss  Othella  T.  Owens,  Presi- 
dent, Student  Medical  Association  of  MCV;  Mr. 
Robert  G.  Stuart,  Executive  Secretary,  VaMPAC; 
Dr.  Melvin  Small,  Chairman,  Commission  on  Con- 
tinuing Medical  Education;  Dr.  Oscar  Thorup,  mem- 
ber of  Commission  on  Continuing  Medical  Educa- 
tion; Mr.  Alden  Flory,  President,  Blue  Shield  of 
Virginia;  Mr.  Ken  Benjamin,  AMA,  Washington  Of- 
fice; Mr.  Allen  Goolsby,  Attorney  for  the  Society; 
Mr.  Edward  S.  DeBolt,  Public  Relations  Consultant. 


Vital  Statistics. 

Mr.  Deane  Huxtable,  State  Registrar  and  Director 
of  the  Bureau  of  Vital  Records  and  Health  Statistics, 
briefed  Council  on  several  matters  of  interest  to  the 
Society.  He  explained  that  the  formats  of  birth  rec- 
ords and  fetal  death  report  forms  are  being  modified 
in  order  to  meet  changing  conditions  and  legal  re- 
quirements. The  latter  form  is  being  changed  in  order 
to  reflect  the  abortion  factor.  It  has  been  cleared  with 
the  Committee  on  Maternal  Health. 

Mr.  Huxtable  went  on  to  discuss  a Virginia  Health 
Interview  Survey  which  will  be  statewide  in  scope.  It 
will  hopefully  provide  information  long  needed  on 
such  subjects  as  morbidity,  days  of  disability,  etc. 

The  Bureau  is  also  participating  in  the  cooperative 
health  statistics  system,  a national  effort  to  system- 
atize facts  and  figures  having  to  do  with  health  man- 
power resources.  Mentioned  was  the  fact  that  a ques- 
tionnaire to  be  sent  all  health  professionals  in 
Virginia  is  entirely  voluntary.  The  questionnaire  for 
physicians  will  be  sent  out  by  the  Board  of  Medicine. 

Drug  Dispensing. 

During  the  last  meeting  of  Council,  it  was  learned 
that  the  Attorney  General  had  been  requested  to 
deliver  an  opinion  concerning  those  portions  of  the 
Pharmacy  Code  having  to  do  with  the  rights  of  physi- 
cians to  dispense.  Dr.  Lawrence  Marshall,  Floyd, 
informed  Council  that  an  opinion  had  been  received 
and  would  appear  to  confirm  his  interpretation.  He 
expressed  the  feeling  that,  based  on  the  opinion,  the 
findings  of  a special  committee  of  the  Board  were  in 
error. 

Dr.  Marshall  noted  that  the  Administrative  Proc- 
ess Act  as  enacted  by  the  General  Assembly  was 
designed  to  protect  all  parties  by  permitting  them  to 
debate  the  various  aspects  of  a proposed  rule  or 
regulation  without  jeopardy  to  themselves.  He  stated 
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The  rights  of  physicians  to  dispense  drugs  as  set  forth 
in  Virginia’s  Pharmacy  Code  has  been  discussed  con- 
tinuingly  by  Council  for  many  months.  At  the  meeting 
here  reported.  Council  debated  establishing  criteria  for 
supplemental  income,  a crucial  element  in  the  Code’s 
mandate,  but  decided  to  wait  for  a coming  opinion  on 
the  subject  by  the  Attorney  General. 


that,  in  this  way,  all  parties  concerned  could  be  made 
aware  of  a rule  or  regulation  before  any  charges  are 
placed  against  any  individual  for  an  alleged  violation. 

It  was  Dr.  Marshall’s  opinion  that  any  health  care 
provider  should  be  provided  ample  notice  and  oppor- 
tunity to  study  any  proposed  regulations  and  make 
his  or  her  opinions  known  to  the  proper  board  or 
committee.  Also,  it  was  his  feeling  that  the  provider 
should  have  a reasonable  opportunity  to  conform  to 
such  reguations  and  that  anything  less  would  surely 
not  be  acting  justly  or  in  good  faith  with  the  provider. 

It  was  also  stated  that  no  board  or  committee 
should  attempt  to  punish  one  member  of  a group 
when  no  action  is  taken  against  others  in  the  group 
for  a similar  alleged  violation. 

Inasmuch  as  the  Pharmacy  Code  specifically  states 
that  a physician  may  not  dispense  drugs  for  the  pur- 
pose of  supplementing  his  income,  a question  was 
raised  as  to  whether  the  Society  should  seek  to  estab- 
lish specific  criteria  for  determining  what  is  and  what 
is  not  the  supplementing  of  income. 

Mr.  Goolsby  stated  that  the  most  recent  opinion  of 
the  Attorney  General  contains  nothing  new  and  in- 
dicated that  a followup  opinion  is  expected  in  the 
not-too-distant  future.  It  was  his  feeling  that  the  fol- 
lowup opinion  should  be  more  definitive  and  helpful. 
He  stated  that,  in  his  opinion,  the  right  question  had 
not  been  submitted  to  the  Attorney  General  earlier  in 
the  year. 

A motion  was  then  offered  by  Dr.  Hagood  request- 
ing Mr.  Goolsby  to  pursue  the  matter  further  and 
report  his  findings  and  recommendations  to  Council 
as  soon  as  possible.  The  motion  was  seconded  and 
carried. 


Blue  Shield  Deductible. 

Dr.  Weyl  reported  that  the  Executive  Committee 
of  Council  had  recently  met  with  the  Executive  Com- 
mittee of  Blue  Shield  of  Virginia  for  the  purpose  of 
discussing  several  matters  of  mutual  interest.  He  be- 
lieved that  the  meeting  was  most  productive  and  that 
the  way  had  been  paved  for  a continuing  dialogue 
between  the  two  groups. 


The  advantages  and  disadvantages  of  implement- 
ing a deductible  feature  in  the  Society-sponsored  Blue 
Cross-Blue  Shield  program  had  been  discussed  by  the 
two  groups  in  considerable  detail.  It  was  learned  that 
Blue  Shield  would  consider  a deductible  on  an  “op- 
tional” basis  if  a minimum  of  1,000  physician  sub- 
scribers could  be  obtained.  Such  a deductible  would, 
however,  be  on  a per-admission  basis  rather  than 
annual.  Mr.  Flory  stated  that  Blue  Shield  must  be 
very  careful  that  it  doesn’t  offer  such  a program  at 
what  might  very  well  prove  to  be  an  inadequate  rate. 
He  mentioned  that  some  thought  had  been  given  to 
the  possibility  of  developing  a program  for  all  profes- 
sionals which,  by  its  very  nature,  would  provide 


MSV  members  and  Blue  Shield  of  Virginia  represent- 
atives have  been  meeting  to  consider  a deductible  for 
physician-subscribers.  Blue  Shield  may  offer  an  op- 
tional deductible  if  a minimum  of  1,000  subscribers 
sign  up  for  it  and  is  also  studying  the  possibility  of  a 
program  for  all  professionals  at  lower  premiums. 


greater  premium  savings.  The  idea  will  undoubtedly 
be  explored  in  greater  detail. 

All  those  who  attended  the  joint  meeting  agreed 
that  new  ground  had  been  broken  and  that  a better 
working  relationship  between  the  two  organizations 
would  almost  surely  be  the  result. 

Continuing  Medical  Education. 

Council  turned  its  attention  to  the  future  cost  of 
continuing  medical  education  as  far  as  The  Medical 
Society  of  Virginia  is  concerned.  Dr.  Puzak,  Chair- 
man of  the  Society’s  Finance  Committee,  indicated 
that  the  cost  might  well  be  such  as  to  require  an 
increase  in  dues  up  to  $50. 

Dr.  Melvin  Small,  Chairman  of  the  Commission 
on  Continuing  Medical  Education,  reported  that 
more  and  more  societies  and  organizations  around 
the  nation  are  moving  toward  mandatory  require- 
ments where  CME  is  concerned.  He  stated  that  many 
questions  remain  unanswered  and  that  the  proposed 
research  project  is  designed  to  provide  those  answers. 
It  is  particularly  important  that  the  various  method- 
ologies for  providing  CME  be  explored  and  their 
efficacy  determined.  He  confirmed  that  the  cost  of  the 
first-year  pilot  study  would  be  approximately 
$570,000 — including  administrative  costs. 

There  followed  further  discussion  concerning  the 
cost  of  the  Society's  basic  CME  program  and  Dr. 
Puzak  made  it  clear  that  the  reference  to  a $50  in- 
crease in  dues  was  based  on  the  assumption  that  the 
Society  might  possibly  develop  and  present  tuition- 
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free  courses  about  the  state.  It  was  brought  out  that 
the  program,  thus  far,  had  not  cost  the  Society  any  of 
its  dues  dollars.  It  has  been  operating  over  the  last 
two  years  on  funds  obtained  through  a Regional  Medi- 
cal Program  grant.  Brought  out  also  was  the  fact  that 
when  RMP  was  terminated,  the  Society  took  over  the 
administration  of  17  other  grants  still  active  in  the 
state.  It  has  received  approximately  $40,000  to  defray 
the  administrative  costs. 

Dr.  Crowder  stated  that  the  program  this  year 
would  cost  approximately  $52,000  and  that  the  esti- 
mated budget  for  1977-78  is  $74,575. 

Dr.  Weyl  stated  that  it  was  his  impression  that  the 
House  of  Delegates  did  not  wish  for  individual  mem- 
bers to  be  saddled  with  additional  expense  when  at- 
tending CME  courses  in  Virginia.  There  was  some 
question  as  to  whether  the  Commission  on  CME  was 
committed  to  tuition-free  courses  or  whether  it  be- 
lieved the  program  should  be  self-supporting. 

It  was  then  moved  by  Dr.  Kuykendall  that  Council 
recognize  the  fact  that  it  has  an  obligation  to  provide 
a basic  framework  for  CME  in  Virginia  but  that  it 
not  obligate  the  Society  at  this  time  to  provide  tui- 
tion-free CME  courses.  The  motion  was  seconded. 

It  was  then  agreed  that  the  motion  should  be  di- 
vided and  the  first  part  recognizing  an  obligation  to 
provide  a basic  framework  for  CME  in  Virginia  was 
adopted.  The  second  part,  which  rejected  any  obliga- 
tion at  this  time  to  provide  tuition-free  courses,  was 
also  adopted. 

Dr.  Caravati  expressed  the  opinion  that  current 
developments  should  be  brought  to  the  attention  of 
the  House  of  Delegates  and  a motion  to  that  effect  was 
seconded  and  carried. 

It  was  then  moved  by  Dr.  Alexander  that  the  Com- 
mission on  Continuing  Medical  Education  study  the 
advisability  and  feasibility  of  providing  tuition-free 
CME  courses  to  the  membership  at  an  appropriate 
time.  The  motion  was  seconded  and  carried. 

Vehicle  Leasing. 

Several  members  of  Council  had  requested  that 
additional  information  be  obtained  from  the  Com- 
mercial Credit  Company  on  auto  leasing.  Con- 
sequently, Mr.  George  Roberts,  the  company’s  East 
Coast  representative,  discussed  both  the  leasing  pro- 
gram and  the  so-called  “member  loan  program”.  He 
indicated  that  the  loan  program  begins  where  credit 
unions  and  other  lending  institutions  leave  off.  Unse- 
cured loans  can  be  obtained  from  $2,600-$25,000  and 
are  serviced  on  a preferential  basis  for  Society  mem- 
bers only.  Mr.  Roberts  explained  that  a number  of 
state  societies  are  offering  both  the  loan  and  leasing 
programs  to  their  memberships  and  that  the  average 
loan  runs  between  $14,000  and  $15,000. 


Members  can  lease  automobiles  and  can  choose 
the  model  and  style  he  or  she  might  wish.  The  pro- 
gram also  features  a National  Account  Purchase 
Charge  Plan  with  significant  price  reductions  on  tires, 
batteries,  etc.  Auto  insurance  is  provided  by  the  indi- 
vidual member. 

It  was  the  consensus  that  the  Society  should  look 
further  into  the  program  and  a motion  by  Dr.  Taylor 
to  refer  the  proposal  to  the  Insurance  Committee  was 

seconded  and  carried. 

By-Laws. 

Although  Mr.  Goolsby  has  prepared  a proposed 
revision  of  the  By-Laws  for  consideration  by  Council 
and  the  House,  there  exists  some  question  as  to 
whether  this  is  the  right  time  to  consider  them  in 
detail.  Dr.  Hagood  reported  that  there  are  several 
amendments  which  he  personally  would  like  to  see 
adopted — particularly  as  they  apply  to  participation 
by  alternate  delegates  in  the  affairs  of  the  House.  It 
was  agreed  that  the  proposed  revision  deserves  fur- 
ther study  by  the  Judicial  Committee  before  being 
formally  submitted  to  the  House. 

Mid-Summer  Travel  Program. 

It  was  Dr.  Hagood’s  recommendation  that  the 
Society  sponsor  a “Rhine  River  Adventure”  during 
the  summer  of  1978.  The  trip  would  be  a ten-day 
affair,  featuring  stops  at  Brussels  and  Munich.  Date 
of  departure  would  fall  somewhere  between  July  13 
and  July  22.  The  trip,  once  again  sponsored  by  IN- 
TRAV,  would  depart  from  Dulles  International  Air- 
port— thereby  saving  each  member  approximately 


A “'Rhine  River  Adventure”  was  approved  as  the 
1978  travel  offering  to  MSV  members.  The  departure 
will  be  from  Dulles  International  Airport,  Washington, 
in  July,  and  there  will  be  stops  in  Brussels  and  Munich. 


$100  in  cost.  The  total  cost  per  person  is  expected  to 
be  approximately  $1,200. 

Attention  was  called  to  the  fact  that  a number  of 
conflicts  have  occurred  in  the  past  with  Society-spon- 
sored trips.  A number  of  component  societies,  spe- 
cialty groups,  alumni  associations,  etc.,  are  also  spon- 
soring trips  and  it  has  become  obvious  that  some 
form  of  coordination  is  badly  needed. 

Conference  on  Negotiation. 

The  Medical  Society  has  been  urged  to  join  with 
AMA  in  the  joint  presentation  of  a Conference  on 
Negotiation  during  the  weekend  of  November  12- 
13.  The  Conference  would  be  held  in  Richmond 
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and  would  be  restricted  to  a very  select  group.  Dr. 
Hagood  stated  that  the  Society  would  be  responsible 
for  certain  basic  expenses  and  recommended  that  one 
of  the  items  be  a luncheon  on  November  1 2.  He  also 
recommended  that  coffee  and  Danish  be  made  avail- 
able at  mid-morning  on  the  13th. 

Dr.  Hagood  went  on  to  say  that  invitations  will 
first  be  sent  members  of  Council,  vice-councilors,  and 
AMA  delegates  and  alternates.  Other  invitees  will  be 
selected  within  the  next  week  or  so. 

A motion  by  Dr.  Wallace  to  approve  the  plans  and 
recommendations  outlined  by  Dr.  Hagood  was  sec- 
onded and  adopted. 

Areas  of  Need. 

Dr.  Hagood,  Chairman  of  a special  committee  in- 
vestigating areas  of  need  in  Virginia,  reported  the 
findings  and  recommendations  of  his  committee.  He 
stated  that  a great  deal  of  assistance  and  information 
had  been  obtained  from  the  Virginia  Council  on 
Health  and  Medical  Care  and  the  Division  of  Health 
Planning  and  Resources  Development,  State  Depart- 
ment of  Health.  He  complimented  members  of  his 
committee  for  their  work  in  supplementing  the  infor- 
mation provided  by  the  Virginia  Council  and  Depart- 
ment of  Health. 

Dr.  Hagood  reported  the  existence  of  three  federal 
programs  concerned  with  so-called  “areas  of  need.” 
They  are  the  National  Health  Service  Corps,  Rural 
Health  Initiative  Program,  and  Federal  Health  Pro- 
fessions Student  Loan  Cancellation  and  Repayment 
Program.  It  was  learned  that  there  are  approximately 
18  NHSC  physicians  practicing  in  Virginia  at  this 
time  and  that  the  Corps  considers  Virginia  to  have  36 
areas  in  critical  need  of  additional  medical  man- 
power. Sixty-four  counties  and  seven  cities  are  con- 
sidered by  NHSC  to  be  “medically  underserved.” 

Dr.  Hagood  went  on  to  say  that  some  of  the  infor- 
mation garnered  from  NHSC  is  subject  to  challenge. 
On  the  other  hand,  there  are  locations  in  Virginia 
which,  because  of  their  special  nature,  will  probably 


Deliberation  by  Council  of  physicians  practicing  in 
“areas  of  need”  in  Virginia  under  the  aegis  and  financ- 
ing of  federal  programs  resulted  in  a group  of  recom- 
mendations. Importantly,  component  societies  in  com- 
munities needing  physicians  are  to  be  asked  to  inquire 
first  at  the  Virginia  Council  on  Health  and  Medical 
Care,  in  an  effort  to  utilize  its  resources.  The  House  of 
Delegates  is  to  study  this  and  related  recommenda- 
tions; if  its  action  is  affirmative,  they  will  enter  the 
MSV  book  of  policy. 


have  no  alternative  but  to  seek  help  from  the  Na- 
tional Health  Service  Corps.  There  are  actually  46 
communities  in  the  state  which  together  could  absorb 
130-140  family  physicians. 

It  was  brought  out  that  many  medical  students 
have  affiliated  with  the  National  Health  Service 
Corps  and  the  Committee  is  in  the  process  of  obtain- 
ing an  accurate  count. 

Dr.  Hagood  confirmed  that  NHSC  physicians  have 
posed  some  problems  for  established  local  physi- 
cians— particularly  in  the  area  of  fees.  Since  NHSC 
physicians  are  salaried,  they  are  in  a position  to 
charge  fees  substantially  below  usual  and  customary 
levels. 

The  following  recommendations  of  the  Committee 
were  then  received: 

1 . The  Society  should  reaffirm  its  current  policy  of 
approving  the  use  of  NHSC  physicians  only  in 
those  areas  which  have  the  full  support  and 
approval  of  the  component  society  concerned. 

2.  The  Society  should  advise  component  societies 
that  communities  seeking  physicians  should 
first  contact  the  Virginia  Council  on  Health  and 
Medical  Care. 

3.  Placement  of  a National  Health  Service  Corps 
position  should  be  approved  only  after  the  com- 
ponent society  concerned  has  given  its  endorse- 
ment and  the  Virginia  Council  on  Health  and 
Medical  Care  has  made  its  resources  available 
to  the  community  with  no  success. 

4.  All  component  societies  should  be  fully  in- 
formed about  the  various  federal  programs  con- 
cerned with  physician  placement.  Affected  com- 
munities could  then  be  properly  advised  when 
they  undertake  to  recruit  a physician  or  physi- 
cians. 

5.  The  Medical  Society  of  Virginia  should  request 
that  National  Health  Service  Corps  physicians 
charge  fees  considered  usual  and  customary  in 
the  communities  concerned. 

6.  Council  should  seriously  consider  the  above  rec- 
ommendations and,  if  adopted,  submit  them  to 
the  House  of  Delegates.  Action  taken  by  the 
House  would  then  be  recorded  in  the  Society's 
book  of  policy. 

A motion  to  adopt  the  Committee's  recommenda- 
tions and  refer  to  the  House  was  amended  by  deleting 
Recommendation  #5  having  to  do  with  usual  and 
customary  fees.  The  motion  was  then  adopted  as 
amended. 

Residency  Program. 

Dr.  Harold  Haley  discussed  with  Council  the  im- 
portance of  providing  a broad-based  clinical  first  year 
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for  residency  programs  in  limited  field  specialities.  In 
this  connection,  he  proposed  that  Council  consider  a 
resolution  containing  seven  guidelines  for  the  so- 
called  “broad-based”  year. 

Acting  on  a motion  by  Dr.  Brown,  the  following 
Resolution  was  referred  to  the  House  of  Delegates 
for  definitive  action: 

Whereas,  a doctor  is  a doctor  before  being  a spe- 
cialist and  continues  to  be  a doctor  as  well  as  a 
specialist,  and 

Whereas,  a specialist  should  be  able  to  take  a good 
history,  do  a complete  physical  examination,  and 
relate  the  problems  encountered  with  the  overall 
health  status  of  the  patient,  and 
Whereas,  residents  in  such  fields  as  opthalmology, 
otolaryngology,  anesthesiology,  psychiatry,  and  ra- 
diology require  broad-based  clinical  experience  in 
their  first  postgraduate  year,  and 
Whereas,  such  first  postgraduate  year  broad-based 
clinical  experience  is  not  now  readily  available,  and 
Whereas,  such  a postgraduate  year  helps  some  doc- 
tors who  are  uncertain  as  to  their  ultimate  career 
choice  to  make  this  choice,  and 
Whereas,  family  practice,  internal  medicine  and 
flexible  programs  cannot  now  meet  these  needs 
(because  of  cost  and  limited  available  first-year 
places),  therefore  be  it 

RESOLVED,  that  the  Council  on  Medical  Educa- 
tion consider: 

1.  Residency  programs  in  limited  field  specialties 
should  have  a broad-based  first  year. 

2.  The  broad-based  year  should  be  an  integral  part 
of  the  resident's  overall  residency  acceptance. 

3.  The  broad-based  year  may  be  in  a hospital  dif- 
ferent from  the  later  specialty  residency  years 
with  the  resident  receiving  an  acceptance  into 
the  residency  program  including  both  the 
broad-based  and  future  years. 

4.  The  broad-based  year  must  have  its  own  iden- 
tity and  quality  control  including  defined  objec- 
tives, constituency,  content,  supervision  and  re- 
view mechanisms,  as  well  as  means  to  evaluate 
the  resident  and  the  program. 

5.  The  broad-based  year  should  be  the  responsibil- 
ity of  both  the  specialty  residency  program  in- 
volved and  the  hospital  in  which  the  broad- 
based  year  is  spent. 

6.  The  broad-based  program  must  have  a full-time 
education  director  and  must  take  a place  either 
in  the  hospital  of  the  specialty  residency  or  in  a 
hospital  with  a formal  university  affiliation. 

7.  Mechanisms  should  be  developed  by  which  resi- 
dents entering  a broad-based  first  year  while 
undecided  about  ultimate  specialty  choice 


A resolution  calling  for  a “broad-based”  first  year 
of  clinical  residency,  to  prepare  the  medical  trainee 
comprehensively  as  a physician  before  he  enters  limited 
field  specialty  training,  was  referred  by  Council  to  the 
House  of  Delegates.  Responsibility  for  the  requirement 
yvould  be  shared  by  the  specialty  residency  programs 
and  the  hospitals  of  residency. 


should  receive  help  in  entering  a specialty  res- 
idency and  receive  appropriate  credit  for  all  or 
part  of  the  broad-based  year. 

Public  Relations. 

Dr.  Fields,  chairman  of  a special  Committee  on 
HSAs,  reported  that  a proposed  informational  bro- 
chure was  now  in  its  final  form.  He  explained  that 
Mr.  DeBolt  had  received  considerable  input  from  a 
number  of  sources  and  some  of  the  suggestions  had 
been  incorporated  into  the  final  draft.  He  went  on  to 
discuss  the  cover  letter  which  will  be  sent  each  mem- 
ber of  the  Society  with  the  brochure. 

Dr.  Hagood  then  moved  that  the  Committee  pro- 
ceed with  its  efforts  and  prepare  the  brochure  for 
distribution  to  the  membership.  The  motion  was  sec- 
onded. 

During  discussion  of  the  motion,  hope  was  ex- 
pressed that  the  brochure  could  be  distributed  to 
members  of  county  boards  of  supervisors,  hospital 
boards  and  perhaps  members  of  the  General  Assem- 
bly. It  was  suggested  that  the  Woman's  Auxiliary 
might  wish  to  become  involved  in  the  general  distri- 
bution effort.  Special  recognition  was  taken  of  the 
excellent  work  done  by  Dr.  Fields,  Mr.  DeBolt  and 
the  Committee. 

The  motion  to  proceed  with  distribution  was  adopted. 
Legislation. 

The  Legislative  Committee  of  the  Society  has  held 
its  first  meeting  in  preparation  for  the  1978  session  of 
the  General  Assembly  and  Mr.  Goolsby  presented  a 
brief  progress  report.  He  stated  that  legislation  relat- 
ing continuing  medical  education  to  licensure  would 
again  be  opposed.  An  effort  will  be  made  to  amend 
that  portion  of  the  code  having  to  do  with  the  statute 
of  limitations  as  it  applies  to  minors.  The  Society  will 
once  again  seek  the  so-called  “six  plus  two”  provi- 
sion. Other  items  of  interest  had  to  do  with  the  adop- 
tion process,  death  with  dignity,  cost  containment, 
risk  management,  optometry  and  drugs,  Laetrile, 
abortions,  privileged  information  with  regard  to 
membership  applications,  etc. 

(Continued  on  page  800.) 
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ANXIETY-SPECIFIC. 


• a predictable  pattern  of  patient  response 

• seldom  associated  with  serious  side  effects,  in  proper  dosage 
® rarely  interferes  with  mental  acuity 

• used  concomitantly  with  many  primary  medications 

• three  dosage  strengths  meet  most  patient  needs 


LIBRIUM  & 


chlordiazepoxide  HCI/ Roche 

5 mg,  10  mg,  25  mg  capsules 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  pos- 
sible combined  effects  with  alcohol  and 
other  CNS  depressants.  As  with  all  CNS- 
acting  drugs,  caution  patients  against 
hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g.,  operating 
machinery,  driving).  Though  physical  and 
psychological  dependence  have  rarely 
been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might  in- 
crease dosage;  withdrawal  symptoms 
(including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  reported 

Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided 
because  of  increased  risk  of  con- 
genital malformations  as  suggested 
in  several  studies.  Consider  possi- 
bility of  pregnancy  when  instituting 
therapy;  advise  patients  to  discuss 
therapy  if  they  intend  to  or  do 
become  pregnant. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation, 
increasing  gradually  as  needed  and  toler- 
ated. Not  recommended  in  children  under 
six.  Though  generally  not  recommended,  if 
combination  therapy  with  other  psycho- 


Lihritabs®  (chlordiazepoxide)  available 
in  5 mg,  10  mg  and  25  mg  tablets. 


tropics  seems  indicated,  carefully  consider 
individual  pharmacologic  effects,  particu- 
larly in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Ob- 
serve usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function.  Para- 
doxical reactions  (e.g.,  excitement,  stimu- 
lation and  acute  rage)  have  been  reported 
in  psychiatric  patients  and  hyperactive  ag- 
gressive children.  Employ  usual  precau- 
tions in  treatment  of  anxiety  states  with  evi- 
dence of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on 
blood  coagulation  have  been  reported 
very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relation- 


ship has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  revers- 
ible in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  gen- 
erally controlled  with  dosage  reduction; 
changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranu- 
locytosis), jaundice  and  hepatic  dysfunc- 
tion have  been  reported  occasionally, 
making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted 
therapy. 

Usual  Daily  Dosage:  Individualize  for 
maximum  beneficial  effects.  Oral— Adults: 
Mild  and  moderate  anxiety  and  tension, 

5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states, 

20  or  25  mg  t.i.d.  or  q.i.d.  Geriatric  patients: 
5 mg  b.i.d.  to  q.i.d.  (See  Precautions.) 
Supplied:  Librium®  (chlordiazepoxide  HCI) 
Capsules,  5 mg,  10  mg  and  25  mg— bottles 
of  100  and  500;  Tel-E-Dose®  packages  of 
1 00,  available  in  trays  of  4 reverse-num- 
bered boxes  of  25,  and  in  boxes  containing 
1 0 strips  of  1 0;  Prescription  Paks  of  50, 
available  singly  and  in  trays  of  10. 
Libritabs®  (chlordiazepoxide)  Tablets, 

5 mg,  10  mg  and  25  mg— bottles  of  100 
and  500.  With  respect  to  clinical  activity, 
capsules  and  tablets  are  indistinguishable. 
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Since  its  discovery  in  the  research  laboratories  at  Roche,  Librium 
has  been  the  object  of  ongoing  pharmacologic  and  clinical  investigation. 

The  published  record  on  Librium  is  enormous.  So  large,  in  fact,  we 
put  it  into  a computer  literature  retrieval  system  to  make  it  more  accessible 
in  answering  your  inquiries.* 

It’s  a record  that  reveals  a consistent  pattern  of  patient  response. 
A highly  favorable  benefitS'U>risk  ratio.  And  minimal  interference  with 
many  primary  medications. 

Doing  one  thing  well.  Basically,  that’s  what  Librium  is  all  about. 


LIBRIUM  ® 

chlordiazepoxide  HCI/Roche 
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*If  you  have  a question  about  Librium 
or  any  other  Roche  product,  write  to 
Professional  Services,  Roche  Laboratories, 
Nutley,  New  Jersey  07110. 

Please  see  preceding  page 
for  a summary  of 
product  information. 
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(Continued  from  page  797.) 

Itemization  of  Bills. 

Medicare  officials  have  voiced  concern  over  the 
continuing  difficulty  some  beneficiaries  are  having  in 
obtaining  itemized  bills  from  their  physicians.  Such 
bills  are  required  for  nonassigned  Medicare  claims 
prior  to  payment  of  the  charges.  The  Society  had 
been  requested  to  urge  its  members  to  provide  item- 
ized bills  without  delay  as  a standard  procedure  on  all 
Medicare  claims — both  assigned  and  non-assigned. 

There  followed  considerable  discussion  during 
which  it  was  brought  out  that  Medicare  could  make 
things  a lot  easier  by  switching  to  CPT — the  five-digit 
code  developed  under  AM  A leadership.  This  would 
help  in  the  elimination  of  time-consuming  clerical 
problems.  Thought  was  expressed  that  Medicare 
could  further  help  the  physician  by  making  available 
information  concerning  the  various  standards,  cri- 
teria, policies,  etc.,  it  uses  in  processing  claims. 

Dr.  Wallace  then  introduced  a motion  requesting 
from  Medicare  its  reasons  for  not  recognizing  the 
CPT  five-digit  code.  The  motion  would  also  stress  the 


Attention  to  the  tedious  procedure  of  itemized  bills 
as  a requisite  to  the  filing  of  Medicare  claims  led  to  a 
motion  asking  Medicare  officials  why  the  time-saving, 
error-free  CPT  five-digit  code  developed  under  AMA 
leadership  cannot  be  used  instead.  Council  withheld 
representation  to  the  membership  in  support  of  item- 
ized billing  until  a response  is  received. 


fact  that  itemization  can  be  accomplished  much  more 
easily  and  accurately  when  CPT  is  utilized.  It  also 
provided  that  any  representation  to  the  membership 
should  be  withheld  until  the  Medicare  response  has 
been  received  and  studied.  The  motion  was  seconded 
and  carried. 

Rural  Health  Initiative. 

When  Council  met  on  May  14,  it  was  advised  of 
some  opposition  to  a proposed  rural  health  initiative 
program  in  the  Pungo  and  Blackwater  boroughs  of 
the  Virginia  Beach  area.  Since  that  time  a letter  has 
been  received  from  the  Virginia  Beach  Medical 
Society  indicating  that  it  would  not  support  the  pro- 
gram. 

A motion  to  support  the  action  of  the  Virginia 
Beach  Society  was  seconded  and  carried. 

Virginia  Tumor  Registry. 

The  Society’s  Cancer  Committee  has  recom- 
mended that  the  Virginia  T umor  Registry  be  strongly 
endorsed.  The  Registry  has  fifteen  participating  hos- 


pitals throughout  the  State  and  another  seven  which 
wish  to  join.  Approximately  50%  of  all  cancer  cases  in 
Virginia  are  recorded  at  this  time  by  this  Registry. 
The  Registry  must  have  badly-needed  funds  if  it  is  to 
survive  and  the  General  Assembly  will  undoubtedly 
be  approached  in  January. 

A motion  by  Dr.  Davis  to  strongly  endorse  the 
Virginia  Tumor  Registry  was  seconded  and  adopted. 

National  Health  Insurance. 

The  Medical  Society  of  Virginia  recently  received  a 
request  from  the  Louisiana  State  Medical  Society  for 
a financial  contribution  to  help  defray  the  cost  of 
distributing  a brochure  on  national  health  insurance. 
The  brochure  seeks  to  rally  opposition  to  the  AMA- 
sponsored  “Comprehensive  Health  Care  Insurance 
Act.” 

The  request  led  to  a discussion  of  the  AMA-sup- 
ported  legislation  and  Dr.  Puzak,  speaking  on  be- 
half of  the  Society’s  Committee  on  National  Legisla- 
tion, recommended  that  HR-1818  and  S-218  continue 
to  be  supported.  It  was  the  Committee’s  opinion  that 
medicine  must  maintain  its  credibility  in  the  Con- 
gress, establish  effective  communications  with  appro- 
priate congressional  committees,  strive  to  improve  its 
posture  with  the  public  through  positive  action  and 
genuine  concern  for  their  health  needs,  and  continue 
to  deter  action  on  unacceptable  national  health  insur- 
ance legislation  currently  before  the  Congress. 

Dr.  Puzak  went  on  to  say  that  the  Committee 
recommends  that  the  Society  express  its  opposition  to 
the  compulsory  aspects  of  the  AM  A-sponsored  legis- 
lation and  insist  that  the  delivery  of  medical  care  be 
carried  on  without  interference  from  government. 
The  Committee  believes  strongly  that  the  traditional 
physician-patient  relationship  must  be  maintained 
and  that  confidentiality  be  protected.  It  also  recom- 
mended that  control  of  all  boards  connected  with  the 
administration  of  any  NHI  program  be  placed  in  the 
qualified  hands  of  physicians. 

Mr.  Benjamin,  representing  the  AMA  Washington 
office,  stated  that  one  of  the  best  deterents  to  an 
unacceptable  national  health  insurance  plan  is  a 
strong  and  positive  alternative.  Dr.  Nipe  reminded 
Council  how  easily  the  best-laid  plans  can  go 
astray — citing  the  tremendous  and  unforeseen 
growth  of  CHAMPUS,  the  original  Medicare  pro- 
gram. 

The  Louisiana  request  was  discussed  at  some 
length  and  it  was  the  consensus  that  the  Society  is  not 
in  a position  to  make  a decision  at  this  time  con- 
cerning a financial  contribution.  Dr.  Taylor  reported 
that  a questionnaire  had  been  sent  members  of  the 
Norfolk  Academy  of  Medicine  and  that  the  majority 
favored  the  AMA  approach. 
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It  was  Dr.  Hotchkiss’  suggestion  that  AMA  be 
informed  that  Council  had  carefully  considered  the 
report  of  its  Committee  on  National  Legislation  and 
still  remained  somewhat  undecided  on  its  position. 
Consequently,  the  matter  would  be  brought  to  the 
attention  of  the  House  of  Delegates  in  October,  at 
which  time  a clear,  firm  policy  would  hopefully  be 
adopted. 

Dr.  Kuykendall  moved  that  Dr.  Hotchkiss'  sugges- 
tion be  adopted  in  lieu  of  the  report  of  the  Committee 
on  National  Legislation  and  that  AMA  be  so  ad- 
vised. The  motion  was  seconded  and  carried.  It  was 
also  the  consensus  that  the  report  of  the  Committee 
should  be  forwarded  to  AMA  for  its  information. 

Dr.  Beddingfield. 

Council  learned  that  Dr.  Edgar  T.  Beddingfield, 
Wilson,  North  Carolina,  had  died  unexpectedly  on 
September  10  while  attending  a meeting  in  Chicago. 
Dr.  Beddingfield  was  Chairman  of  the  AMA  Council 
on  Legislation  and  one  of  America’s  most  able  and 
dedicated  physicians. 

A motion  to  send  messages  of  condolence  to  Dr. 
Beddingfield's  family  and  The  North  Carolina  Medi- 
cal Society  was  seconded  and  carried. 


Virginia  Hospital  Association  Public  Education  Pro- 
gram. 

The  Board  of  Directors  of  the  Virginia  Hospital 
Association  has  voted  to  undertake  a statewide  pro- 
gram of  public  education  about  hospitals  and  health 
care  in  Virginia.  It  believes  that  a thorough  research 
project  should  be  the  first  step  in  the  development  of 
such  a program.  The  estimated  cost  is  between 
$ 1 3,000-$  1 8,000  and  The  Medical  Society  of  Virginia 
and  the  State  Department  of  Health  have  been  in- 
vited to  share  the  expense.  The  maximum  for  each 
organization  would  be  $6,000. 

The  Hospital  Association  is  deeply  concerned 
about  existing  negative  attitudes  toward  the  health 
care  industry  as  expressed  so  frequently  by  the  ad- 
ministration, Congress,  state  and  local  governments, 
and  the  media.  The  proposed  public  education  survey 
would  be  designed  to  tell  those  concerned  just  where 
they  stand  and  how  best  to  proceed. 

It  was  moved  by  Dr.  Alexander  to  invite  the  Vir- 
ginia Hospital  Association  to  have  representatives  at 
an  early  meeting  of  Council  for  the  purpose  of  pre- 
senting the  proposal  in  greater  detail  and  answering 
any  questions  Council  might  have.  The  motion  was 
seconded  and  carried.  (Cont.  next  page.) 
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Annual  Meetings  in  Williamsburg. 

It  has  become  Society  policy  to  hold  its  Annual 
Meetings  in  Williamsburg  on  even  years.  Con- 
sequently, Colonial  Williamsburg  has  been  good 
enough  to  reserve  dates  on  those  years  through  1988. 
In  addition  to  the  Conference  Center,  425  guest 
rooms  are  reserved  at  the  Inn,  Lodge  and  Motor 
House. 

A motion  to  approve  the  following  Annual  Meeting 
dates  was  seconded  and  adopted: 

1982 — November  10-14 
1 984— November  7-1  1 
1986 — November  5-9 
1988 — November  2-6 

Professional  Liability  Insurance  for  Hospital  Staff. 

Dr.  Colletti  informed  Council  that  physicians  in 
his  area  are  quite  concerned  by  a hospital  require- 
ment that  staff  members  must  provide  certification  as 
to  their  professional  liability  coverage. 

Mr.  Goolsby  stated  that  he  had  done  some  re- 
search on  the  subject — particularly  as  it  pertains  to 
other  states — and,  in  his  opinion,  the  requirement 
would  quite  likely  be  upheld  in  the  courts.  During  the 
ensuing  discussion  it  became  apparent  that  several 
schools  of  thought  exist  concerning  the  matter.  It  was 


generally  agreed,  however,  that  a hospital  can  be  the 
big  loser  if  one  of  its  staff  members  does  not  have 
adequate  coverage.  It  was  also  agreed  that  the  matter 
should  be  studied  further — perhaps  by  the  Liaison 
Committee  to  the  Virginia  Hospital  Association. 

A motion  by  Dr.  Cook  to  refer  the  matter  to  the 
Liaison  Committee  for  its  study  and  recommenda- 
tions was  seconded  and  carried. 

Dr.  Hagood  pointed  out  that  the  President-Elect  of 
the  Virginia  Hospital  Association  is  the  administra- 
tor of  the  hospital  in  his  community  and  they  will 
work  together  to  find  equitable  solutions  to  this  and 
other  problems  of  mutual  interest  and  concern. 

Next  Meeting  of  Council 

Dr.  Weyl  reported  that  the  next  meeting  of  Council 
is  on  Thursday,  October  13,  at  Richmond's  Hotel 
John  Marshall.  The  only  item  of  business  will  be  the 
consideration  of  the  Annual  Report  of  the  Finance 
Committee  and  its  proposed  budget  for  fiscal  1977- 
78. 

There  being  no  further  business,  the  meeting  was 
adjourned. 

Robert  I.  Howard,  Secretary 

APPROVED: 

W.  Leonard  Weyl,  M.I).,  President 
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Our  people  are  professionals  who  know  your  needs  and 
can  fill  them  fast. 

Whether  you're  interested  in  a conference  for  350,  a 
business  meeting  for  12,  a cozy  room  for  a luncheon,  birthday 
party,  wedding  reception  or  Bar  M itzvah.  You  can  count  on  us 
to  make  it  all  go  smoothly. 
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The  Arlington  Hyatt  Hotel.  Rosslyn  at  Key  Bridge.  Just 
minutes  from  the  sights  and  sounds  of  DC.  via  the  new  Metro. 
5 minutes  from  National  Airport.  A short  drive  from  many  of 
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ARLINGTON  HYATT  HOTEL 

1325  Wilson  Boulevard  in  Rosslyn,  Virginia. 
800-228-9000  gets  you  Hyatt  worldwide  and  toll  free. 


THE  MEDICAL  SOCIETY  OF  VIRGINIA  SPONSORED 

INSURANCE  PLANS 

FOR  MEMBERS  AND  THEIR  DEPENDENTS 


DISABILITY  INCOME  PLAN 

Pays  When  Income  is  Interrupted  Due  to  Accident  or  Sickness 
Conversion  Privilege— Guaranteed  Renewable  to  Age  65 
Pays  OVER  AND  ABOVE  other  Plans 

PROFESSIONAL  OVERHEAD  EXPENSE 

Helps  Pay  Office  Expenses  While  Disabled— up  to  $4,200  Monthly 

$50,000  Major  Medical  Plan* 

$500  or  $1,000  Deductible;  Covers  Hospital  Cost,  Physician  and  Surgeon  Fees 


EXCESS  MAJOR  MEDICAL  PLAN 

Pays  up  to  $250,000  with  $25,000  Deductible 


HOSPITAL  EXPENSE  PLAN* 

Pays  up  to  $100  Per  Day  While  Hospitalized 
(up  to  $200  Daily  for  Cancer  or  Intensive  Care,  prior  to  Age  65) 


You  can  receive  information  IMMEDIATELY 
by  writing  or  phoning  (COLLECT)  the  Administrator. 

PHONE:  (703)  344-5000 

DAVID  A.  DYER  & ASSOCIATES 

MEDICAL  ARTS  BUILDING*P.  O.  BOX  1631«ROANOKE,  VIRGINIA  24008 


In  addition  to  the  above  sponsored  plans,  we  offer: 
GROUP  LIFE  INSURANCE* 

HIGH  LIMIT  ACCIDENTAL  DEATH  & DISMEMBERMENT* 
DISABILITY  INCOME  FOR  EMPLOYEES 

* These  Plans  Also  Available  to  Employees  of  Members 
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Va  Med  Travels  Around  die  World 


Now  and  then  one  of  Virginia  Medical’s  au- 
thors remarks  in  wonder  at  a request  for  a 
reprint  from  halfway  around  the  world.  Many  medi- 
cal libraries  and  associations  with  foreign  addresses 
do  indeed  subscribe  to  this  journal.  Here  is  the  cur- 
rent list  of  the  foreign  countries  to  which  Virginia 
Medical  travels;  the  numeral  with  each  entry  in- 
dicates the  number  of  subscriptions  in  that  country. 
Argentina  1 
Australia  2 
Belgium  1 
Brazil  4 
Bulgaria  1 
Canada  8 
Denmark  1 
England  3 
Germany  1 
Finland  1 
India  4 
Israel  1 
Italy  1 
Japan  1 
Jugoslavia  1 
Korea  2 
Mexico  1 
New  Zealand  1 
Philippines  3 
Roumania  I 
Russia  1 
Sweden  1 

Some  of  these  foreign  subscribers  send  their  jour- 
nals to  us  in  exchange.  The  Japanese,  Philippine,  and 
Korean  journals  are  received  in  English  translation. 


Others  are  in  the  native  language,  but  these  usually 
carry  a summary  in  English  at  the  conclusion  of  each 
medical  article.  Very  few  are  printed  on  the  slick 
paper  characteristic  of  American  publishing  today; 
one  exception  is  the  Finnish  journal,  Handlingar, 
printed  on  coated  stock,  with  a cover  of  black  type  on 
strong  yellow  presenting  a handsome,  professional 
aspect.  Like  most  of  these  foreign  journals,  it  is 
smaller  in  page  size  than  Virginia  Medical.  The 
articles  in  these  journals  follow  the  format  standard 
to  medical  literature.  Only  the  Italian  journal  has  a 
profusion  of  ads;  some  of  these  are  inserted  pages  in 
four  color,  much  like  those  that  appear  in  Virginia 
Medical. 

The  Japanese  journal  provides  a special  pleasure 
with  its  envelope,  for  it  is  closed  with  an  old-timey 
cardboard  circle  twined  about  with  a length  of  string; 
this  charmingly  tactile  device,  long  since  vanished  in 
this  country,  seems  highly  cherishable.  The  Japanese 
also,  true  to  their  reputation,  write  extraordinarily 
gracious  letters. 

In  all  candor,  these  foreign  subscriptions  are  a 
chronic  headache  for  the  journal’s  staff,  with  innu- 
merable requests  for  missing  back  copies,  plus  other 
snarls  requiring  tedious  attendance.  But,  amid  the 
congestion  of  unfamiliar  umlauts  and  the  press  of 
subscription  agencies,  the  staff  is  rallied  by  the 
thought  that  the  splendid  writing  of  Virginia  physi- 
cians is  being  studied  globally. 

And  then  there's  this:  Whenever  you’re  going  to 
Moscow,  or  Auckland,  or  Zagreb,  or  Punjab,  let  us 
know,  and  we'll  tell  you  exactly  where  you  can  visit 
Virginia  Medical.  A.G. 
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Psychiatric  hospitalization  of 
the  prominent  individual  . . . 

often  presents  unusual  treatment  challenges.  Clinical 
experience  suggests  that  prominent  patients  and 
members  of  their  families  are  best  treated  in  a highly 
individualized  and  comfortable  therapeutic 
environment. 

President  of  the  Medical  Staff 
Leon  Yochelson.  M.D. 
Medical  Director 
Jack  Durell.  M.D. 

Clinical  Director 

Springwood  at  Leesburg,  a 30-bed  private  psychiatric 
hospital,  has  been  designed  to  treat  this  special  patient 
population  (including  physicians,  corporate 
executives,  and  high-level  government  officials).  The 
new  hospital,  situated  on  an  historic  45  acre  estate  in 
Loudoun  County,  Virginia,  is  located  35  miles  west  of 
Washington,  D.C. 

Robert  E.  Strange.  M.D. 

For  further  information,  contact: 
Robert  E.  Strange,  M.D. 

Clinical  Director 
Springwood  at  Leesburg 
Route  2,  Box  44 
Leesburg,  Virginia  22075 
(7031 777-0800 

Referring  physicians  are  invited  to  participate  in 
planning  the  patient’s  hospital  care  program,  and 
always  play  an  important  role  in  discharge  planning. 

An  affiliate  of 

The  Psychiatric  Institute 

of  Washington,  D.C. 

SprinAwood 

W AT  LEESBURG 

VIRGINIA 

HEART 

INSTITUTE 


LABORATORY  SERVICES 

•Stress  and  ambulatory 

electrocardiography 
•Vectorcardiography 
•Echocardiography 
• Pulmonary  function  studies 
•Cardiac  rehabilitation 
•Cardiac  catheterization 

Hospital  in-patient  transfer  or 


a> 


Charles  L.  Baird,  Jr.,  M.D  , Director,  205  North  Hamilton  Street,  Richmond,  Virginia  23221 , (804)  359-9265. 
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Memoir  of  Oscar  W.  Ward 
1882-1977 

By  Maurice  W.  Frazier,  MD, 

Desmond  Langford,  MD, 
and  James  W.  Kintigh,  MD 

Oscar  Wilde  Ward,  Sr.,  was  born  on  February  4, 
1882,  in  Chowan  County,  North  Carolina.  He  spent 
his  boyhood  years  on  a farm.  His  first  formal  educa- 
tion was  obtained  at  Sheeps  Institute  in  Elizabeth 
City,  North  Carolina.  Wake  Forest  College  was  at- 
tended from  1904  to  1906;  The  doctor  of  medicine 
degree  was  obtained  from  the  Medical  College  of 
Virginia  in  1910.  He  interned  at  the  Sarah  Leigh 
Hospital  in  Norfolk,  and  in  1911  began  the  practice 
of  medicine  in  Phoebus,  Virginia,  where  he  joined  the 
staff  of  Dixie  Hospital. 

During  his  64  years  of  professional  service  he  gave 
of  himself  unreservedly  and  many  times  sacrificially 
to  his  profession.  His  availability  to  patients  was  a 
household  word,  and  he  continued  to  make  house 
calls  long  after  most  members  of  the  medical  profes- 
sion had  abandoned  the  practice.  He  was  a member 
of  the  staff  of  Hampton  General  Hospital  (then  Dixie 
Hospital)  and  was  its  president  for  three  terms; 
Hampton  Medical  Society,  which  he  served  as  presi- 
dent 1955-56;  The  Medical  Society  of  Virginia,  which 
gave  him  its  50-year  pin  in  1961;  Tri-City  Medical 
Society  and  Seaboard  Medical  Society. 

He  was  a gentle,  friendly  man  who  was  interested 
in  people,  not  things,  and  who  showed  it  throughout 
a career  in  the  Phoebus  area  of  Hampton.  His  circle 
of  acquaintances  was  exceptionally  broad,  extending 
to  all  walks  of  life  and  to  every  segment  of  the  com- 
munity. There  was  genuine  affection  for  him. 

His  pursuit  of  excellence  gave  him  membership  in 
many  civic  and  professional  organizations.  He  was  a 
member  of  Phoebus  Baptist  Church.  He  was  named  a 
member  of  the  board  of  directors  of  the  Bank  of 


Phoebus  in  1915  and  became  vice  president  in  1920,  a 
position  he  held  until  the  bank  merged  with  the  Vir- 
ginia National  Bank.  He  became  a member  of  the 
Phoebus  School  Board.  He  was  a Mason  and  joined 
the  Loyal  Order*  of  Moose,  Independent  Order  of 
Odd  Fellows,  Improved  Order  of  Red  Men,  Wood- 
men of  the  World,  Phoebus  Fire  Department  and 
Hampton  Rotary  Club. 

In  these  capacities  he  was  a stimulating  influence 
on  the  citizenry.  He  accepted  the  many  honors  be- 
stowed on  him  by  his  church,  community,  civic  or- 
ganizations and  medical  fraternity  with  modesty,  and 
gently  went  back  to  his  first  love,  the  people  who 
came  to  him  for  help.  He  was  a symbol  of  all  that  is 
good  and  generous  in  mankind. 


William  H.  Copley,  MD 

At  the  age  of  72  years,  Dr.  William  Henry  Copley, 
Richmond,  died  August  5.  A graduate  of  Randolph- 
Macon  College  and  the  Medical  College  of  Virginia, 
Dr.  Copley  was  a general  practitioner  and  had  be- 
longed to  The  Medical  Society  of  Virginia  38  years. 

Nelson  S.  Payne,  MD 

Dr.  Nelson  S.  Payne,  Virginia  Beach,  died  June  4 
at  the  age  of  56  years.  Dr.  Payne  was  a graduate  of 
the  Medical  College  of  Virginia.  His  specialty  was 
pediatrics. 

Pauline  Williams,  MD 

At  the  age  of  89  years.  Dr.  Pauline  Williams,  Rich- 
mond, died  August  14.  Dr.  Williams  was  a graduate 
of  the  Medical  College  of  Virginia  and  practiced  oph- 
thalmology until  her  retirement  a few  years  ago.  She 
had  been  a member  of  The  Medical  Society  of  Vir- 
ginia for  more  than  50  years. 
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INSURANCE  PLANS 

SPONSORED  BY  THE  MEDICAL  SOCIETY  OF  VIRGINIA 


DISABILITY  INCOME  PROGRAM 

• Pavs  when  income  is  interrupted  due  to  accident  or^sickness 

• Pavs  benefits  regardless  of  other  insurance 

• Has  renewal  provisions 

• Includes  accidental  death  benefit 

• Includes  benefits  for  loss  of  limbs,  sight,  speech  and  hearing 

• Includes  benefits  for  partial  accidental  disability 

AND 

we  have  a Disability  Income  Plan  for  your  employees  too!! 

OVERHEAD  EXPENSE  INSURANCE 

• Helps  pav  business  expenses  while  you  are  disabled 

HOSPITAL  INDEMNITY  PLAN 
(Guaranteed  Issue) 

• Pays  a maximum  of  $80  per  day  while  hospitalized 

• Available  to  members  and  employees  and  their  dependent 


Ernest  L.  Baker  Associates 

Suite  1118 
205  34th  Street 
Virginia  Beach.  Va.  23451 
(804)  425-1892 
and 

General  Insurance  of  Roanoke 
P.O.  Box  12467 
Roanoke,  Virginia  24030 
(703)  345-8148 

G.  C.  French  Agency,  Inc. 
15  North  Thompson  Street 
Richmond,  Virginia  23221 
(804)  358-7141 

Suter  Associates,  Inc. 

2425  Wilson  Blvd. 
Arlington,  Virginia  22201 
^ (703)  525-6700 


I would  like  more  information  about  the  kind  of  insurance  checked  below 
under  the  Program  sponsored  by  The  Medical  Society  of  Virginia. 

( ) Disability  Income 

( ) Overhead  Expense 

( ) Hospital  Indemnity 


“1 


Name 


Address 


Phonr 


VI RGINIA  M EDICAL  CLASSI  FI  ED 


WE  NEED 

family  practice  physician  with  Virginia  license  for  new 
position  in  Hampton  City  Health  Department. 

WE  OFFER 

8:00  to  4:30  workday,  leaving  you  the  weekends  to 
enjoy  the  beautiful  Tidewater  area.  Specialty,  labo- 
ratory, radiology,  home  care,  and  social  services 
backup  available.  Benefits  include:  security  of  class- 
ified State  position,  group  life  insurance,  paid  hos- 
pitalization, vacation,  sick  leave,  11  holidays,  retire- 
ment plan;  all  begin  on  date  of  employment  and 
increase  with  service.  Salary  competitive.  Address 
inquiries  to  Dr.  W.  H.  Bandy,  Hampton  Health 
Department,  3130  Victoria  Blvd.,  Hampton  VA 
23661,  804  722-7411. 


OFFICE  SPACE  in  Annandale,  Virginia — 1200  square  feet 
medical  office  space,  previously  occupied,  available  im- 
mediately. Private  building  easily  accessible  from  main 
thoroughfare.  Call  703  256-5870. 

PHYSICIANS — Family  practice  and  ob/gyn  opportunity 
for  solo  or  group  practice  in  community  of  approximately 
9,000,  located  in  east-central  section  of  South  Carolina. 
Partnership  arrangement  guarantees  $50,000.  48-bed  hos- 
pital serves  local  area  with  easy  access  and  referral  to  new 
regional  medical  center  20  miles  away.  Six  FP's/GP’s 
presently  in  community.  Contact:  J.  D.  Whitehead,  MD, 
Fake  City  SC,  803  394-2238. 

VIRGINIA  HEART  Institute — Board  certified  specialists 
interested  in  clinical  research  are  needed  to  perform  and 
evaluate  noninvasive  (stress  testing,  ultrasound,  nuclear 
imaging)  and  coronary  arteriographic  procedures.  Full  or 
part-time  positions  are  available.  Interested  individuals 
should  provide  CV  and  apply  to  Charles  L.  Baird,  Jr.,  MD, 
Director,  Virginia  Heart  Institute,  205  N.  Hamilton  St., 
Richmond  VA  23221. 


ATTENTION  PSYCHIATRISTS 
Two  modern  facilities  for  long-term  chronic  patients 
for  sale.  Can  be  sold  together  or  separately.  High 
annual  net.  Fees  and  rates  due  for  annual  adjustments. 
Plenty  of  time  for  an  additional  private  practice.  Cor- 
poration will  work  out  financial  arrangement  with  re- 
liable persons. 

For  information  write:  Administrator,  Route  1,  Box 
486,  Waynesboro,  VA  22980. 


ASSOCIATE  NEEDED  part-time  in  community  hos- 
pital in  northern  Virginia.  GP  or  internist.  Virginia/ 
Maryland  license.  Please  address  replies  to  Seddigheh 
Feisee,  MD,  4229  Dale  Blvd.,  Dale  City,  VA  22193, 
703  670-8131. 


ASSISTANT  MEDICAL  DIRECTOR,  Virginia  Medical 
Assistance  Program,  to  serve  as  medical  consultant  and  advi- 
sor to  all  service  sections  of  the  Program,  with  particular 
emphasis  given  to  utilization  review  activities,  appropriate- 
ness of  care  review,  and  medical  claims  review.  Also  perform 
review  activities  for  the  Virginia  EPSDT  Program  and  Pre- 
admission Certification  Program  for  nursing  home  patients. 
Qualifications:  licensed  or  eligible  to  be  licensed  to  practice 
medicine  in  Virginia;  Board  certification,  Board  eligibility, 
or  official  recognition  as  a Fellow  in  the  assigned  specialty. 
Contact  F.  C.  Hays,  MD,  Director,  Virginia  Medical  Assist- 
ance Program,  109  Governor  St.,  Richmond  VA  23219,  804 
786-7933.  An  Equal  Opportunity  Employer. 


NEEDED  AND  APPRECIATED 
in 

NORTON,  VIRGINIA 

Located  only  one  hour's  drive  from  Tri-C'ities,  Ten- 
nessee, area  in  southwestern  Virginia,  new  hospital  and 
medical  office  building  to  open  August,  1977.  Due  to 
energy  crisis  and  renewal  in  coal  production,  Norton 
has  become  an  active  business  area  with  increasing 
population.  Excellent  schools  (elementary,  high 
school,  college),  churches  and  recreational  activities 
for  physician  and  his  family.  Guaranteed  income  for 
first  year  with  office  space  and  household  move  pro- 
vided. If  you  are  looking  for  rural  area  with  excellent 
practice  opportunity,  please  write  with  CV  or  call  504 
837-6456. 

James  R.  Mattingly 
Assistant  Vice-President 
Physician  Relations 
QUALICARE,  INC. 

PO  Box  24189 

New  Orleans  LA  70184 


OCCUPATIONAL  MEDICINE— National  corporation 
needs  associate  medical  directors  and  full-time  staff  physi- 
cians in  Winston-Salem,  North  Carolina;  Little  Rock,  Ar- 
kansas; Atlanta,  Georgia;  and  Chicago  area.  Corporation 
dedicated  to  comprehensive  health  program  for  all  employ- 
ees; modern  well-equipped  facilities;  liberal  fringe  benefits 
include  life  and  health  insurance,  excellent  savings  plan,  mal- 
practice insurance  coverage,  liberal  vacation,  holiday,  and 
sick-leave  policies,  etc.  Salary  commensurate  with  position 
responsibility,  experience,  and  professional  training.  Send 
resume  in  confidence  to  VM  Box  10.  An  Equal  Opportunity 
Employer. 

OFFICE  SPACE  in  Manassas,  Virginia.  Medical 
office  building,  1050  sq.  ft.  Ground  floor  with  ample 
parking.  Located  opposite  hospital.  Presently  occupied 
but  available  January  1978.  Call  703  361-4161  or 
703  368-9629. 
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Dr.  Mark  I.  Shanholtz,  recently 
retired  Virginia  State  Commissioner 
of  Health,  and  Dr.  S.  A.  Graham, 
Jr.,  now  deputy  commissioner,  are 
two  of  the  five  authors  of  a study 
published  in  a summer  issue  of  Pub- 
lic Health  Reports,  official  journal  of 
the  US  Public  Health  Service  The 
title:  “Distribution  of  Total  and 
Fecal  Coliform  Organisms  from 
Septic  Effluent  in  Selected  Coastal 
Plain  Soils.”  The  study  is  part  of  a 
cooperative  research  program  be- 
tween the  Virginia  Department  of 
Health  and  the  Agronomy  Depart- 
ment of  Virginia  Polytechnic  In- 
stitute and  State  University. 

Dr  Herbert  A.  Claiborne,  Rich- 
mond obstetrician-gynecologist,  is 
one  of  four  new  trustees  elected  to 
the  University  of  Virginia  Medical 
School  Foundation,  the  financial 
arm  of  the  Medical  Alumni  Associa- 
tion. The  three  other  new  trustees 
are  laymen. 

Dr.  William  I).  Fiddle,  Jr.,  Fred- 
ericksburg pediatrician,  was  elected 
chairman  of  the  board  of  directors 
of  Blue  Shield  of  Virginia  at  a recent 
meeting.  Two  new  physician-mem- 
bers were  also  elected:  Drs.  Earnest 
B.  Carpenter,  Richmond,  and  Robert 
F.  Mann,  Norfolk. 

As  established  by  state  law,  the 
board  of  directors  governs  Blue 
Shield  Plans  in  Virginia.  There  are 
15  members;  no  less  than  eight  must 
be  doctors  of  medicine.  There  are 
now  seven  physician-members  in  ad- 
dition to  Doctors  Liddle,  Carpenter 


and  Mann;  they  are  Drs.  Thomas  W. 
Murrell,  Richmond ; Charles  H. 
Crowder,  Jr.,  South  Hill ; Joseph  E. 
Mathias  and  John  R.  Saunders, 
Lynchburg ; Karl  E.  Menk,  Staunton: 
Anthony  J.  Munoz,  Farmville,  and 
Frederick  K.  McCune,  Virginia 
Beach.  All  ten  directors  are  mem- 
bers of  The  Medical  Society  of  Vir- 
ginia. 

The  McGuire  Clinic  in  Richmond 
kindly  gives  this  journal  a half-page 
of  advertising  each  month,  but  three 
doctors  of  the  Clinic’s  staff  gave 
their  medical  article  to  JAMA.  Well, 
you  can’t  win  ’em  all.  The  authors: 
Drs.  Stanley  C.  Tucker,  John  P. 
Lynch,  and  Burness  F.  Ansell.  Their 
topic:  “Chlorpropamide- Induced 

Agranulocytosis.” 

Also  published  in  JAMA  recently 
was  an  article  titled,  “Epididymitis 
and  Testis  Tumor”;  its  three  authors 
include  MSV  Member  H.  Alan  Big- 
ley,  MD,  Petersburg. 

Two  honors  were  collected  this 
summer  by  Dr.  William  H.  Muller, 
Jr.,  Charlottesville.  He  was  named 
Surgeon  of  the  Year  by  the  Pitts- 
burgh Surgical  Association,  and 
the  University  of  South  Carolina 
awarded  him  an  honorary  doctorate 
in  humane  letters.  Dr.  Muller  is  a 
many-titled  man;  saliently,  he  is 
chairman  of  the  American  College 
of  Surgeons  and  vice-president  for 
health  affairs  at  the  University  of 
Virginia. 

The  program  for  the  American 
Cancer  Society’s  recent  national 
conference  in  Chicago  lists  two 
MSV  members  as  speakers.  They 
are  Diane  M.  Komp,  MD,  Char- 
lottesville, who  spoke  on  the  educa- 
tional needs  of  children  with  cancer, 
and  Susan  J.  Mellette,  MD,  Rich- 
mond, whose  topic  was  “The  Pa- 
tient, the  Family,  and  the  Disease.” 

Mrs.  Randolph  EL  Hoge,  Rich- 
mond, whose  assiduous  work  for  the 
Auxiliary  to  The  Medical  Society  of 
Virginia  is  incisive  qualification  for 
these  paragraphs,  reports  a stunning 


1976-1977  record  for  the  AMA- 
ERF  fund.  The  Auxiliary  raised 
$30,941,  and  physicians  contributed 
$8,884,  for  a Grand  Virginia  Total 
of  $39,825.  That  will  help  a lot  of 
medical  students  finance  their 
schooling.  Notably,  the  contribu- 
tions of  Virginia  physicians  showed 
an  increase  of  almost  $1,000  over 
the  previous  years.  Cheers! 

MSV  Member  Gwo  Jaw  Wang, 
MD,  coauthor  with  Dr.  Robert 
E.  McLaughlin  of  the  fine  Cancer 
Trends  entry  on  chondrosarcoma  in 
our  August  issue,  appears  again  as  a 
coauthor  in  a recent  issue  of  the 
Southern  Medical  Journal.  The  title 
of  the  article  is  “Nonunion  of  Frac- 
tures of  the  Proximal  Humerus;  a 
Method  of  Treatment  Using  a Mod- 
ified Moe  Plate.”  It  was  written  in 
cooperation  with  Dr.  Warren  G. 
Stamp,  also  an  MSV  member,  and 
Steven  I.  Reger,  PhD.  All  these  men 
live  in  Charlottesville. 

A spirited  defense  of  the  affirm- 
ative outlook  is  contained  in  “Why 
All  the  Grousing?  We’re  on  Top  of 
the  World!”  in  a recent  issue  of 
Medical  Economics.  Its  author  is  Dr. 
Forrest  P.  White,  MSV  member  and 
Portsmouth  pediatrician.  Dr.  W'hite 
insists  that  too  many  of  his  col- 
leagues gripe  so  much  about  life’s 
negatives  they  don’t  give  themselves 
a chance  to  enjoy  the  positives. 


CME  Becomes  Mandatory 
Continuing  medical  education  as 
a requirement  of  MSV  membership 
carried  as  an  amendment  to  the 
by-laws  at  a special  meeting  in  Rich- 
mond in  September.  A total  of  1401 
MSV  members  voted  for  the  re- 
quirement, 511  voted  against  it. 
Most  of  the  vote  was  by  proxy. 

The  requirement  is  to  become 
effective  January  1,  1979.  All  active 
MSV  members  are  to  complete  a 
minimum  of  90  hours  of  continuing 
medical  education  credits  every  three 
years. 
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Now  available  to 
members  and  their 
eligible  dependents. 


The  Medical  Society  of  Virginia — Sponsored 
$50,000  Major  Medical  Insurance  Plan 


cording  to  the  Consumer  Price 
dex,  medical  care  costs  have 
creased  faster  than  any  other 
tegory  of  personal  expense.  As 
medical  professional,  you  are 
rtainly  aware  of  these  increas- 
y costs  and  of  the  need  for  a 
mprehensive  health  insurance 
Dgram  to  help  them. 

iat’s  why  the  Medical  Society  of 
fginia  is  now  sponsoring  this 
proved  $50,000  Major  Medical 
surance  Plan  for  members, 
eir  employees  and  their  eligible 
oendents.  The  Plan  provides 


the  high- limits  of  protection  that 
you  may  need  to  help  meet  the  costs 
of  medical  care  and  treatment. 

Your  choice  of  two 
deductible  amounts! 

Two  deductible  amounts  are 
available — $500  and  $ 1 ,000. 

After  the  deductible  has  been 
satisfied,  your  Society-spon- 
sored Plan  will  cover  80%  of  all 
eligible  expenses — in  or  out  of 
the  hospital — up  to  a maximum 
of  $50,000.  This  means  you  are 
protected  for  such  expenses  as: 

• hospital  room  and  board  costs 

• physician  and  surgeon  fees 

• surgery*  operating  room  costs 

• private  duty  nursing  • ambu- 
lance service*  medical  supplies 

• radiation  treatment  • x-ray  and 
laboratory  examinations.  The 
Plan  even  covers  expenses  for 
mental  and  nervous  disorders  up 
to  a lifetime  maximum  of  $5,000 
per  person  when  hospitalized. 

But  most  important,  your 
Society-sponsored  Plan  is  avail- 
able to  you  at  economical  premi- 
um rates,  thanks  to  the  careful 


design  of  benefits,  the  mass  pur- 
chasing power  of  the  Society  and 
the  many  economies  of  group 
administration. 

To  receive  all  the  details  on  your 
Society-sponsored  Plan,  includ- 
ing costs,  exclusions,  any  reduc- 
tions and  terms  under  which 
coverage  may  be  continued  in 
force,  simply  mail  the  coupon  to 
the  Plan’s  Administrator: 

David  A.  Dyer  & Associates 
Medical  Arts  Building 
P.O.  Box  1631 
Roanoke,  Virginia  24008 
Phone  (703)  344-5000 

This  Plan  is  also  available  to 
employees  of  Members. 

UNDERWRITTEN  BY 

Continental  Casualty  Company 

INSURANCE  FROM 

OVA 

Oftices/Chicago.  Illinois 


DAVID  A.  DYER  & ASSOCIATES 

MEDICAL  ARTS  BUILDING 
P.O.  BOX  1631  • ROANOKE,  VIRGINIA  24008 

Send  me  all  the  details  on  the  Medical  Society  of  Virginia-sponsored  $50,000  Major  Medical  Insurance 
Plan.  I understand  there’s  no  obligation. 

Name 

Address _ 

City,  State,  Zip 

D I’d  also  like  information  on  the  other  fine  accident,  health  and  life  insurance  plans  sponsored 
by  the  Society. 
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Letter  from  the 
New  President: 

We’ve  seen  in  recent  years  that  we  have  been 
more  effective  as  a profession  when  more  of  us 
are  involved  in  the  problems  that  confront  us.  We 
have  seen  this  in  our  legislative  programs,  our  com- 
munications efforts,  and  in  other  areas.  Conversely, 
we  have  seen  that  when  we  fail  to  get  involved  at  all, 
or  when  we  are  involved  without  a sufficient  degree  of 
commitment,  the  federal  and  state  agencies  have 
succeeded  in  imposing  new  restrictive  regulations  in 
the  health  care  area. 

My  goals  next  year  include  involving  more  mem- 
bers in  our  programs  and  bringing  the  Society  and  its 
staff  to  the  members  around  the  state  on  a more 
frequent  basis. 

We’re  going  to  hear  a great  deal  from  state  and 
federal  government  sources  about  guidelines  this 
year.  Some  of  them  will  be  helpful,  some  will  be 
onerous;  nevertheless,  guidelines  are  necessary  in  or- 
der to  operate  properly.  The  Society’s  personal  guide- 
lines— our  bylaws — are  not  in  fit  shape  for  us  to 
function  properly.  With  the  help  of  others,  it  is  my 
goal  to  present  to  the  Delegates,  in  time  for  adequate 
study,  a bylaw  revision  they  can  consider  prior  to  the 
1978  meeting.  Then  in  Williamsburg,  the  House  of 
Delegates  can  make  its  official  decision,  thereby  set- 
ting policy  on  our  own  guidelines. 

The  challenges  we  face  are  many.  They  include 
changing  public  attitudes  toward  our  profession,  the 
continued  trend  toward  increased  federal  regulation, 
and  the  problem  of  rising  health  care  cost  versus  the 
increasing  demand  for  better  quality  care. 

However,  I believe  that  the  greatest  threat  to  physi- 
cians is  apathy. 

As  a Society  and  as  individuals,  we  have  the  re- 
sources to  meet  the  challenges.  I want  to  see  us  de- 
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velop  those  resources  further  and  make  greater  use  of 
them.  Many  of  our  problems  are  communications- 
related,  and  I believe  more  emphasis  needs  to  be 
placed  on  this  area.  In  the  past  year,  two  physician- 
patient  and  physician-community  Communications 
Workshops  were  held  to  help  members  sharpen  their 
communications  skills,  and  I would  like  to  see  more 
of  these  programs  scheduled  in  the  year  ahead. 

Another  example  of  physicians  developing  impor- 
tant communications  skills  occurred  last  month  when 
35  members  attended  a two-day  seminar  on  third- 
party  negotiations  sponsored  by  the  AMA.  The  pro- 
gram included  lectures  and  exercises  in  various  nego- 
tiating techniques  as  well  as  mock  negotiations  ses- 
sions between  teams  of  participants  and  the 
instructors. 

With  more  and  more  physicians  involved  in  third- 
party  bargaining,  having  this  group  of  trained  nego- 
tiators available  to  assist  individual  physicians  and 
component  societies  in  bargaining  sessions  will  be  a 
tremendous  resource.  During  the  next  year  we  hope 
to  have  many  of  these  trained  negotiators  move 
around  the  state  and  conduct  training  seminars  for 
component  societies  and  other  professional  groups. 

I also  believe  that  we  need  to  improve  our  Society's 
internal  communications.  If  our  programs  are  to  be 
effective,  we  must  know  what  your  attitude  is  toward 
those  programs  as  well  as  in  what  other  areas  you 
would  like  the  Society  to  become  more  active. 

During  the  next  year  I intend  to  travel  extensively 
to  meet  and  talk  with  as  many  members  as  possible.  I 
hope  to  schedule  many  meetings  outside  of  Rich- 
mond so  that  Society  officiers  can  meet  members  of 
the  leadership  and  the  leadership  will  be  more  acces- 
sible to  the  general  membership. 

I view  the  year  ahead  as  one  of  great  challenge  but 
also  one  of  tremendous  opportunity.  I am  looking 
forward  to  1978  and  the  opportunity  to  work  with 
you  to  meet  these  challenges. 

William  J.  Hagood,  Jr.,  MD,  President, 
The  Medical  Society  of  Virginia. 
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Contraindications:  Anuria;  hypersensitivity  to  this  or  other 
sulfonamide-derived  drugs. 

Warnings:  Use  with  caution  in  severe  renal  disease.  In  patients  with 
renal  disease,  thiazides  may  precipitate  azotemia.  Cumulative  effects 
may  develop  in  patients  with  impaired  renal  function.  Use  with  caution 
in  patients  with  impaired  hepatic  function  or  progressive  liver  disease, 
since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipitate 
hepatic  coma.  May  add  to  or  potentiate  action  of  other  antihyperten- 
sive drugs;  potentiation  occurs  with  ganglionic  or  peripheral  adrenergic 
blocking  drugs.  Sensitivity  reactions  may  occur  in  patients  with  or  with- 
out a history  of  allergy  or  bronchial  asthma.  Possibility  of  exacerbation 
or  activation  of  systemic  lupus  erythematosus  has  been  reported.  Lith- 
ium generally  should  not  be  given  with  diuretics  because  they  reduce 
its  renal  clearance  and  add  a high  risk  of  lithium  toxicity.  Read  circu- 
lars for  lithium  preparations  before  use  of  such  concomitant  therapy. 
Use  in  Pregnancy:  Thiazides  cross  placental  barrier  and  appear  in  cord 
blood;  in  pregnancy,  weigh  anticipated  benefit  against  possible  haz- 
ards to  fetus,  including  fetal  or  neonatal  jaundice,  thrombocytopenia, 
and  possibly  other  adverse  reactions  that  have  occurred  in  adults. 
Nursing  Mothers:  Thiazides  appear  in  breast  milk;  if  use  of  drug  is 
deemed  essential,  patient  should  stop  nursing. 

Precautions:  Perform  periodic  determination  of  serum  electrolytes  to 
detect  possible  electrolyte  imbalance.  Observe  all  patients  for  clinical 
signs  of  fluid  or  electrolyte  imbalance,  namely,  hyponatremia,  hypo- 
chloremic alkalosis,  and  hypokalemia.  Serum  and  urine  electrolyte  de- 
terminations are  particularly  important  when  patient  is  vomiting  ex- 


cessively or  receiving  parenteral  fluids.  Medication  such  as  digitalis 
may  also  influence  serum  electrolytes.  Warning  signs,  irrespective  of 
cause,  are  dryness  of  mouth,  thirst,  weakness,  lethargy,  drowsiness, 
restlessness,  muscle  pains  or  cramps,  muscular  fatigue,  hypotension, 
oliguria,  tachycardia,  and  gastrointestinal  disturbances  such  as  nausea 
and  vomiting.  Hypokalemia  may  develop,  especially  with  brisk  diuresis, 
in  severe  cirrhosis,  with  concomitant  corticosteroid  or  ACTH  therapy,  or 
with  inadequate  oral  electrolyte  intake.  Hypokalemia  can  sensitize  or 
exaggerate  response  of  heart  to  toxic  effects  of  digitalis  (e  g.,  increased 
ventricular  irritability).  Hypokalemia  may  be  avoided  or  treated  by  use 
of  potassium  supplements,  such  as  foods  with  a high  potassium  con- 
tent. Any  chloride  deficit  is  generally  mild  and  usually  does  not  require 
specific  treatment  except  under  extraordinary  circumstances  (as  in 
liver  disease  or  renal  disease).  Dilutional  hyponatremia  may  occur  in 
edematous  patients  in  hot  weather;  appropriate  therapy  is  water 
restriction,  rather  than  administration  of  salt  except  in  rare  instances 
when  the  hyponatremia  is  life  threatening.  In  actual  salt  depletion,  ap- 
propriate replacement  is  the  therapy  of  choice. 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain 
patients.  Insulin  requirements  in  diabetic  patients  may  be  increased, 
decreased,  or  unchanged;  latent  diabetes  mellitus  may  become 
manifest.  Thiazides  may  increase  responsiveness  to  tubocurarine. 
Antihypertensive  effects  of  the  drug  may  be  enhanced  in  post- 
sympathectomy patients.  May  decrease  arterial  responsiveness  to 
norepinephrine;  this  diminution  is  not  sufficient  to  preclude  effective- 
ness of  the  pressor  agent  for  therapeutic  use.  If  progressive  renal  im- 


ONE  HUNDRED  YEARS  AGO 

From  the  Virginia  Medical  Monthly,  October  and  December,  1877. 


The  Medical  Society  of  Virginia  held  its 
eighth  annual  session  in  Petersburg,  October  23rd, 
24th  and  25th.  The  President,  Dr.  James  L.  Cabell,  of 
the  University  of  Virginia,  presided  over  the  meet- 
ings. On  his  retirement  from  office,  he  was  elected  an 
Honorary  Fellow  of  the  Society.  Dr.  John  Herbert 
Claiborne,  of  Petersburg,  was  elected  President  for 
the  ensuing  term.  . . . [the]  session  was  a brilliant 
success  in  all  respects.  The  attendance  was  larger  than 
it  has  ever  been,  except  when  the  Society  convened  in 
[Richmond],  where  about  50  Fellows  reside.  About 
45  doctors  were  admitted  to  membership.  The  inter- 
est developed  and  manifested  is  encouraging  and 
should  be  fostered.  The  papers  presented  were  first 


James  L.  Cabell,  MD,  President,  1876-77, 
The  Medical  Society  of  Virginia. 


rate.  The  entertainments  were  excellent  and  whole- 
souled. 

We  may  here  remark  . . . that  the  executive  author- 
ities of  the  Association  of  Medical  Officers  of  the 
Confederate  States  Army  and  Navy  contemplate 
holding  another  meeting  of  that  Association  in  [Rich- 
mond], . . . Correspondence  in  reference  to  this  meet- 
ing should  be  addressed  either  to  the  President,  Dr. 
Hunter  McGuire,  or  to  the  Secretary,  Dr.  John  M. 
Payne.  These  officers  have  the  promise  of  several 
unpublished  valuable  historical  papers  relating  to  the 
medical  department  of  the  late  Confederacy.  These 
records  should  be  collected  at  once,  as  those  who  can 


furnish  the  information  are  year  by  year  passing  away 
into  lamented  graves. 

Virginia  State  Board  of  Health.  During  the  last 
session  of  the  Medical  Society  of  Virginia,  the  retiring 
President,  Prof.  James  L.  Cabell,  M.D.,  with  his  re- 
markable ability,  argued  the  necessity  of  devoting  our 
first  efforts  as  a State  profession  to  the  satisfactory 
establishment  and  sustenance  of  the  State  Board  of 
Health.  The  address  was  referred  to  a committee  for 
consideration  and  report.  This  committee  endorsed 
the  suggestion  of  Dr.  Cabell.  Accordingly,  the  Presi- 
dent of  the  Society,  Dr.  John  Herbert  Claiborne,  of 
Petersburg,  has  appointed  a committee,  composed  of 
Dr.  J.  S.  Wellford,  of  [Richmond],  as  Chairman,  and 
each  of  the  ex-Presidents  as  members,  to  urge  upon 
the  present  Legislature  the  importance  of  doing 
something  to  make  the  State  Board  of  Health  effec- 
tive. The  law,  as  it  stands  at  present  upon  the  statute, 
is  sufficient  for  present  purposes,  with  the  single  ex- 
ception of  the  clause  which  provides  that  the  Board 
shall  not  be  an  expense  upon  the  State. 

The  addresses  of  the  ex-Presidents  of  the  State 
Society  who  form  the  committee.  . . . are:  Drs.  Rob- 
ert S.  Payne,  Lynchburg;  A.  M.  Fauntleroy,  Staun- 
ton; Harvey  Black,  Williamsburg;  A.  G.  Tebault, 
London  Bridge,  Princess  Anne  county;  Samuel  C. 
Gleaves,  Wytheville;  F.  D.  Cunningham,  Richmond, 
and  James  L.  Cabell,  University  of  Virginia. 

But  while  this  committee  is  doing  its  duty,  as  we 
know  it  will,  let  the  profession  at  large  rally  to  its 
support.  The  State  Society  has  nearly  400  members, 
and  at  each  session,  with  striking  unanimity,  when- 
ever the  subject  of  the  State  Board  of  Health  was 
introduced,  each  speaker  and  voter  has  pledged  his 
work  in  behalf  of  the  measure.  What  an  influence  we 
should  have!  . . . The  Board  asks  at  present  for  only 
$5,000  a year  to  make  it  efficient. 

Bill  to  Regulate  Practice  of  Medicine.  We  commend 
the  move  made  by  Dr.  T.  J.  Riddell,  of  Richmond, 
Va.,  with  reference  to  the  passage  of  a law  by  the 
Legislature  of  Virginia,  for  the  protection  of  the  med- 
ical profession  of  Virginia.  The  bill  is  now  before  the 
Senate,  and  it  is  earnestly  hoped  that  it  will  meet  with 
the  unnaimous  approval  of  the  General  Assembly. 
Dr.  L.  R.  Chiles,  Senator  from  Chesterfield  county,  is 
moving  in  the  matter.  The  bill  provides  that  practi- 
tioners shall  be  graduates  of  recognized  colleges. 
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MEETINGS 

ABOUT 

MEDICINE 


January 

Pediatric  Hematology  in  Everyday  Practice,  spon- 
sored by  Department  of  Pediatrics,  University  of 
Virginia  School  of  Medicine,  Charlottesville,  Janu- 
ary 12.  Office  of  CME,  Box  368,  Charlottesville 
22901. 

The  Alton  D.  Brashear  Postgraduate  Course  in  Head 
and  Neck  Anatomy,  sponsored  by  Department  of 
Anatomy  in  cooperation  with  the  Divisions  of 
Continuing  Education  of  the  Schools  of  Medicine 
and  Dentistry,  MCV,  Richmond,  January  16-19. 
Dr.  Hugo  R.  Seibel,  MCV  Dept,  of  Anatomy, 
Richmond  23298. 

February 

Common  Surgical  Problems  in  Children,  sponsored 
by  Department  of  Pediatrics,  University  of  Vir- 
ginia School  of  Medicine,  Charlottesville,  Febru- 
ary 8.  Office  of  CME,  Box  368,  Charlottesville 
22901. 

Virginia  Regional  Meeting,  American  College  of  Phy- 
sicians, The  Homestead,  Hot  Springs,  February  1 1 . 
Edward  W.  Hook,  MD,  University  of  Virginia 
School  of  Medicine,  Charlottesville  22901. 

Magnitude  of  the  Clinical  Influenza  Problem  in  the 
USA:  Difficulties  in  the  Use  of  Influenza  Virus 
Vaccines,  sponsored  by  St.  Mary’s  Hospital,  Hos- 
pital Auditorum,  Richmond,  February  16,  5:30  pm. 
Edwin  L.  Kendig,  Jr.,  MD,  5801  Bremo  Road, 
Richmond  VA  23226,  804  285-2011. 

Annual  Meeting,  Virginia  Chapter  of  the  American 
Academy  of  Pediatrics,  Williamsburg,  February 
24-25.  Douglas  E.  Pierce,  MD,  1201  Third  Street, 
SW,  Roanoke  VA  24016. 

March 

Law  Institute  on  Hospitals  and  Medicine,  sponsored 
by  Departments  of  Legal  Medicine  and  Hospital- 
Health  Care  Administration,  Medical  College  of 
Virginia,  Richmond,  March  3.  MCV-CME,  Box 
91,  MCV  Station,  Richmond  VA  23298, 
804  770-8207. 


14th  Annual  Radiology  Postgraduate  Course:  Prac- 
tical Neuroradiology,  sponsored  by  Departments 
of  Radiology  and  CME,  Medical  College  of  Vir- 
ginia, Conference  Center,  Williamsburg,  March  5-9. 
Dept,  of  CME,  Box  91,  MCV  Sta.,  Richmond  23298. 

29th  Annual  Postgraduate  Program  of  the  Roanoke 
Memorial  Hospital,  Roanoke,  March  9-10.  Charles 
L.  Crockett,  Jr.,  MD,  Roanoke  Memorial  Hospi- 
tals, Belleview  at  Jefferson  Street.  Roanoke  24033. 

Neonatal  Cardiology,  sponsored  by  Department  of 
Pediatrics,  University  of  Virginia  School  of  Medi- 
cine, Charlottesville,  March  16.  Office  of  CME, 
Box  368,  Charlottesville  22901. 

April 

Current  Concepts  in  Clinical  Infectious  Diseases, 
sponsored  by  American  College  of  Physicians, 
University  of  Virginia  School  of  Medicine,  Char- 
lottesville, April  5-7.  UVa-CME,  Box  368,  Char- 
lottesville VA  22901,  804  924-5318. 

American  College  of  Physicians  Hematology  Pro- 
gram, University  of  Virginia  School  of  Medicine, 
Charlottesville,  April  12-14.  UVa-CME  Program. 

Genetic  Counseling  for  Chromosomal  Abnormal- 
ities, sponsored  by  Department  of  Pediatrics,  Uni- 
versity of  Virginia  School  of  Medicine,  Charlottes- 
ville, April  19.  UVa-CME  Program. 

Annual  Lecture  Series  on  Surgery  of  the  Upper  Ex- 
tremity, sponsored  by  Divisions  of  Orthopedic  and 
Plastic-Reconstructive  Surgery,  Medical  College 
of  Virginia,  Richmond,  April  20-22.  MCV-CME. 

A Day  in  Endocrinology,  sponsored  by  Department 
of  Internal  Medicine,  University  of  Virginia 
School  of  Medicine,  Charlottesville,  April  21. 
UVa-CME. 

Vest  Memorial  Lectureship,  sponsored  by  Depart- 
ment of  Urology,  University  of  Virginia  School  of 
Medicine,  Charlottesville,  April  27-28.  UVa-CME. 

17th  Annual  Swineford  Allergy  Conference,  spon- 
sored by  Allergy  Divison,  University  of  Virginia 
School  of  Medicine,  Charlottesville,  April  28. 
UVa-CME. 
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JL beauty  and  brains,  exhibits  and  edu- 
cation, politics  and  democratic  proc- 
esses, parties  and  socializing,  business 
and  pleasure  marked  our  130th  Annual 
Meeting  in  Richmond  in  October. 

Though  our  own  distaff  contributed 
beauty  on  every  occasion,  it  was  Eliza- 
beth Taylor  Warner  who  took  the 
spotlight;  the  VaMPAC  banquet  at 
which  she  appeared  was  SRO  and 
people  were  turned  away.  A perfect  ex- 
ample of  cause  and  effect. 

The  exhibits,  both  scientific  and 
commercial,  had  the  usual  steady 
stream  of  members,  and  properly  so, 
for  there  was  useful  information  pre- 
sented in  an  engrossing  way.  Samples 
were  picked  up,  blood  specimens 
drawn,  gadgets  tested,  charts  studied. 

The  scientific  presentations  were  ex- 
cellent in  scope  and  content,  providing 
a first-rate  educational  opportunity. 


Major  interest,  as  usual,  centered 
around  the  meetings  of  the  House  of 
Delegates,  the  Reference  Committees, 
and  the  Nominating  Committee,  and  a 
number  of  critical  issues  were  acted 
upon.  Warmest  and  lengthiest  debate 
was  provoked  by  the  proposal  for  a fed- 
erally-funded CME  research  project, 
followed  by  a very  close  vote.  For  a 
report,  see  page  852. 

Leonard  Weyl  sounded  a tocsin,  call- 
ing us  to  action,  and  the  Delegates  re- 
sponded with  an  ovation.  His  Presiden- 
tial Address  is  printed  on  page  838  and 
merits  your  careful  attention. 

We  had  a fine  meeting.  The  wild 
storm  some  of  us  faced  driving  home 
one  day  did  not  dampen  our  spirits  or 
dull  our  enthusiasm.  You  who  did  not 
come  missed  a lot. 

Here’s  to  next  year  in  Williamsburg! 

W.T.T.,  Jr. 

S3 1 
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MSV 

Meeting 

1977 


Dr.  K.  K.  Wallace,  J 
Speaker  of  the  House  o 
gates,  receives  a copy  of 
lution  during  the  House 
session.  For  details  of  th 
gates’  decisions,  see  pag 
863. 


Dr.  William  J.  Hagood,  Jr.,  installed  as  President  during  the  annual  meeting  in 
Richmond,  was  photographed  (below  left)  with  A.  L.  Burkholder,  president  of  the 
Virginia  Hospital  Association  and  special  guest  at  the  meeting.  Mr.  Burkholder  is 
administrator  of  the  Halifax  Community  Hospital,  South  Boston,  where  Dr.  Hagood 
has  conducted  his  hospital  practice  for  15  years.  For  an  editorial  tribute  to  the  new 
MSV  President,  see  page  872. 


Dr.  W.  T.  Thompson,  Jr., 
Editor  of  Virginia  Medical, 
displays  trophies  of  the  journal’s 
first  place  prize  in  the  Sandoz 
medical  journalism  contest:  a 
plaque  and  a check  for  $500. 


Dr.  Morgan  E.  Scott  inquires  at  the  registration 
the  background,  Dr.  Percy  Wootton  talks  with  Dr.  F 
Blanton,  who  is  barely  visible  behind  Dr.  Scott. 


athering  of  MSV  Past  Presidents,  the  first  ever,  brought  16  former 
s to  the  Annual  Meeting.  This  picture  was  taken  after  their  luncheon 
er;  they  were  joined  by  Dr.  William  J.  Hagood,  Jr.,  current  Presi- 
md  Robert  I.  Howard,  Executive  Vice-President, 
ted  in  the  front  row,  from  left,  are  Dr.  James  P.  King,  who  took 
n 1956;  Dr.  Walter  Paul  Adams,  1959;  and  Dr.  James  L.  Hamner, 

tral  row,  left  to  right,  Mr.  Howard;  Dr.  Henry  Clark  Bates,  1958; 
ussell  von  Eehn  Buxton,  1962  (to  the  rear);  Dr.  William  Gross- 
1970;  Dr.  F.  Ashton  Carmines,  1969;  Dr.  Raymond  S.  Brown, 
Dr.  Karl  Kenneth  Wallace,  1967  ( to  the  front);  Dr.  Thomas  White- 
/lurrell,  Jr.,  1968  (to  the  rear);  and  Dr.  Carl  E.  Stark,  1973. 
le  back  row,  from  left.  Dr.  James  M.  Moss,  1970;  Doctor  Hagood; 
. Leonard  Weyl,  1976;  Dr.  William  R.  Hill,  1975  (to  the  rear);  Dr. 
ti  S.  Hotchkiss,  1972;  and  Dr.  John  A.  Martin,  1974. 

Charles  E.  Davis,  Jr.,  was  chosen  President-Elect  at  the  meet- 
>r  other  new  officers,  see  “Winners”,  page  851  and  the  roster  of 
>,  page  842. 
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luaraniees  Growth 


C8.  FLEi 


Capt.  Theodore  H.  Williams,  the  representative  ai 
Air  Force  exhibit,  shares  his  message  with  an  MSV  it 


Dr.  Richard  W.  Crossen  carried  off  the  Virginia  h 
was  the  physicians’  door  prize.  He  is  shown  with  K 
meke  of  the  Norfolk  Health  Department’s  exhibit.  FI 
winners  at  the  meeting,  see  page  851. 


With  the  exception  of  the  picture  on  page  833,  al 
graphs  of  the  Annual  Meeting  are  by  John  Frischf 
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Dr.  (Jeorge  H.  Agate  investigates  what’s  new  in  the  Eli  Filly  phar- 
maceutical line  from  Victoria  McDonell,  Lilly  rep. 


Dr.  Carolyn  M. 
McCue,  Chairman  of  the 
Scientific  Exhibits  C om- 
mittee, draws  for  a door 
prize  at  the  exhibits 
breakfast. 


WKATWfi 


TACfOTSlY 


BUT  rat  Rl  All 

THAI  SWH  PATKOTS  ART  MOt  AlWATJ 
AVARABU  OOBtKG  TWt  SPtOfK  DUBATHj 
Of  A 61VIN  fWjCAIIOMAl  EXRCRIOKfj 


Dr.  M.  J.  Vernon  Smith,  above  right,  presented  the 
scientific  exhibit  awarded  second  prize.  Conversing  with 
him  is  Dr.  Timothy  Kelly.  This  exhibit,  a teaching  device 
on  scrotal  masses,  was  created  by  Dr.  Stephen  Rouse, 
Charleston,  South  Carolina. 


Hi  prize  for  scientific  exhibit  excellence  was  won  by  an 
Fitted  visualization  of  the  uses  of  computerized  tomog- 
1 above)  presented  by  a group  of  doctors  from  the 
dria  Hospital:  Drs.  Ira  J.  Green,  Walter  S.  Choi, 
I H.  Friedman,  William  V.  Hindle,  Barry  T.  Katzen 
signed  the  display),  and  Allan  Zellis.  They  were  aided 
^rge  Jones,  RT,  who  attended  the  exhibit  and  is  shown 
M t the  left. 


value  of  exercise  testing  in  young  patients  with  heart 
laiities  was  the  subject  of  the  scientific  exhibit  awarded 
rize  (below).  It  was  the  work  of  Drs.  William  W. 
and  Carolyn  M.  McCue.  In  the  picture  below.  Dr. 
s explaining  a point  to  Dr.  George  M.  Nipe.  Perched 
;xercise  bicycle  is  Debbie  Clapp,  MCV  medical  stu- 
r.  Nipe  is  new  IV1SV  First  Vice-President. 
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Mrs.  Robert  L.  Wood  (left),  Chairman 
of  Arrangements  for  the  Auxiliary  meet- 
ing, acknowledges  the  applause  of  the 
banqueters.  At  her  right  is  Dr.  Wood. 
Mrs.  Wood's  report  of  the  women's  meet- 
ing is  on  page  865. 


~ • ! 

On  the  dais  at  the  banquet  and  awards  ceremonies  (t 
Dr.  Raymond  S.  Brown  (center  left)  beams  after  rec 
the  A.  H.  Robins  Award  for  Community  Service  from  I 
Leonard  Wevl  (right  center),  MSV  President  1976-19 
extreme  right  is  Mrs.  Weyl.  At  far  left  is  Mrs.  Willi; 
Gordge,  president  of  the  Auxiliary. 


Below  is  a bird's-eye  view  of  the  banqueters  in  the  Vi 
Room  of  the  John  Marshall  Hotel,  Richmond.  At  far 
can  be  seen  the  Continentals,  who  provided  dance  music 
“big  band"  manner. 

?M  in:  ;,?is*ai'  y m < sr«;  p®  »:«•  ’*■***#'  ]$  m-MS'  «i ftBfg  W 
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These  seven  Virginia  physicians  represent  350  years  of  medical  practice, 
for  1977  marks  the  50th  anniversary  of  their  graduations  from  medical 
school.  They  came  to  the  annual  banquet  to  receive  their  50-Year  Club 
certificates  and  posed  for  this  group  portrait. 

Seated,  from  left  to  right,  Blake  W.  Meador,  MD,  Richmond;  W.  Lin- 
wood  Ball,  MD,  Richmond;  Joseph  S.  Diasio,  MD,  Culpeper;  and  Irwin 
Rifkin,  MD,  Richmond. 


Standing,  left  to  right,  are  Harry  P.  Williams,  MD,  Martinsville; 
Everett  C.  Drash,  MD,  North  Garden;  and  Cullen  M.  McCoy,  MD, 
Norfolk. 


Presidential  Address 


‘it  is  up  To  I s!” 

W.  Leonard  Weyl,  MD,  Arlington,  Virginia 


IT  IS  a great  honor  to  be  here  today  and  to  have 
served  this  past  year  as  your  President.  Without 
question,  holding  this  office  has  been  one  of  the  high- 
lights of  my  medical  career. 

In  looking  back  on  recent  years,  I believe  each  of 
us  has  reason  to  be  proud  of  the  major  strides  that 
our  Society  has  made  in  many  areas. 

We  can  be  proud  of  our  successful  efforts  in  the 
General  Assembly  to  enact  responsible  risk  manage- 
ment legislation,  to  curb  skyrocketing  malpractice 
premiums,  and  to  bring  about  other  legislative  re- 
forms. 

We  can  be  proud  of  our  expanded  communications 
program,  with  its  workshops  and  efforts  to  help  phy- 
sicians improve  their  relations  with  their  patients  and 
the  public. 

We  can  be  proud  of  our  continuing  education  pro- 
gram which  enables  all  Virginia  doctors  to  obtain 
necessary  post-graduate  credits  in  their  own  commu- 
nities, of  the  national  recognition  for  excellence  that 
our  Virginia  Medical  has  received,  and  for  the 
work  of  our  auxiliary  throughout  the  state. 

And  we  can  be  proud  of  the  new  wing  of  our 
headquarters  building  that  will  meet  our  space  re- 
quirements for  the  next  15  or  20  years. 

WHILE  we  can  take  pride  in  these  and  other 
accomplishments,  we  also  must  recognize  that 
they  represent  only  a beginning.  The  threat  that  gov- 
ernment over-regulation  poses  to  the  quality  of 
health  care  has  never  been  greater  than  it  is  today. 

President  Carter's  platform  contains  a national 
health  insurance  plank  and  he  has  said  that  only  a 
sluggish  national  economy  has  prevented  him  from 
moving  ahead  to  make  a federally-controlled  system 

Presented  before  the  House  of  Delegates  at  the  Annual 
Meeting  of  The  Medical  Society  of  Virginia,  the  John  Mar- 
shall Hotel,  Richmond,  October  13,  1977. 


a reality.  Carter,  however,  has  promised  to  send  some 
plan  for  national  health  insurance  to  Congress  "early 
in  1978”,  and  Secretary  Califano  held  the  first  public 
hearing  to  construct  the  plan  two  weeks  ago.  One 
hundred  more  hearings  will  be  held  throughout  the 
country  in  the  near  future.  So,  in  spite  of  the  econ- 
omy, the  groundwork  is  being  laid. 

Some  of  you  may  be  familiar  with  a June  4,  1977, 
memorandum  circulated  by  the  Health  Care  Financ- 
ing Administration  at  HEW.  If  not,  I recommend  it 
as  an  addition  to  your  reading  list.  The  memorandum 
is  titled,  “Additional  Cost-Saving  Initiatives — Ac- 
tion”. Among  its  “savings  initiatives”  are  physician 
reimbursement  controls,  constraints  on  the  supply  of 
physicians,  and  the  encouragement  of  the  adoption  of 
“living  wills”  in  every  state. 

I believe  this  section  on  the  living  will  to  be  particu- 
larly abhorrent,  not  necessarily  because  I find  the 
concept  itself  objectionable,  but  because  I see  legisla- 
tive or  regulatory  action  leading  to  a situation  where 
patients  will  have  to  sign  a living  will  in  order  to  be 
eligible  for  Medicare  or  Medicaid  benefits.  HEW  esti- 
mates that  by  “encouraging  states  to  pass  living-will 
legislation  by  witholding  federal  funds,  the  savings 
under  Medicare  alone  would  amount  to  $1 .2  billion.” 
1984  may  be  closer  than  we  think. 

This  recommendation  on  the  living  will  is  another 
step  toward  what  I see  as  perhaps  the  major  challenge 
facing  our  health  care  system  today — that  of  third- 
party  control.  Without  question,  the  control  by  third- 
party  forces,  both  within  government  and  by  private 
insurers,  is  steadily  growing.  More  and  more  deci- 
sion-making authority  is  being  taken  away  from  phy- 
sicians and  given  to  clerks  and  bureaucrats. 

We  know  that  the  government’s  approach  is  wrong 
and  that  it’s  the  American  people  who  are  the  ulti- 
mate losers.  However,  in  all  fairness,  we  must  also 
accept  some  of  the  responsibility  for  this  because,  at 
times,  we  find  it  easier  to  comply  with  third-party 
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requirements  than  to  challenge  them,  even  though  we 
know  that  a challenge  might  result  in  better  care  for  a 
patient. 

This  must  change.  While  we  should  continually  be 
conscious  of  the  need  to  control  costs,  we  must  not  be 
guilty  of  the  same  thing  government  is  doing — plac- 
ing costs  ahead  of  the  quality  of  care  we  provide  our 
patients. 

Success  in  this  area  requires  public  understanding 
and  support.  We  can  only  win  the  battle  if  the  people 
understand  what  the  battle  is  about.  No  matter  how 
good  our  current  system  is,  without  public  under- 
standing and  support  it  is  destined  to  corruption  and 
a lowering  of  standards. 

GREATER  involvement  by  physicians  is  the  only 
way  that  the  present  challenge  to  our  system 
can  be  met.  I realize  that  activism  is  contrary  to  our 
traditions  and  training.  Elowever,  it  is  clear  that  our 
prolonged  public  silence  is  being  interpreted  by  more 
and  more  people  as  indifference  and  insensitivity. 

It  is  clear  that,  while  still  strong  in  comparison  to 
other  professions,  the  respect  that  we  have  enjoyed 
from  the  American  people  is  declining.  Whom  do  you 
think  would  be  shown  by  a national  survey  to  be 
considered  the  major  spokesman  for  health  care  to- 
day? Do  you  think  that  any  physician  would  appear 
among  the  top  choices,  or  would  they  be  more  likely 
to  be  Senator  Edward  Kennedy,  Ralph  Nader,  Presi- 
dent Carter,  or  Joseph  Califano?  Is  it  any  wonder 
that  our  image  is  slipping,  that  HSA’s  grow  stronger, 
and  that  HEW  proposals  such  as  using  living  wills  to 
control  costs  scarcely  create  any  controversy? 

To  a great  extent,  what  we  are  able  to  do  here  in 
Virginia  to  combat  this  trend  depends  on  you.  As 
delegates,  you  were  elected  by  your  colleagues  to 
represent  them.  I urge  you  to  return  to  your  commu- 
nities and  to  organize  and  motivate  these  same  col- 
leagues to  become  more  involved. 

Specifically,  I’m  talking  about  the  need  to  upgrade 
our  legislative  effort  so  that  Virginia  physicians  are 
communicating  with  their  elected  officials  on  a year- 
round  basis  and  not  just  when  the  General  Assembly 
is  in  session.  About  the  need  to  become  more  politi- 
cally active  and  to  ensure  that  no  official  from  either 
party  is  elected  without  the  imput  and  assistance  of 
many  physicians.  About  the  need  to  take  greater 
interest  in  local  HSA's  and  establish  committees  to 
monitor  their  activities,  present  testimony,  and  keep 
local  physicians  informed  because,  clearly,  left  un- 
checked, the  major  effect  of  HSA's  will  be  a rationing 
of  health  care  in  Virginia.  And  about  the  need  gener- 
ally to  look  for  additional  forums  and  opportunities 
within  our  communities  to  increase  public  under- 
standing of  health  care  issues. 


One  issue  in  particular  we  must  address  is  the 
problem  of  growing  health  care  costs.  This  is  of  con- 
cern to  all  Americans.  Physicians  must  become  more 
cost  conscious.  We  need  to  talk  about  what  we  are 
doing  to  control  costs  and  about  the  relationship 
between  the  increasing  demand  for  more  services  and 
the  increasing  cost  of  those  services. 

I believe  that  as  individuals  and  as  a Society,  we 
have  the  resources  to  realize  these  objectives. 

First  of  all,  we  must  recognize  that  this  is  a task 
that  initially  only  we  can  assume.  We  still  have  a 
great  deal  of  good  will  with  the  American  people  and 
a good  story  to  tell.  But  only  we  can  tell  it.  This  is  an 
obligation  that  we  have  to  the  high  standards  of  care 
we  want  to  maintain  and  to  the  profession  of  which 
we  are  all  so  proud.  But,  more  importantly,  it  is  an 
obligation  that  we  have  to  our  patients  and  the 
people  of  Virginia. 

We  must  strengthen  our  position  as  health  care 
advocates.  Changing  population  patterns  and  tech- 
nological advances  in  the  medical  field  are  increas- 
ingly placing  us  further  from  our  patients  and  in 
danger  of  becoming  purveyors  of  an  unwelcome  ser- 
vice to  a captive  audience.  We  must  increase  our 
efforts  to  repair  this  growing  rift  and  show  our  pa- 
tients and  the  American  people  that  we  are  truly 
concerned  with  their  problems  and  that  we  do  care 
for  them.  And  we  must  encourage  our  patients  to  be 
more  vocal  and  concerned  about  the  threat  govern- 
ment-controlled medicine  poses  to  the  quality  of  their 
health  care. 

If  we  do  these  things,  if  we  work  to  improve  our 
communications  skill,  if  we  are  more  active  in  the 
political  process  and  in  community  affairs,  then  I 
believe  that  we  can  begin  to  reverse  this  trend  toward 
big  government  and  increasing  third  party  control. 

But  it  is  up  to  Us! 

1 WOULD  like  to  thank  all  of  you  for  the  honor 
and  the  opportunity  of  serving  as  your  President. 
At  this  time,  I would  particularly  like  to  recognize 
and  thank  our  Executive  Vice-President,  Bob  How- 
ard. for  his  assistance,  patience,  and  friendship.  Bob 
and  his  staff  at  Society  headquarters  do  a tremendous 
job,  and  I thank  him  and  them.  I also  want  to  thank 
the  members  of  the  Council  and  all  the  committees 
which  have  worked  so  effectively. 

We  have  a Society  of  which  all  of  us  can  be  proud. 
Our  past  has  been  marked  by  significant  achieve- 
ment, but  it  is  the  future  and  its  challenges  to  which 
we  must  direct  energy  and  attention. 

While  my  tenure  in  office  is  practically  over,  I want 
you  to  know  that  I will  do  everything  I can  to  assist 
Bill  Hagood  and  the  Society  in  achieving  our  goals. 
Thank  you  again  and  God  bless  you.  h 
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AMERICAN  MEDICAL  LABORATORIES,  INC. 

(formerly  Northern  Virginia  Pathology  Laboratories,  Inc.) 

1 1091  Main  Street 
Fairfax,  Virginia  22030 
Phone:  (703)  273-7400 

SEROLOGY 
IMMUNODIFFUSION  ANALYSIS 

Now  Available 

Funga!  Immunodiffusion  Serology 

Includes:  Histoplasma  capsulatum  (H  and  M Bands) 

Blastomyces  dermatitidis 
Coccidioides  immitis 
Aspergillus  mix 

Amebic  Analysis  (Entameba  histolytica) 

Trichinelia  Analysis  (Trichinella  spiralis) 

Candida  albicans  Analysis 


OTHER  IMMUNODIFFUSION  ANALYSES  AVAILABLE 

Hypersensitivity  Pneumonitis  Analysis 

Includes:  Aspergillus  mix 

Cephalosporium  acremonium 
Cryptostroma  corticale 
Micropolyspora  faeni 
Pigeon  droppings  and  serum 
Pullularia  pullulans 
Sitophilus  granarius 
Thermoactinomyces  vulgaris 
Trichoderma  viride 

Farmer's  Lung  Analysis 

AMERICAN  MEDICAL  LABORATORIES  is  a full-service  laboratory, 
operated  and  supervised  by  pathologists,  and  dedicated  to  providing 
prompt  and  accurate  results. 

GENTLEMEN:  PLEASE  SEND  ME 

□ A Copy  of  Your  Professional  Service  Manual 

□ A Copy  of  Your  Capabilities  Brochure 
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MSV  Officers  and  Councilors,  1977-1978 


President 

William  J.  Hagood,  Jr.,  MD 

Clover 


President-Elect 
Charles  E.  Davis,  MD 

Norfolk 


Past  President 

W.  Leonard  Weyl,  MD 

A rlington 


First 

George  M.  Nipe,  MD 

Harrisonburg 


Vice-Presidents 

Second 

George  E.  Broman,  MD 

Culpeper 


Third 

Edwin  L.  Kendig,  Jr.,  MD 

Richmond 


Executive  Vice-President:  Robert  E Eloward,  Richmond 


Councilors 

Harold  1..  Williams,  MD 

Newport  News 

District 

1st 

Vice-Councilors 

William  Stewart  Burton,  MD 

Nassawadox 

Gervas  S.  Taylor,  Jr.,  MD 

Norfolk 

2nd 

Frederick  K.  McCune,  MD 

Virginia  Beach 

Charles  N.  Caravati,  Jr.,  MD 

Richmond 

3rd 

J.  Latane  Ware,  MD 

Richmond 

Gordon  G.  Birdsong,  MD 

Franklin 

4th 

Charles  H.  Crowder,  Jr.,  MD 

South  Hill 

Girard  V.  Thompson,  Sr.,  MD 

Chatham 

5th 

William  R.  Watkins,  MD 

South  Boston 

H.  C.  Alexander,  III,  MD 

Roanoke 

6th 

James  B.  Jones,  MD 

Lynchburg 

Robert  C.  Green,  Jr.,  MD 

Winchester 

7th 

Harvey  D.  Smallwood,  MD 

Charlottesville 

Harry  C.  Kuykendall,  MD 

Alexandria 

8th 

Nicholas  G.  Colletti,  MD 

Woodbridge 

Robert  V.  Gailliot,  MD 

M arion 

9th 

James  L.  Patterson,  Jr.,  MD 

Pulaski 

C.  Barrie  Cook,  MD 

Fairfax 


State  Health  Commissioner 

James  B.  Kenley,  MD 

Richmond 


10th  Gerald  J.  Fisher,  MD 

A lexandria 

Councilors  Ex-Officio 

Speaker  of  the  House  Editor,  Virginia  Medical 

k.  K.  Wallace,  Jr.,  MD  W.  T.  Thompson,  Jr.,  MD 

Virginia  Beach  Richmond 


Vice-Speaker  of  the  House:  Richard  L.  Fields,  MD,  Fairfax 


Delegates 

AM  A Delegates 

Alternates 

Michael  A.  Puzak,  MD 

1978-1979 

W.  Leonard  Weyl,  MD 

Arlington 

A rlington 

Carl  E.  Stark,  MD 

Raymond  S.  Brown,  MD 

Wytheville 

Gloucester 

E.  Ashton  Carmines,  MD 

1977-1978 

Percy  Wootton,  MD 

Newport  News 

Richmond 

John  A.  Martin,  MD 

1978 

Arthur  A.  Kirk,  MD 

Roanoke 

Portsmouth 
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Minutes  of  the  Council 


A meeting  of  Council  of  The  Medical  Society  of 
Virginia  was  held  in  Richmond  at  the  Hotel  John 
Marshall  on  Thursday,  October  13,  1977. 

Members  Present:  Dr.  W.  Leonard  Weyl;  Dr.  Wil- 
liam J.  Hagood,  Jr.;  Dr.  Raymond  S.  Brown;  Dr. 
Charles  E.  Davis;  Dr.  K.  K.  Wallace,  Jr.;  Dr.  Harold 

L.  Williams;  Dr.  Gervas  S.  Taylor,  Jr.;  Dr.  Charles 

M.  Caravati,  Jr.;  Dr.  Gordon  G.  Birdsong;  Dr.  Gi- 
rard V.  Thompson,  Sr.;  Dr.  H.  C.  Alexander,  III;  Dr. 
George  M.  Nipe;  Dr.  Harry  C.  Kuykendall;  Dr. 
James  Hal  Smith  and  Dr.  C.  Barrie  Cook. 

Others  Present:  Dr.  Arthur  A.  Kirk,  3rd  Vice  Presi- 
dent; Dr.  Richard  L.  Fields,  Vice-Speaker;  Dr.  Wil- 
liam S.  Burton,  Dr.  Frederick  K.  McCune,  Dr.  J. 
Latane  Ware,  Dr.  Charles  H.  Crowder,  Jr.,  Dr.  W.  R. 
Watkins,  Dr.  William  E.  Painter,  Vice-Councilors; 
Dr.  William  S.  Hotchkiss,  Dr.  Michael  A.  Puzak,  Dr. 
F.  Ashton  Carmines  and  Dr.  Carl  E.  Stark,  AMA 
Delegates;  Dr.  John  A.  Martin,  Alternate  AMA 
Delegate;  Dr.  George  J.  Carroll,  Secretary,  State 
Board  of  Medicine;  Dr.  Joseph  A.  Smith,  President, 
West  Virginia  State  Medical  Association;  Carla 
Neuschel,  representing  AMA;  and  Mr.  Allen 
Goolsby,  Attorney  for  the  Society. 


Report  of  Finance  Committee  and  Proposed  Budget  for 
Fiscal  1977-78. 

Dr.  Puzak,  Chairman  of  the  Finance  Committee, 
reported  that  the  Society  had  once  again  operated 
well  within  its  income.  He  stated  that  its  reserves  had 
never  been  larger  and  that  its  surplus  for  the  year 
exceeded  $82,000. 

Dr.  Puzak  then  proposed  a balanced  budget  for  the 
new  fiscal  year  and  reviewed  each  item  in  detail.  The 
proposed  total  expenditure  was  $495,060  with  an  esti- 
mated income  of  $508,000. 

A motion  to  approve  the  Budget  for  referral  to  the 
House  of  Delegates  was  seconded  and  carried. 


Dues  Increase. 

Council  was  then  advised  by  Dr.  Puzak  that  no 
increase  in  dues  for  active  members  is  indicated  this 
year.  He  pointed  out,  however,  that  those  members 
licensed  five  years  or  less  have  been  paying  dues  of 
only  $25  for  the  past  15  years.  The  Finance  Com- 
mittee believes  that  the  time  has  come  to  correct  the 
situation  and  recommends  that  newly-licensed  physi- 
cians be  assessed  annual  dues  of  $50  during  their  first 
three  years  of  licensure.  After  that  time,  they  would 
pay  regular  active  dues  of  $105. 

Dr.  Puzak  also  called  attention  to  the  fact  that 
associate  members  have,  for  many  years,  paid  dues  of 
$10.  Today  this  hardly  pays  the  cost  of  Virginia 
Medical.  It  was  the  recommendation  of  the  Com- 
mittee that  dues  for  associate  members  be  increased 
to  $25. 

It  was  learned  that  the  two  proposed  increases 
would  increase  Society  income  by  approximately 
$17,000-20,000  per  year. 

A motion  to  accept  the  Committee’s  recommenda- 
tions and  refer  them  to  the  House  was  seconded  and 
adopted. 

Scholarship  Funds. 

Dr.  Weyl  called  attention  to  the  fact  that  the 
Society  contributes  a total  of  $6,000  each  year  to  the 
scholarship  funds  of  the  state’s  three  medical  schools. 
It  was  his  feeling  that  the  procedures  used  in  award- 
ing the  funds  should  be  reviewed  from  time  to  time. 
Consequently,  he  announced  that  a special  Com- 
mittee had  been  appointed  to  review  these  proce- 
dures. The  Committee  will  be  headed  by  Dr.  Emmett 
Mathews  and  consists  of  Dr.  Puzak  and  Dr.  Gervas 
Taylor. 

There  being  no  further  business,  the  meeting  was 
adjourned.  Robert  I.  Howard,  Secretary 

APPROVED. 

W.  Leonard  Weyl,  MD,  President  n 


DECEMBER,  1977/VIRGINIA  MEDICAL 


S43 


Minutes  of  the  House  of  Delegates 


First  Session 

The  House  of  Delegates  of  The  Medical  Society  of 
Virginia  met  in  the  Roof  Garden  of  Richmond’s  Ho- 
tel John  Marshall  on  Thursday,  October  13,  1977. 
The  meeting  was  called  to  order  by  Dr.  K.  K.  Wal- 
lace, Jr.,  Speaker,  and  the  invocation  delivered  by  Dr. 
F.  Ashton  Carmines,  Past-President  and  Delegate 
from  Newport  News. 

A quorum  was  reported  by  Dr.  Ira  J.  Green,  Chair- 
man of  the  Credentials  Committee. 

The  report  of  the  Rules  Committee  was  then  pre- 
sented by  Dr.  Robert  T.  Mosby,  Jr.,  Chairman.  It 
was  recommended  that  the  rules  remain  substantially 
the  same  as  those  used  during  the  1976  sessions  and 
the  House  concurred. 

Minutes  of  the  1976  sessions  of  the  House  were 
then  approved. 

The  following  distinguished  guests  were  introduced 
by  Dr.  Weyl:  Dr.  John  R.  Davis,  President,  Medical 
& Chirurgical  Faculty  of  the  State  of  Maryland;  Dr. 
Robert  S.  Howell,  Vice-President,  Kentucky  Medical 
Association;  Dr.  Raymond  Scalettar,  President, 
Medical  Society  of  the  District  of  Columbia;  Dr. 
Joseph  A.  Smith,  President,  West  Virginia  State 
Medical  Association;  Mr.  A.  L.  Burkholder,  Presi- 
dent-Elect, Virginia  Hospital  Association;  Mrs.  Jean- 
nette Cocke,  President,  American  Association  of 
Medical  Assistants,  Virginia  Society;  Dr.  Frank  S. 
Royal,  Chairman  of  the  Board,  National  Medical 
Association;  Mrs.  Barbara  S.  Bolton,  Executive  Di- 
rector, Virginia  Nurses  Association;  and  Mr.  Thomas 
C.  Bishop,  President,  Virginia  Pharmaceutical  Asso- 
ciation. 

The  House  then  heard  Mrs.  William  N.  Gordge, 
President  of  the  Auxiliary  to  The  Medical  Society  of 
Virginia.  Mrs.  Gordge  reported  some  of  the  more 
interesting  activities  of  the  Auxiliary  and  assured  the 
House  that  physician’s  wives  are  medicine’s  most 
loyal  and  effective  allies.  The  Auxiliary  is  becoming 
more  and  more  active  in  legislative  affairs  and  is  one 
of  the  big  reasons  that  the  Society’s  legislative  pro- 
gram has  become  one  of  the  best  in  the  Nation. 

Dr.  Weyl  was  then  introduced  for  the  purpose  of 
delivering  his  Presidential  Address.  He  pointed  out 
that  the  Society  has  made  great  progress  in  such  areas 
of  activity  as  legislation,  communications  and  contin- 
uing education.  Attention  was  called  to  a memoran- 
dum circulated  by  the  Health  Care  Financing  Admin- 
istration encouraging,  among  other  things,  the 
adoption  by  every  state  of  so-called  living  wills.  Dr. 


Weyl  found  this  very  objectionable,  not  just  because 
of  its  many  implications,  but  because  it  represents  a 
major  step  toward  third  party  control. 

The  President  went  on  to  call  for  greater  and 
greater  involvement  by  physicians  in  order  to  meet 
the  growing  challenge  to  the  American  health  system. 
Medicine  has  a fascinating  story  to  tell  and  its  com- 
munications must  be  improved  to  the  point  that  it 
can  be  told  effectively.  He  indicated  that,  in  many 
ways,  the  fate  of  American  medicine  is  in  the  hands  of 
physicians. 

The  Speaker  then  announced  the  composition  of 
those  Committees  concerned  with  the  operation  of 
the  House.  He  went  on  to  advise  the  various  district 
chairmen  of  their  responsibilities  during  the  recess  to 
follow.  Each  district  delegation  was  requested  to 
nominate  a member  of  the  Committee  on  Nomi- 
nations during  this  period. 

The  first  order  of  business,  following  a 10-minute 
recess,  was  the  presentation  of  a special  award  to 
Virginia  Medical..  The  award,  recognizing  Virginia 
Medical  as  the  best  publication  of  its  kind  in  the 
nation,  was  presented  by  the  Sandoz  Company  and 
received  by  Dr.  W.  T.  Thompson,  Jr.,  Editor. 

Dr.  Fields  then  read  the  list  of  nominees  for  the 
Nominating  Committee,  and  all  were  elected. 

Dr.  William  Hotchkiss  was  then  introduced  and 
presented  a supplemental  report  from  Virginia’s 
AMA  Delegates.  He  stated  that  the  Virginia  delega- 
tion takes  its  responsibilities  seriously  and  described 
some  of  the  activities  which  begin  early  in  the  morn- 
ing and  often  go  into  the  evening.  The  AMA  has  nine 
reference  committees  and  the  Virginia  delegation 
makes  certain  that  each  is  well  covered.  The  delega- 
tion holds  a caucus  each  day  in  order  to  review  key 
reports  and  resolutions  and  determine  its  future 
course  of  action. 

Dr.  Hotchkiss  indicated  that  national  health  insur- 
ance had  been  the  most  important  and  controversial 
item  considered  by  the  House  and  that  Virginia’s 
delegation  had,  for  the  most  part,  supported  the 
AMA  legislative  approach. 

The  annual  financial  report,  including  a proposed 
budget  for  fiscal  1977-78,  was  presented  by  Dr.  Mi- 
chael Puzak,  Chairman  of  the  Finance  Committee. 
Dr.  Puzak  reported  that  the  Society  had  never  been  in 
better  financial  condition  and  that  the  budget  under 
consideration  was  well  within  the  Society’s  estimated 
income.  He  stated  that  although  no  dues  increase  was 
contemplated  for  active  members,  the  House  was 
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PATIENT  PACKAGE  INSERTS:  A 
CONCEPT  WHOSE  TIME  HAS  COME? 


The  consumer's  right  to  know  is  an  ir- 
reversible and  desirable  trend  of  the 
Seventies.  It  extends,  and  properly,  to  a 
patient's  right  to  know  more  about  his 
or  her  prescription  medications.  0>w 
way,  gaining  favor,  is  through  patient 
package  inserts.  Wisely-prepared  and 
properly  distributed  when  medically  in- 
dicated, they  could  markedly  improve 
patient  knowledge  and  drug  therapy— 
laudable  goals  by  anyone’s  standards. 

The  PMA  endorses  these  goals  and 
will  work  with  government,  the  health 
professions  and  consumers  to  achieve 
them. 

The  Advantages 

The  concept  holds  promise  of  benefits: 
better  patient  understanding  of  the 
product  prescribed,  better  adherence 
to  the  treatment  plan,  and  more  aware- 
ness of  possible  side  reactions. 

Every  doctor  has  had  patients 
who  fail  to  finish  antibiotic  regimens 
because  they  feel  better.  Some  patients 
assume  that  if  one  tranquilizer  or 
analgesic  is  good,  two  may  be  twice  as 
good.  Still  others  fail  to  report  dizzi- 
ness while  on  antihypertensive  therapy 
—and  so  on. 

Problems  like  these  might  arise 
less  often  if  the  patient  received  writ- 
ten information  in  addition  to  verbal 
instructions.  Some  studies  suggest 
that  patients  are  more  receptive  to 
such  materials,  and  they  more  often 
understand  the  verbal  instructions  and 
follow  them,  when  inserts  are  used. 

The  Disadvantages 

There  are  also  some  potential  prob- 
lems. Obviously,  the  inserts  must  be 
clearly  phrased,  without  extraneous  or 
complex  detail.  How  much  information 


is  enough?  How  can  it  be  kept  current? 
Should  all  patients  receive  the  same 
information?  Should  inserts  be  in- 
cluded with  all  drugs?  Should  only 
potential  problems  be  listed  or  are 
patients  better  off  with  a “fair  balance” 
presentation  that  describes  usefulness 
as  well  as  drawbacks? 

These  and  similar  questions 
require  answers,  since  model  inserts 
have  yet  to  be  properly  developed  and 
tested.  Despite  the  need  for  these 
studies,  the  FDA  is  proceeding  pre- 
maturely with  inserts  on  selected 
products.  We  think  the  Congress  is  the 
only  place  where  the  matter  can  be 
given  the  proper  legal  status  and 
direction,  particularly  since  it  repre- 
sents a conceptual  change  in  the  legal, 
medical  and  social  framework  of  the 
nation’s  prescription  drug  information 
system. 

The  Solution 

The  PMA  believes  that  carefully- 
devised  pilot  studies  of  various  kinds 
of  inserts  are  needed.  They  should  be 
developed  and  implemented  with  full 
participation  by  doctors,  pharmacists, 
consumers,  communications  experts 
and  the  drug  industry.  Such  studies 
will  provide  reliable  pathways  to 
follow,  so  that  inserts  will  be  useful 
aids  to  medical  practice. 

And  particularly  we  think  that 
you  should  be  closely  involved  in  this 
debate  and  in  these  studies  and  deci- 
sions. Otherwise,  people  with  less 
experience  and  qualifications  may 
control  the  purposes,  content  and  use 
of  a tool  with  considerable  promise  for 
improved  patient  care.  It  could  make  a 
difference  in  your  practice  tomorrow, 
and  more  importantly,  in  the  health 
of  your  patients. 


W\AK 

THE  PHARMACEUTICAL  MANUFACTURERS  ASSOCIATION 
1155  FIFTEENTH  ST,  N,  W,  WASHINGTON,  D.  C.  20005 


being  asked  to  increase  the  dues  of  associate  members 
to  $25  and  those  new  members  licensed  three  years  or 
less  to  $50.  The  dues  in  these  categories  have  re- 
mained the  same  for  many  years  and  the  proposed 
changes  are  long  overdue. 

Dr.  Puzak  stated  that,  although  the  Society's  con- 
tinuing education  program  would  no  longer  be  fi- 
nanced through  monies  obtained  from  an  RMP 
grant,  the  cost  can  and  will  be  absorbed  without  any 
great  difficulty.  There  had  been  some  speculation  as 
to  whether  or  not  the  Society  would  be  able  to  absorb 
the  cost  of  the  program  without  increasing  active 
membership  dues. 

The  budget  was  then  referred  to  Reference  Com- 
mittee No.  1 . 

It  was  announced  that  the  various  committee  re- 
ports would  be  referred  to  reference  committees  and 
that  supplemental  reports  were  in  order.  None  were 
presented. 

The  Speaker  then  called  for  new  business  and  in- 
dicated that  all  resolutions  not  previously  published 
or  distributed  should  be  submitted  in  written  form. 
The  following  resolutions  were  then  introduced  and 
referred  to  reference  committees: 

CME  Research  Contract  (Richmond  Academy  of 
Medicine) 

Committee  on  Old  Age  (Roanoke  Academy  of 
Medicine) 

Quotas  for  Transfer  Students  from  Foreign  Schools 

(Lee  County  Medical  Society) 

Living  Wills  (Richmond  Academy  of  Medicine) 
Reimbursement  of  Witnesses  (8th  District) 
Governor’s  Committee  on  Education  of  Handi- 
capped (Fairfax  County  Medical  Society) 

Nurses  as  First  Surgical  Assistants  (Culpeper 
County  Medical  Society) 

AMA  Membership  (Virginia  Beach  Medical 
Society) 

Malpractice  (8th  District) 

Vice-Councilors  (Richmond  Academy  of  Medi- 
cine) 

AMA  Delegates  (8th  District) 

Sexual  Assaults  (Fairfax  County  Medical  Society) 
Blue  Cross  Litigation  (Chesapeake  Medical 
Society) 

Dr.  Wallace  advised  the  House  that  detailed 
agendas  and  reference  committee  rosters  would  be 
available  for  all  members  early  the  following  morning 
in  the  Registration  area.  He  also  indicated  that  Refer- 
ence Committee  No.  1 would  very  likely  consider 
those  matters  pertaining  to  continuing  medical  edu- 
cation at  2 pm  on  Friday. 

The  Speaker  requested  that  members  of  the  Com- 
mittee on  Nominations  meet  with  him  briefly  in  order 


to  make  sure  that  they  understood  their  responsibili- 
ties and  the  procedure  to  be  followed. 

Dr.  Wallace  then  mentioned  the  excellent  exhibit 
being  prepared  for  the  meeting  and  thanked  all  those 
who  had  contributed  so  much. 

The  first  session  of  the  House  of  Delegates  was 
then  declared  in  recess. 

Robert  I.  Howard,  Secretary 

APPROVED. 

K.  K.  Wallace,  Jr.,  MD,  Speaker  n 


Second  Session 

The  second  session  of  the  House  of  Delegates  of 
The  Medical  Society  of  Virginia  was  called  to  order 
by  the  Speaker  at  1:30  pm  on  Saturday,  October  15, 
1977,  at  Richmond’s  Hotel  John  Marshall. 

Dr.  Ira  J.  Green,  Chairman  of  the  Credentials 
Committee,  reported  a quorum  present. 

Dr.  Weyl  was  then  recognized  for  the  purpose  of 
presenting  a special  announcement.  He  advised  the 
House  that  St.  Paul  will  soon  be  marketing  an  an- 
nuity-plus term  and  disability  insurance  policy  de- 
signed to  cover  the  reporting  endorsement  feature  of 
a claims-made  professional  liability  insurance  con- 
tract. The  concept  of  such  coverage  was  actually  pro- 
posed by  Dr.  Weyl  last  year  and  the  Bureau  of  Insur- 
ance has  voiced  its  approval. 

The  Speaker  then  called  upon  Dr.  Henry  S.  Cam- 
pell  to  present  the  report  of  Reference  Committee 
No.  1. 

Reference  Committee  No.  1 

Financial  Report  and  Proposed  Budget,  Fiscal  1977-78. 

The  Committee  expressed  its  pleasure  over  the  fact 
that  the  Finance  Committee  had  once  again  pre- 
sented a balanced  budget.  Its  adoption  was  recom- 
mended. 

The  House  concurred  and  the  following  budget  for 
fiscal  1977-78  was  approved. 


EXPENSES 

Proposed 

Salaries,  including  Continuing  Medi- 
cal Educ. 

$157,000.00 

Printing  & Mailing  Services — Mem- 
bership 

14,000.00 

Stationery  and  Supplies 

6,000.00 

Office  Equipment:  Repairs  & Replace- 
ments 

7,500.00 

Building  Maintenance  & Repairs 

20,000.00 

Telephone 

7,500.00 

Postage 

4,800.00 

Convention  Expenses 

8,700.00 
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WINNERS 


Charles  E.  Davis,  Jr.,  MD,  Norfolk,  won 
the  office  of  MSV  President-Elect  at  the  An- 
nual Meeting  1977  in  Richmond. 

Elected  Vice-Presidents  were  Drs.  George  M. 
Nipe,  Harrisonburg;  George  E.  Broman,  Culpe- 
per; and  Edwin  L.  Kendig,  Jr.,  Richmond. 

Newly  elected  as  Councilors  were  Drs.  Rob- 
ert C.  Green,  Winchester,  and  Robert  V.  Gail- 
liot,  Marion.  And  these  four  physicians  are  new 
Vice-Councilors:  Drs.  James  B.  Jones,  Lynch- 
burg; Harvey  D.  Smallwood,  Charlottesville; 
Nicholas  G.  Colletti,  Woodbridge;  and  James  L. 
Patterson,  Pulaski. 

Elected  an  AMA  Delegate  was  Dr.  John  A. 
Martin,  Roanoke.  Dr.  Arthur  A.  Kirk,  Ports- 
mouth, was  elected  an  Alternate  Delegate. 

For  a complete  roster  of  MSV  officers,  see 
page  842. 

Winner  of  the  A.  H.  Robins  Award  for  Com- 
munity Service  was  Dr.  Raymond  S.  Brown, 
Gloucester.  See  page  836. 


Rain  washed  out  the  golf  and  tennis  tour- 
neys, but  blue,  red,  and  yellow  ribbons  were 
awarded  for  scientific  exhibit  excellence.  The 
blue  for  first  was  won  by  a visualization  of  the 
uses  of  computor  tomography  by  six  physicians 
of  the  Alexandria  Hospital.  An  exhibit  dealing 
with  scrotal  masses  and  presented  by  Dr.  M.  J. 
Vernon  Smith,  Richmond,  won  second.  Third 
prize  was  taken  by  Drs.  William  W.  Miller  and 
Carolyn  M.  MeCue,  Richmond,  for  their  exhibit 
on  the  value  of  exercise  testing  for  young  pa- 
tients with  heart  abnormalities.  For  pictures, 
see  page  835. 

At  the  breakfast  in  the  Exhibit  Hall  early  one 
morning,  door  prizes  of  Virginia  hams  were 
won  by  Dr.  Richard  W.  Crossen,  Richmond  (see 
page  834),  and  Floyd  A.  Branscomb,  A.  H. 
Robins  representative.  Watches  were  won  at  the 
David  A.  Dyer  booth  by  Drs.  Robert  L.  How- 
ard, Arlington;  John  Q.  Hatten,  Newport  News, 
and  Anthony  A.  Deep,  Richmond. 


Council  and  Committee  Expenses 
Travel  Expense 

5,600.00 

Executive  Assistant 

400.00 

Delegates  to  AMA 

8,600.00 

President 

3,500.00 

Executive  Vice  President 

2,000.00 

Virginia  Medical  $ 

58,000.00 

Legal  Expense 

30,000.00 

Walter  Reed  Commission 

500.00 

Woman’s  Auxiliary 

Membership  Dues  (Affiliated  Organi- 

250.00 

zations) 

800.00 

Editor — Virginia  Medical 

1,000.00 

VaMPAC  (Educational  Fund) 

16,500.00 

Newsletter 

2,000.00 

Retirement  Fund 

30,000.00 

Payroll  Taxes 

8,300.00 

Legislative  Expense 

6,200.00 

Continuing  Medical  Education 

37,960.00 

Miscellaneous 
pecial  Appropriations: 

Virginia  Council  on  Health  & Medical 

1,600.00 

Care 

7,500.00 

AMA-ERF 

1,000.00 

Rural  Health 

Scholarship — MCV  (Administered  by 

500.00 

The  Medical  Society  of  Virginia) 
Scholarship — UVA  School  of  Medi- 

2,000.00 

cine  (Administered  by  The  Medical 


Society  of  Virginia)  2,000.00 

Scholarship — Eastern  Virginia  Medi- 
cal School  (Administered  by  The 
Medical  Society  of  Virginia)  2,000.00 

National  Society  for  Medical  Re- 
search 150.00 

Miscellaneous  AMA  700.00 

Other  Special  Appropriations  500.00 

Insurance  Premiums  2,000.00 

Consulting  Services  (Legislation  and 

Public  Relations)  38,000.00 


TOTAL  EXPENSES $495,060.00 


It  was  also  the  Committee’s  recommendation  that 
dues  of  associate  members  be  increased  from  $10  to 
$25.  In  addition,  it  was  recommended  that  the  dues  of 
those  new  members  licensed  three  years  or  less  be 
increased  to  $50.  The  House  was  advised  that  both 
increases  were  long  overdue. 

The  House  agreed  and  the  increases  were  approved 
as  recommended. 

Report  of  Rehabilitation  Committee. 

The  House  agreed  with  the  Committee’s  recom- 
mendation that  the  report  of  the  Rehabilitation  Com- 
mittee be  filed  as  published. 
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Continuing  Medical  Education. 

The  House  was  advised  that  the  Report  of  the 
Commission  on  Continuing  Medical  Education  had 
been  considered  in  detail  and  that  certain  clari- 
fications appeared  in  order.  Although  Item  1 under 
Section  7 of  the  Report  states  that  the  Virginia  Physi- 
cian’s Recognition  Award,  or  the  AMA-PRA,  should 
be  the  recognized  basic  standard,  a recent  amend- 
ment to  the  bylaws  specifically  states  that  90  hours 
over  a three-year  period  will  be  required.  It  was  also 
pointed  out  that  Section  7 of  the  Report  recommends 
fees  of  $300  and  $600  to  cover  accreditation  survey 
and  application  costs.  In  reality,  these  fees  apply  only 
to  hospitals  and  other  organizations  seeking  accredi- 
tation. 

After  voting  to  file  that  portion  of  the  report,  the 
House  turned  its  attention  to  that  Section  having  to 
do  with  a proposed  contract  with  HEW  to  study 
methodologies  in  CME  influencing  physician  com- 
petency and  patient  care.  Considered  at  the  same 
time  was  Item  3 of  the  Report  of  Council  and  Resolu- 
tion #4  sponsored  by  the  Richmond  Academy  of 
Medicine. 

It  was  the  Committee’s  recommendation  that  Res- 
olution #4  be  adopted  and  that  The  Medical  Society 
of  Virginia  discontinue  any  further  consideration  of 
the  proposed  research  contract  with  HEW.  The  reso- 
lution follows: 

Whereas,  the  members  of  the  Richmond  Academy 
of  Medicine  who  have  served  on  Council,  Boards  of 
Blue  Shield,  Comprehensive  Planning  and  Health 
Systems  Agency  and  in  other  organizations  are  con- 
vinced that  although  the  Department  of  HEW  wants 
to  get  control  of  all  aspects  of  the  health  delivery 
system  that  this  is  no  time  to  abandon  resistance  to 
this  effort,  and 

Whereas,  The  Medical  Society  of  Virginia  is  consid- 
ering an  application  to  HEW  for  a contract  of 
$5,000,000  to  evaluate  the  effectiveness  of  continuing 
education  on  the  quality  of  professional  medical  ser- 
vices, and 

Whereas,  regardless  of  the  intent  of  the  proponents 
of  the  project,  it  is  a fact  of  life  that  once  any  organi- 
zation accepts  money  from  HEW,  particularly  siz- 
eable amounts,  demands  for  action  ensue  which 
never  would  have  been  carried  out  unless  the  contract 
had  been  accepted,  and 

Whereas,  whatever  The  Medical  Society  of  Virginia 
may  wish  to  do  from  its  own  resources  as  regards 
continuing  education  is  entirely  another  matter,  and 

Whereas,  obtaining  $5,000,000  from  the  Federal 
Government  would  be  a cardinal  error,  therefore  be 
it 


RESOLVED,  that  The  Medical  Society  of  Virginia 
discontinue  any  further  consideration  and/or  nego- 
tiation of  the  proposed  research  contract  with  the 
Department  of  HEW  regarding  methodology  of  con- 
tinuing medical  education. 

Dr.  Melvin  Small,  Chairman  of  the  Commission 
on  Continuing  Medical  Education,  was  granted  the 
privilege  of  addressing  the  House,  and  he  attempted 
to  answer  many  of  the  questions  raised  by  those 
opposed  to  the  research  project. 

The  resolution  was  adopted  following  defeat  of  a 
motion  which  would  have  referred  it  to  Council  for 
further  consideration. 

The  Committee  recognized,  however,  that  the  re- 
search project  did  oiler  certain  worthwhile  objectives 
and  recommended  that  a foundation,  separate  and 
distinct  from  The  Medical  Society  of  Virginia,  be 
formed  for  the  purpose  of  obtaining  a contract  and 
conducting  the  proposed  study. 

The  Speaker  ruled  that  this  recommendation 
should  be  divided  as  follows:  I ) Whether  the  project 
should  proceed,  and  2)  Whether  a separate  founda- 
tion should  be  formed. 

A roll-call  vote  was  taken  and  the  House  voted 
100-85  against  having  the  project  proceed.  It  then 
voted  against  forming  a separate  and  distinct  founda- 
tion. 

Memorial  Resolution. 

The  following  Resolution,  sponsored  by  the  Bed- 
ford County  Medical  Society,  was  introduced  by 
unanimous  consent  and  adopted. 

Whereas,  Dr.  Jacob  Gary  Jantz  was  a beloved  mem- 
ber of  The  Medical  Society  of  Virginia  for  40  years, 
and 

Whereas,  “Jake”  Jantz  wholeheartedly  contributed 
his  time  and  talents  to  the  betterment  and  benefit  of 
mankind  by  his  teachings  and  by  his  practice  of  sur- 
gery, and 

Whereas,  Dr.  Jantz  passed  from  this  life  on  October 
4,  1977,  after  82  full  and  generous  years,  therefore  be 
it 

RESOLVED,  by  The  Medical  Society  of  Virginia 
that  his  widow  and  survivors  be  sent  this  message  of 
condolence  and  know  that  we  take  note  and  are 
proud  to  have  had  this  servant  of  mankind  as  one  of 
our  members. 

Report  of  Council. 

The  following  items,  contained  in  the  Report  of 
Council,  were  filed  as  presented:  Housestaff  Suit;  Li- 
aison Committee  on  CME;  Windsor  Farms  Cove- 
nants; Cost  of  Continuing  Medical  Education. 
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Resolution  on  Residency  Programs— Referred  by 
Council  to  the  House. 

It  was  the  Reference  Committee’s  recommendation 
that,  in  the  interest  of  clarity,  the  RESOLVED  por- 
tion of  the  Resolution  be  amended  by  changing  the 
paragraph  designations.  The  Resolution  as  amended 
was  then  adopted  and  follows  in  its  entirety. 
Whereas,  a doctor  is  a doctor  before  being  a special- 
ist and  continues  to  be  a doctor  as  well  as  a specialist, 
and 

Whereas,  a specialist  should  be  able  to  take  a good 
history,  do  a complete  physical  examination,  and 
relate  the  problems  encountered  with  the  overall 
health  status  of  the  patient,  and 

Whereas,  residents  in  such  fields  as  ophthalmology, 
otolaryngology,  anesthesiology,  psychiatry,  radiol- 
ogy require  a broad-based  clinical  experience  in  their 
first  postgraduate  year,  and 

Whereas,  such  first  postgraduate  year  broad-based 
clinical  experience  is  not  now  readily  available,  and 

Whereas,  such  a postgraduate  year  helps  some  doc- 
tors who  are  uncertain  as  to  their  ultimate  career 
choice  to  make  this  choice,  and 

Whereas,  family  practice,  internal  medicine  and 
flexible  programs  cannot  now  meet  these  needs  (be- 
cause of  cost  and  limited  available  first-year  places), 
therefore  be  it 

RESOLVED,  that  the  AMA  Council  on  Medical 
Education  consider  the  following: 

1.  Residency  programs  in  limited  field  specialties 

should  have  a broad-based  first  year,  with  con- 
sideration of  the  following  points: 

A.  The  broad-based  year  should  be  an  integral 
part  of  the  resident's  overall  residency  ac- 
ceptance. 

B.  The  broad-based  year  may  be  in  a hospital 
different  from  the  later  specialty  residency 
years  with  the  resident  receiving  an  accept- 
ance into  the  residency  program  including 
both  the  broad-based  and  future  years. 

C.  The  broad-based  year  must  have  its  own 
identity  and  quality  control  including  de- 
fined objectives,  constituency,  content,  su- 
pervision and  review  mechanisms,  as  well  as 
means  to  evaluate  the  resident  and  the  pro- 
gram. 

D.  The  broad-based  year  should  be  the  respon- 
sibility of  both  the  specialty  residency  pro- 
gram involved  and  the  hospital  in  which  the 
broad-based  year  is  spent. 

E.  The  broad-based  program  must  have  a full- 
time education  director  and  must  take  place 


either  in  the  hospital  of  the  specialty  res- 
idency or  in  a hospital  with  a formal  medical 
school  affiliation. 

F.  Mechanisms  should  be  developed  by  which 
residents  entering  a broad-based  first  year 
while  undecided  about  ultimate  specialty 
choice  should  receive  help  in  entering  a spe- 
cialty residency  and  receive  appropriate 
credit  for  all  or  part  of  the  broad-based 
year. 

AMA  Membership. 

Resolution  #3,  sponsored  by  the  Virginia  Beach 
Medical  Society,  called  for  an  increase  in  Society 
dues  by  an  amount  equivalent  to  AMA  dues.  It  fur- 
ther provided  that  each  member  should  have  the 
option  of  applying  this  portion  of  his  dues  to  AMA 
membership. 

It  was  the  Committee’s  recommendation  that  a 
substitute  Resolution  be  adopted  in  lieu  of  Resolu- 
tion #3.  The  substitute  would  amend  the  bylaws  in 
such  manner  as  to  require  membership  in  AMA  for 
all  members  of  The  Medical  Society  of  Virginia. 

The  Speaker  explained  that  should  the  substitute 
Resolution  be  passed,  the  House  would  give  no  fur- 
ther consideration  to  Resolution  #3  (Virginia  Beach). 
Should,  however,  the  substitute  be  rejected,  the  atten- 
tion of  the  House  would  once  again  be  directed  to 
Resolution  #3. 

Dr.  Wallace  noted  that  a similar  resolution  calling 
for  united  membership  had  been  considered  in  1976 
and  postponed  until  this  meeting  of  the  House  of 
Delegates.  It  was  his  ruling,  taking  into  consideration 
the  parliamentary  authority  (Sturgis)  and  the  bylaws 
with  respect  to  amendments,  that  sufficient  notice 
had  not  been  given  to  treat  this  as  a bylaw  amend- 
ment during  the  current  session.  The  Speaker  further 
stated  that,  based  on  this  ruling,  any  vote  taken 
would  be  for  the  purpose  of  determining  policy. 
Should  the  Resolution  be  approved,  the  matter 
would  be  subject  to  further  action  during  a future 
regular  or  special  meeting  of  the  House. 

It  was  the  decision  of  the  House  to  postpone  the 
matter  temporarily. 

Resolution  on  Quotas  for  Transfer  Students  from  For- 
eign Medical  Schools  (Sponsored  by  Lee  County 
Medical  Society). 

The  Committee  agreed  with  the  intent  of  the  Reso- 
lution and  recommended  its  adoption  with  three 
amendments.  The  first  Whereas  was  amended  by 
deleting  the  words  “interfere  with”  and  substituting 
the  word  “alter”.  The  original  RESOLVED  portions 
were  combined  and  a new  RESOLVED  added. 

The  House  concurred  with  the  Committee’s  recom- 
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mendations  and  adopted  the  following  Resolution  as 
amended. 

Whereas,  HEW  is  attempting  to  alter  the  admission 
procedures  of  the  medical  schools,  and 

Whereas,  establishing  quotas  for  foreign  medical 
student  transfers  would  be  unfair  to  those  unable  to 
afford  foreign  medical  training,  and 

Whereas,  the  standard  of  medical  education  would 
be  lowered  by  introduction  of  quotas,  therefore  be  it 

RESOLVED,  that  The  Medical  Society  of  Virginia 
support  legislation  that  would  prohibit  the  three 
state-supported  medical  schools  from  accepting 
quotas  of  foreign  medical  school  students,  provided 
that  any  resulting  loss  of  federal  funds  be  replaced  by 
funds  from  the  state  budget,  and  be  it  further 

RESOLVED,  that  The  Medical  Society  of  Virginia 
endorse  continuation  of  a policy  of  admission  to 
medical  schools  on  the  basis  of  qualification  for  ad- 
mission without  regard  to  any  quota  or  discrimina- 
tory practice. 

The  report,  as  a whole,  of  Reference  Committee 
No.  1 was  then  adopted  as  amended. 


Reference  Committee  No.  2 

Dr.  Anthony  J.  Munoz  was  then  called  on  to  pre- 
sent the  report  of  Reference  Committee  No.  2. 

Committee  Reports. 

In  keeping  with  the  recommendation  of  the  Refer- 
ence Committee,  the  House  voted  to  file  the  follow- 
ing reports:  AMA  Delegates,  Child  Health,  Insur- 
ance Review,  Long  Range  Planning  and  Mental 
Health. 

Report  of  Committee  on  Maternal  Health. 

The  Committee  was  particularly  impressed  with 
the  work  and  report  of  the  Committee  on  Maternal 
Health  and  congratulated  Virginia  physicians  on 
achieving  the  lowest  maternal  mortality  rate  in  the 
history  of  the  Commonwealth.  Its  recommendation 
that  the  report  be  filed  as  presented  was  adopted. 

Report  of  Committee  on  Highway  Safety. 

The  concept  of  reporting  impaired  drivers  to  the 
Division  of  Motor  Venicles  with  immunity  to  report- 
ing physicians  was  supported  by  the  Reference  Com- 
mittee. Although  the  Committee  recommended  that 
the  report  be  filed  as  presented,  the  House  adopted  an 
amendment  which  would  refer  the  matter  to  the  Leg- 
islative Committee  and  empower  that  Committee  to 
take  such  action  as  deemed  advisable. 

The  Committee’s  recommendation  was  then 
adopted  as  amended. 


Supplemental  Report  of  Legislative  Committee. 

The  House  concurred  with  the  Reference  Com- 
mittee that  the  following  items  in  the  report  be 
adopted:  Reduction  of  Statute  of  Limitations  for  Mi- 
nors; Mandatory  Continuing  Education  for  Relicen- 
sure; Licensure  by  Board  of  Medicine  of  Clinical 
Psychologists;  Death  with  Dignity;  Mandatory  OB 
Care  Insurance;  Immunity  for  Component  Medical 
Society  Investigations;  Laetrile;  Use  of  Drugs  by  Op- 
tometrists; AMA  Key  Man  Program;  Age  Discrimi- 
nation in  Employment  Practices;  Revision  of  Title  32; 
Disclosure  of  Medical  Health  Records;  Advertising 
Restrictions  by  Physicians  and  Tumor  Registry. 

Considered  separately  were  those  items  pertaining 
to  the  Placing  of  Children  for  Adoption  by  Physi- 
cians and  Repeal  of  the  Motorcycle  Helmet  Law. 
Following  some  discussion  on  the  subject,  the  House 
concurred  with  the  Committee's  recommendation 
that  the  item  having  to  do  with  adoption  be  adopted. 

In  its  consideration  of  that  item  which  would  reaf- 
firm the  Society’s  opposition  to  repeal  of  the  motor- 
cycle helmet  law,  the  House  amended  the  Com- 
mittee’s recommendation  for  support  by  calling  for 
the  development  of  a data  base  to  be  used  in  an 
effective  and  meaningful  analysis  of  the  helmet  re- 
quirement. The  Committee’s  recommendation  that 
the  Society  reaffirm  its  opposition  to  repeal  of  the  law 
was  then  adopted  with  the  addition  of  the  amend- 
ment. 

That  portion  of  the  report  having  to  do  with  mal- 
practice bills  (Item  1 ) and  Resolution  § 1 1,  sponsored 
by  the  Eighth  District,  were  next  considered.  The 
House  concurred  with  the  Reference  Committee  that 
the  recommendation  of  the  Legislative  Committee  be 
amended  to  read  as  follows:  “That  the  Society  remain 
aware  of  the  problems  that  still  exist  with  respect  to 
malpractice  in  the  Commonwealth  and,  where  fea- 
sible, continue  to  exert  all  reasonable  efforts  to  secure 
improvements  in  legislation  to  protect  the  interest  of 
the  public  and  the  medical  profession”. 

The  House  also  concurred  with  the  Committee's 
recommendation  that  the  title  of  the  item  on  the 
* Illegal  Practice  of  Medicine  be  amended  to  read 
“Practicing  Healing  Arts  Illegally”. 

In  its  consideration  of  that  item  in  the  report  hav- 
ing to  do  with  Gross  Receipts  and  Professional  Li- 
cense Tax  Legislation,  the  Committee  proposed  that 
the  Legislative  Committee’s  recommendation  be 
amended  by  deleting  the  words  “if  introduced”.  The 
House  concurred. 

That  portion  of  the  report  having  to  do  with  use  of 
the  word  “physician”  was  considered  in  conjunction 
with  a Resolution  sponsored  by  the  Prince  William 
County  Medical  Society.  It  was  recommended  that 
the  second  RESOLVED  of  the  Resolution  be 
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amended  to  limit  its  application  to  Practitioners  of 
the  Healing  Arts.  The  House  agreed  and  the  follow- 
ing amended  Resolution  was  adopted: 

Whereas,  a physician  is  one  who  has  acquired  a 
contemporary  education  in  the  fundamental  and  spe- 
cial sciences,  comprehended  in  the  general  term  medi- 
cine, used  in  its  unrestricted  sense,  and  who  has  re- 
ceived the  degree  of  Doctor  of  Medicine  from  a 
medical  school  or  Doctor  of  Osteopathy  from  an 
osteopathic  school  of  recognized  standing,  and 

Whereas,  a patient  seeking  the  services  of  a physi- 
cian is  in  effect  seeking  the  services  of  a Doctor  of 
Medicine  or  Osteopathy,  and 

Whereas,  there  are  many  branches  of  the  allied 
health  field  that  use  the  title  doctor  without  speci- 
fying that  they  are  not  Doctors  of  Medicine  or  Osteo- 
pathy, and 

Whereas,  the  Virginia  Code  is  not  specific  with  its 
use  of  the  word  physician  or  title  doctor,  except  as 
that  used  by  Naturopaths  or  Chiropracts,  be  it  there- 
fore 

RESOLVED,  that  The  Medical  Society  of  Virginia 
support  the  concept  that  the  word  physician  be  re- 
stricted for  use  by  one  who  is  a graduate  of  a school 
of  medicine  or  osteopathy,  and  be  it  further 

RESOLVED,  that  anyone  practicing  the  healing  arts 
and  using  the  title  of  “Doctor”  be  required  to  in- 
dicate the  name  or  initials  of  his  profession. 

Although  the  Legislative  Report  recommended  no 
action  at  this  time  concerning  an  amendment  to  the 
Risk  Management  law,  the  Reference  Committee 
urged  that  the  recommendation  be  amended  to  read, 
“Attempts  be  made  to  resolve  the  conflict  between 
State  and  Federal  law”.  The  House  agreed. 

Considered  next  was  that  portion  of  the  report 
entitled  “Abortion  Regulations”.  It  was  pointed  out 
that  the  item  in  reality  was  meant  to  refer  to  steriliza- 
tion. Consequently,  the  House  concurred  with  the 
Reference  Committee  that  the  Legislative  Com- 
mittee’s recommendation  be  amended  to  read  as  fol- 
lows: “Attempts  be  made  to  resolve  the  ambiguity  in 
the  scope  of  the  immunity  provided  by  the  Steriliza- 
tion Laws”. 

It  was  the  feeling  of  the  Reference  Committee  that 
the  Blue  Cross-Blue  Shield  portion  forbidding  direct 
payment  to  psychologists  should  be  adopted.  The 
House  concurred. 

Next  to  be  considered  was  that  portion  of  the 
report  having  to  do  with  Emergency  Medical  Services 
and  the  House  adopted  the  concept  of  local,  volun- 
tary structure  for  emergency  medical  services  with 
provision  for  regional  triage  and  transit. 


It  was  recommended  by  the  Reference  Committee 
that  Emergency  Medical  Service  legislation,  now  in 
the  process  of  being  revised,  be  referred  to  the  Legis- 
lative Committee  for  review.  The  recommendation 
was  amended  by  referring  the  matter  to  the  Legisla- 
tive Committee  and  specifically  empowering  that 
body  to  act  as  it  deems  advisable.  The  recommenda- 
tion as  amended  was  adopted. 

The  Reference  Committee  reported  that  it  had 
given  a great  deal  of  consideration  to  that  item  in  the 
report  pertaining  to  Workmen’s  Compensation.  It 
recommended  that  the  Society  support  an  amend- 
ment of  our  present  law  which  would  preserve  the 
right  of  patients  to  select  their  physicians  with  rea- 
sonable cost  paid  by  their  employers.  The  recommen- 
dation was  adopted. 

The  House  then  concurred  with  a recommendation 
by  the  Committee  that  the  Society  support  the  con- 
cept of  leaving  environmental  matters  pertaining  to 
health  under  control  of  the  State  Department  of 
Health. 

Report  of  Council. 

The  House  adopted  the  Committee’s  recommenda- 
tion that  the  following  items  contained  in  the  Report 
of  Council  be  filed  as  presented:  Conference  on  Ne- 
gotiation, Areas  of  Need,  Itemization  of  Bills  and 
Professional  Liability  Insurance. 

The  Committee  then  called  attention  to  the  fact 
that  those  items  having  to  do  with  use  of  the  title 
“Doctor”,  Laetrile,  and  the  Virginia  Tumor  Registry 
had  already  been  acted  upon  during  consideration  of 
the  Supplemental  Report  of  the  Legislative  Com- 
mittee. 

National  Health  Insurance. 

Item  21  of  the  Report  of  Council — having  to  do 
with  National  Health  Insurance — was  reported  sepa- 
rately by  the  Reference  Committee.  Most  of  those 
who  testified  the  previous  day  addressed  their  com- 
ments to  the  AM  A-sponsored  “Comprehensive 
Health  Care  Insurance  Act”.  The  Committee  was 
impressed  by  the  deep-seated  convictions  of  those 
who  spoke  both  in  support  of  and  in  opposition  to 
the  proposed  legislation.  After  long  and  careful  con- 
sideration, it  was  the  Committee's  recommendation 
that  the  Society  support  the  AMA-sponsored  legisla- 
tion contingent  upon  the  following  conditions:  (1) 
AMA  should  continue  its  efforts  to  deter  action  on  all 
unacceptable  NHI  legislation  currently  before  the 
Congress;  (2)  A strong  opposition  should  be  voiced 
to  the  compulsory  aspects  of  any  such  legislation 
sponsored  now  or  in  the  future;  (3)  The  delivery  of 
medical  care  must  be  carried  on  without  interference 
from  government  and  the  traditional  physician-pa- 
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tient  relationship  maintained;  (4)  Confidentiality 
must  at  all  times  be  protected;  (5)  Control  of  all 
Boards  connected  with  the  administration  of  any 
NH1  program  should  be  in  the  qualified  hands  of 
physicians. 

The  House  concurred  and  the  Committee's  recom- 
mendations were  adopted. 

Presidential  Address. 

The  first  eight  paragraphs  of  Dr.  Weyl's  Presiden- 
tial Address  were  reviewed  by  the  Committee  and  he 
was  commended  on  a job  well  done. 

Resolution  on  Living  Wills  (Sponsored  by  Richmond 
Academy  of  Medicine). 

In  keeping  with  the  recommendation  of  the  Refer- 
ence Committee,  the  following  Resolution  was 
adopted. 

Whereas,  there  has  been  a recent  increase  in  State 
legislative  activity  to  enact  so-called  “Living  Will” 
statutes,  and 

Whereas,  the  General  Assembly  of  Virginia  now  has 
under  study  House  Bill  No.  1840  entitled  “Natural 
Death  Act,”  and 

Whereas,  such  legislation  does  not  provide  the 
means  for  a dignified  and  humane  death,  but  instead 
creates  officious  burdens  around  the  death  bed,  both 
for  the  family  and  physicians,  and 

Whereas,  such  Living  Will  legislation  creates  undue 
interference  between  the  family  and  the  physician, 
thereby  impairing  the  ability  of  the  family  and  physi- 
cian to  handle  the  problem  of  death  in  a dignified  and 
humane  manner,  therefore  be  it 

RESOLVED,  that  The  Medical  Society  of  Virginia 
opposes  further  passage  of  Living  Will  legislation  and 
recommends  specifically  against  the  passage  of  House 
Bill  No.  1840  now  before  the  General  Assembly  of 
Virginia  for  study. 

Resolution  on  Governor’s  Committee  on  Education  of 
the  Handicapped  (Sponsored  by  Fairfax  County  Med- 
ical Society). 

It  was  the  Committee’s  recommendation  that  the 
RESOLVED  portion  of  the  Resolution  be  amended 
by  adding  the  words  “on  Education  of  the  Handi- 
capped”. The  House  agreed  and  the  following  Reso- 
lution, as  amended,  was  adopted. 

Whereas,  more  than  22  million  dollars  were  spent  on 
educating  11,287  handicapped  children  in  Fairfax 
County  (example:  $11,000  per  year  for  an  autistic 
child — $8,659  for  an  emotionally  disturbed  child), 
and 


Whereas,  the  state  requires  that  the  children  in  this 
program  be  chosen  by  educators  and  school  psychol- 
ogists, and 

Whereas,  there  is  little,  if  any,  evaluation  by  a physi- 
cian and  neurological  or  psychiatric  evaluation  is 
rarely  obtained,  and 

Whereas,  there  are  children  in  the  program  who 
should  not  be  there,  and 

Whereas,  plans  are  being  made  by  the  Governor’s 
Committee  on  Education  of  the  Handicapped  to  ex- 
tend this  vast  program  further,  and 

Whereas,  there  are  no  physicians  on  that  committee, 
and 

Whereas,  the  evaluation  of  the  physical  and  mental 
state  of  a child  should  be  a medical  problem,  be  it 
therefore 

RESOLVED,  that  The  Medical  Society  of  Virginia  to 
request  the  Governor  to  appoint  at  least  one  physi- 
cian to  the  Committee  on  the  Education  of  the  Hand- 
icapped. 

Resolution  on  Reimbursement  of  Witnesses  sponsored 
by  Eighth  District. 

Although  the  Committee  emphasized  the  impor- 
tance of  physicians  participating  in  the  legislative 
process,  it  did  not  believe  that  compensation  for 
those  testifying  before  committees  of  the  General 
Assembly  was  either  necessary  or  desirable  at  this 
time.  It  recommended  that  the  Resolution  not  be 
adopted  and  the  House  concurred. 

A motion  to  reconsider  was  defeated. 

Resolution  on  Sexual  Assault  (Sponsored  by  Fairfax 
County  Medical  Society). 

Although  the  Committee  agreed  with  the  concept 
of  the  Resolution,  it  recommended  that,  in  lieu  of  its 
adoption,  the  Legislative  Committee  be  directed  to 
review  any  bills  on  the  subject  that  might  be  drafted. 

The  House  agreed  that  the  Committee’s  recom- 
mendation should  be  amended  in  such  manner  as  to 
empower  the  Legislative  Committee  to  act  according 
to  its  best  judgment.  The  recommendation  was  then 
adopted  as  amended. 

Resolution  on  Blue  Cross  Litigation  (Sponsored  by 
Chesapeake  Medical  Society). 

The  House  concurred  with  the  Committee’s  recom- 
mendation that  this  Resolution  not  be  adopted. 

The  report,  as  a whole,  of  Reference  Committee 
No.  2 was  then  adopted  as  amended. 
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Reference  Committee  No.  3 

Dr.  George  Broman  was  introduced  for  the  pur- 
pose of  presenting  the  report  of  Reference  Committee 
No.  3. 

Committee  Reports. 

The  following  reports  were  filed  as  recommended: 
Executive  Vice-President  (with  commendation);  Con- 
servation of  Hearing;  Conservation  of  Sight;  Insur- 
ance; Sports  Medicine;  Liaison  to  State  Bar;  Health 
Careers;  Rural  Health;  Judicial;  Public  Relations  and 
Ethics. 

Reports  of  Committees  on  Editorial  Board  and  Bicen- 
tennial Exhibit. 

The  House  concurred  with  the  recommendation 
that  the  reports  of  the  Editorial  Board  and  Bicenten- 
nial Exhibit  Committee  be  filed  with  special  com- 
mendation to  the  respective  Chairmen.  Dr.  W.  T. 
Thompson,  Jr.,  and  Dr.  Harry  J.  Warthen. 

Report  of  Committee  on  Pharmacy. 

It  was  the  recommendation  of  the  Reference  Com- 
mittee that  the  Pharmacy  Committee  report  be  hied 
along  with  a recommendation  that  the  joint 
MSV/Virginia  Pharmaceutical  Association  Profes- 
sional Relations  Committee  be  continued.  The  House 
concurred. 

Report  of  C ommittee  on  Membership. 

The  report  of  the  Membership  Committee  was 
adopted  along  with  its  recommendation  that  Dr.  W. 
Leonard  Weyl,  President,  be  awarded  honorary  ac- 
tive membership  in  the  Society. 

Report  of  C ommittee  on  Joint  Practice. 

The  report  of  the  Committee  on  Joint  Practice  and 
Item  1 1 of  the  Report  of  Council  (Nurse  Practitioner) 
had  been  considered  jointly  because  of  their  similar- 
ity. It  was  the  recommendation  of  the  Committee 
that  the  report  be  hied  with  the  suggestion  that  the 
Committee  on  Joint  Practice  be  strengthened  in  order 
to  better  carry  out  its  responsibilities.  The  Reference 
Committee  also  endorsed  the  Nurse  Practitioner  con- 
cept and  recommended  that  guidelines  be  drawn  to 
better  dehne  the  role  of  Nurse  Practitioners,  particu- 
larly relating  to  their  responsibilities,  supervision, 
and  laws  affecting  their  practice. 

The  House  then  adopted  a motion  to  amend  the 
Reference  Committee’s  recommendation  to  file  by 
adding  to  the  report  on  appendix  having  to  do  with 
the  concept  of  a Nurse  Practitioner.  The  recommen- 
dation to  hie  was  then  adopted  as  amended  and  the 
following  statement  appended  to  the  report  of  the 
Committee  on  Joint  Practice. 


Concept  of  the  Nurse  Practitioner  in  the  Community: 

1.  Nurse  practitioners  should  act  as  physician  ex- 
tenders and  not  as  physician  substitutes. 

2.  In  keeping  with  this  premise,  their  supervision 
should  be  immediate  when  a physician  is  in  the  com- 
munity. When  a physician  is  not  available  in  the 
community,  supervision  should  be  on  a daily  basis,  or 
as  soon  as  possible  thereafter. 

3.  If  a community  cannot  support  both  a nurse 
practitioner  and  physician,  the  nurse  practitioner 
should  be  removed  by  the  sponsoring  agency. 

4.  Nurse  practitioners  should  be  licensed  by  the 
State  Board  of  Medicine  as  nurse  practitioners. 

5.  This  policy  statement  will  be  referred  to  the 
Joint  Board  of  Medicine  and  Nursing  for  their  con- 
sideration. 

Report  of  Council. 

In  keeping  with  the  Committee's  recommendation, 
the  House  voted  to  file  the  following  items:  Drug 
Dispensing,  Rickman  Memorial;  Patient  Package  In- 
serts; Workmen’s  Compensation  Insurance,  and  Vir- 
ginia Hospital  Association  Public  Education  Pro- 
gram. 

That  portion  of  the  report  having  to  do  with  An- 
nual Meetings  in  Williamsburg  on  even  years  was 
next  considered,  and  the  House  concurred  with  the 
recommendation  of  the  Council  that  the  following 
dates  be  confirmed: 

1982 — November  10-14 
1984 — November  7-1 1 
1986 — November  5-9 
1988 — November  2-6 

Also  adopted  was  a Countersuit  Statement  of  Pol- 
icy as  recommended  by  Council  and  attached  to  its 
report. 

Also  considered  separately  was  that  portion  of  the 
report  pertaining  to  HSA’s  and  an  educational  bro- 
chure soon  to  be  distributed  to  all  members  of  the 
Society.  The  House  agreed  with  the  Committee's  rec- 
ommendation that  this  portion  of  the  report  be 
adopted. 

The  Report  of  Council  also  contained  eight  recom- 
mendations from  the  Joint  Professional  Relations 
Committee.  It  was  the  Reference  Committee’s  recom- 
mendation that  the  1st,  2nd,  5th,  7th,  and  8th  recom- 
mendations be  adopted.  The  House  agreed  that  Rec- 
ommendations 5,  7 & 8 should  be  adopted  but  that 
Recommendations  1 & 2 should  be  considered  sepa- 
rately. 

A motion  to  amend  the  Reference  Committee  Re- 
port by  deleting  Recommendation  #1  was  adopted.  It 
was  also  moved  and  adopted  that  Recommendation 
§ 2 be  amended  to  read  as  follows:  “Office  personnel 
are  prohibited  from  authorizing  original  or  renewal 


861 


DECEMBER,  1977/VIRGINIA  MEDICAL 


prescriptions  by  telephone  unless  they  are  under  the 
direct  and  immediate  supervision  of  the  physician”. 
That  portion  of  the  report  of  Council  containing  the 
above  recommendations  was  adopted  as  amended. 

The  House  agreed  with  the  Committee  that  Rec- 
ommendation #3  should  be  referred  back  to  the  Joint 
Professional  Relations  Committee  for  clarification 
and  further  recommendation. 

It  was  also  agreed  that  Recommendation  #4  should 
be  amended  to  read  as  follows:  “When  a pharmacist 
has  concern  in  his  own  mind  about  the  timeliness  of  a 
prescription  refill,  the  patient’s  need,  and  all  other 
factors  that  demonstrate  the  appropriateness  of  the 
physician  contact,  he  should  contact  the  physician  for 
the  purpose  of  obtaining  authorization  to  fill  or  refill 
the  prescription”.  The  recommendation  was  then 
adopted  as  amended. 

The  Reference  Committee’s  proposal  to  delete 
Recommendation  6,  since  it  was  essentially  covered 
in  Recommendation  5,  was  adopted. 

Presidential  Address. 

It  was  the  Committee’s  recommendation  that  Lines 
35  (Page  1 ) through  52  (Page  4)  of  Dr.  Weyl’s  Presi- 
dential Address  be  filed  and  that  he  be  commended 
on  the  splendid  job  he  did  in  leading  the  Society 
during  1976-77.  The  House  concurred. 

It  was  the  Committee’s  further  recommendation 
that  that  portion  of  the  Address  contained  in  Lines 
32-36  on  Page  3 be  endorsed  and  that  appropriate 
action  be  implemented  by  the  various  component 
societies.  The  House  concurred  and  the  section  re- 
ferred to  reads  as  follows: 

“About  the  need  to  take  greater  interest  in  local 
HSA’s  and  establish  committees  to  monitor  their 
activities,  present  testimony,  and  keep  local  physi- 
cians informed  because,  clearly,  left  unchecked,  the 
major  effect  of  HSA’s  will  be  a rationing  of  health 
care  in  Virginia”. 

Resolution  on  Committee  on  Old  Age  and  Extended 
Care  (Sponsored  by  Roanoke  Academy  of  Medi- 
cine). 

The  House  agreed  with  a Committee  recommenda- 
tion that  the  title  of  the  Resolution  be  amended  to 
read  “Committee  on  the  Aged”.  It  also  concurred 
with  the  recommendation  that  the  Resolution  be 
amended  to  read  as  follows. 

Whereas,  there  is  an  increasing  number  of  elderly 
persons  in  our  society,  many  of  whom  inhabit  the 
increasing  number  of  nursing  homes  and  old  age 
institutions,  and 

Whereas,  we,  as  physicians,  have  become  increas- 
ingly responsible  for  the  medical  care  of  the  aged,  and 
often  control  and  influence  the  care  and  conduct  in 


those  institutions,  be  it  therefore 

RESOLVED,  that  The  Medical  Society  of  Virginia 
establish  a committee  on  the  aged  in  order  to  better 
coordinate  the  many  concerns  of  these  elderly,  and  be 
it  further 

RESOLVED,  that  consideration  be  given  to  making 
this  a standing  committee  of  The  Medical  Society  of 
Virginia  in  accordance  with  the  bylaws. 

The  Resolution  was  then  adopted  as  amended. 

Resolution  on  Nurses  as  First  Surgical  Assistants 

(Sponsored  by  the  Culpeper  County  Medical 
Society). 

A recommendation  by  the  Committee  to  amend 
Section  3 of  the  RESOLVED  portion  by  deleting  the 
word  “totally”  was  adopted. 

The  Resolution  was  then  adopted  as  amended  and 
follows  in  its  entirety. 

Whereas,  the  Virginia  Joint  Boards  of  Medicine  and 
Nursing  have  stated  that  nurses  may  serve  as  first 
assistants  in  surgery  and  have  instructed  hospitals  to 
have  written  policies  concerning  such  nurses,  and 

Whereas,  the  lack  of  standardized  training  and  certi- 
fication render  any  such  decision  a matter  dealing 
solely  with  an  individual  nurse’s  capabilities  under 
the  total  responsibility  of  the  operating  surgeon,  and 

Whereas,  the  statement  of  the  Joint  Boards  has  been 
termed  precedent  setting  and  may  stimulate  inflation 
of  hospital  costs  because  of  increased  liability  insur- 
ance costs  where  possibly  no  true  liability  exists, 
therefore  be  it 

RESOLVED,  that  The  Medical  Society  of  Virginia 
request  the  Virginia  Joint  Boards  of  Medicine  and 
Nursing  to  consider  amending  their  statement,  to  the 
effect  that: 

1 ) nurses  serving  as  first  assistants  in  surgery  do  so  as 
individuals,  particularly  qualified  in  the  judgment 
of  the  operating  surgeon; 

2)  hospital  policy  statements  are  not  applicable  in 
any  general  sense,  as  there  is  no  standardization 
available  based  on  uniform  training,  documented 
experience  or  certification  procedures;  and 

3)  the  professional  responsibility  for  the  nurse  acting 
as  first  assistant  lies  with  the  operating  surgeon. 

Resolution  on  Election  of  Vice-Councilors  (Sponsored 
by  Richmond  Academy  of  Medicine). 

The  House  then  concurred  with  the  Committee’s 
recommendation  that  the  following  amendment  to 
Section  VI,  Paragraph  3 of  the  Articles  of  Incorpora- 
tion be  adopted  in  lieu  of  the  Resolution. 

“A  Vice-Councilor  shall  be  elected  from  each  Con- 
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gressional  District  to  serve  a one  year  term.  Vice- 
Councilors  shall  be  requested  to  attend  all  meet- 
ings. Any  Vice-Councilor  may  speak  on  behalf  of 
his  Congressional  District,  but  he  shall  have  no 
right  to  vote.  No  Vice-Councilor  shall  serve  more 
than  four  consecutive  terms.  The  editor  of  the 
Society's  official  publication,  the  State  Health 
Commissioner,  the  Vice-Speaker  of  the  House  of 
Delegates  and  the  dean  of  each  medical  school  in 
Virginia  shall  be  requested  to  attend  all  meetings  of 
Council.” 

Resolution  Proposing  Amendment  to  the  Bylaws — 
AMA  Delegates  (Sponsored  by  the  Eighth  District). 

Although  the  Reference  Committee  had  recom- 
mended that  this  Resolution  be  adopted  with  one 
amendment,  the  House  had  certain  reservations.  Fol- 
lowing considerable  discussion  as  to  how  it  related  to 
AMA  Bylaws,  the  House  adopted  a motion  to  post- 
pone temporarily. 

The  report  of  Reference  Committee  No.  3 as  a 
whole  was  adopted  as  amended. 

The  House  was  then  advised  that  a Resolution 
having  to  do  with  risk  management  had  not  been 
introduced  during  the  First  Session  through  an  over- 
sight. A motion  to  permit  consideration  of  the  Reso- 
lution by  unanimous  consent  failed  to  carry. 

There  followed  a brief  review  of  the  procedure  to 
be  used  in  the  election  of  officers  and  delegates.  The 
Report  of  the  Nominating  Committee  was  then  pre- 
sented by  Dr.  Timothy  F.  Kelly,  Jr.,  Chairman. 

Dr.  Charles  E.  Davis  was  nominated  for  the  office 
of  President-Elect  and  elected  unanimously. 

Dr.  George  M.  Nipe  was  elected  First  Vice-Presi- 
dent; Dr.  George  E.  Broman,  Second  Vice-President, 
and  Dr.  Edwin  L.  Kendig,  Jr.,  Third  Vice-President. 

Reelected  as  Speaker  and  Vice-Speaker  were  Dr. 
K.  K.  Wallace,  Jr.,  and  Dr.  Richard  L.  Fields. 

Robert  I.  Howard  was  reelected  Executive  Vice- 
President. 

Elected  to  Council  from  the  odd-numbered  dis- 
tricts were  the  following: 

1st  Dr.  Harold  L.  Williams 
3rd  Dr.  Charles  M.  Caravati,  Jr. 

5th  Dr.  Girard  V.  Thompson,  Sr. 

7th  Dr.  Robert  C.  Green,  Jr. 

9th  Dr.  Robert  V.  Gailliot 
Elected  as  Vice-Councilors  were: 

1st  Dr.  William  Stewart  Burton 
2nd  Dr.  Frederick  K.  McCune 
3rd  Dr.  J.  Latane  Ware 
4th  Dr.  Charles  H.  Crowder,  Jr. 

5th  Dr.  William  R.  Watkins 
6th  Dr.  James  B.  Jones 
7th  Dr.  Harvey  D.  Smallwood 


8th  Dr.  Nicholas  G.  Colletti 

9th  Dr.  James  L.  Patterson,  Jr. 

10th  Dr.  Gerald  J.  Fisher 

Nominations  for  the  State  Board  of  Medicine  were 
then  received  from  the  1st,  2nd  and  10th  Districts. 
The  following  nominees  were  approved  and  their 
names  will  be  presented  to  the  Governor  for  his  con- 
sideration: 

1st  District 

Dr.  Francis  G.  Horne 
Dr.  Arthur  B.  Gravatt 
Dr.  Donald  F.  Fletcher,  Jr. 

2nd  District 

Dr.  Clarence  B.  Trower 
Dr.  Russell  D.  Evett 
Dr.  Robert  T.  Mosby,  Jr. 

10th  District 

Dr.  Eugene  O.  S.  Stevenson 
Dr.  David  E.  Robinette 
Dr.  Wesley  C.  Bernhart 

Elections  were  then  held  to  determine  three  Dele- 
gates to  AMA.  Dr.  Michael  A.  Puzak  and  Dr.  Carl  E. 
Stark  were  elected  to  two-year  terms,  and  Dr.  John 
A.  Martin  to  a one-year  term. 

Three  Alternate  Delegates  were  next  elected,  and 
Dr.  W.  Leonard  Weyl  and  Dr.  Raymond  S.  Brown 
were  elected  for  two  years.  Dr.  Arthur  A.  Kirk  was 
named  to  a one-year  term. 

The  attention  of  the  House  was  called  to  the  ex- 
cellent work  of  the  Committee  on  Arrangements  of 
the  Richmond  Academy  of  Medicine  in  planning  for 
the  1977  Annual  Meeting.  A special  vote  of  apprecia- 
tion was  accorded  the  Committee  for  its  many  contri- 
butions. 

An  expression  of  appreciation  to  Dr.  Melvin 
Small,  Chairman  of  the  Commission  on  Continuing 
Medical  Education,  was  then  presented  by  Dr.  Woot- 
ton.  He  called  attention  to  the  tremendous  amount  of 
time  and  effort  Dr.  Small  had  devoted  to  the  activities 
of  the  Commission  and  his  dedication  in  pursuing 
and  seeking  the  answers  to  long-existing  problems  in 
continuing  medical  education.  A motion  recognizing 
Dr.  Small  for  his  many  contributions  to  the  Society 
and  its  continuing  medical  education  program  was 
adopted. 

Dr.  Weyl  then  presided  at  the  official  installation  of 
Dr.  William  Hagood  as  the  Society’s  new  President. 
Following  a short  acceptance  speech,  Dr.  Hagood 
presented  Dr.  Weyl  with  the  Past  President’s  gavel 
and  a Certificate  of  Distinguished  Service. 

There  being  no  further  business,  the  meeting  was 
adjourned,  sine  die. 

Robert  I.  Howard,  Secretary 

APPROVED. 

K.  K.  Wallace,  Jr.,  M.D.,  Speaker  Hi 
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At  the  Auxiliary’s  “Late  Happening”  described  on  the  opposite  page.  Dr.  Henry  S.  Spencer  (right),  jovially  served  as  master 
of  ceremonies,  and  Dr.  and  Mrs.  David  G.  Crittenden  made  music  together.  Dr.  Crittenden  also  led  the  popular  sing-along. 


Light  past  presidents  of  the  MSV  Auxiliary  gathered  for  a group  portrait  at  the  Auxiliary’s  annual  convention.  In  the  front 
row,  left  to  right,  are  Mrs.  William  John  Reardon,  who  took  office  in  1972;  Mrs.  Thomas  N.  Hunnicutt,  Jr.,  1952;  Mrs. 
Maynard  R.  Emlaw,  1954;  and  Mrs.  Reuben  Foster  Simms,  1970.  Back  row,  left  to  right:  Mrs.  William  Nash  Thompson, 
1964;  Mrs.  Robert  Daniel  Keeling,  1968;  Mrs.  George  W.  Kelly,  1965,  and  Mrs.  Arthur  Broaddus  Gravatt,  Jr.,  1962. 
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Photographs  by  John  Frischkorn 


THE  AUXILIARY 


From  Greece  to  the  Governor’s  Mansion 

Mrs.  Robert  L.  Wood,  Mechanicsville,  Virginia 


THE  HOUR  struck  12  o’clock.  All  was  in  read- 
iness— not  for  Cinderella  to  leave  the  ball,  but 
for  auxilians  to  arrive  for  the  1977  state  convention  of 
The  Medical  Society  of  Virginia  Auxiliary.  The  day 
was  Thursday,  October  14,  1977.  The  place  was  the 
John  Marshall  Hotel,  Richmond.  Members  of  the 
Richmond  Academy  of  Medicine  Auxiliary  were  the 
hostesses,  and  they  were  waiting  anxiously  for  the 
first  registrants  to  appear.  Their  program  plan  was  to 
blend  traditional  program  elements  with  innovative 
sparkle  to  make  an  exciting  meeting. 

The  first  innovation  was  a reception  following  the 
pre-convention  Board  meeting  for  1976-77  Board 
members.  This  was  for  all  members  and  out-of-state 
guests,  affording  everyone  a chance  to  chat  and  renew 
friendships. 

The  AMA-ERF  boutique  appeared  in  beautiful 
new  garb,  with  “Octoberfest”  its  theme  and  fall  deco- 
rations everywhere.  Music  was  heard  to  create  a fes- 
tive occasion  and  the  location  of  the  balcony  of  the 
Virginia  Room  was  a departure.  It  was  a delight  to 
visit. 

The  general  assembly  was  on  Friday  morning. 
Each  participant  presented  with  finesse  her  part  of 
the  program.  The  high  point  was  the  keynote  address 
by  Dr.  Joseph  Von  Thron,  member  of  the  AMPAC 
board  of  directors  and  the  AMA  speakers  bureau. 
His  witty  presentation  informed  his  listeners  and  en- 
tertained them  as  well. 

A tropical  storm  that  passed  through  Richmond 
on  Friday  did  not  dampen  the  enthusiasm  of  the 
luncheon  guests,  who  traveled  to  the  Greek  Orthodox 
Cathedral  for  a “Greek  Odyssey.”  On  entering  the 
auditorium,  an  entire  wall  hung  with  colorful  Greek 
arts  and  crafts  caught  their  eyes.  Mementoes  from 
Greece  were  everywhere.  The  tables  were  centered 
with  Greek  and  American  flags  nestled  in  greenery. 
The  printed  program  was  illustrated  with  objects  of 
ancient  and  contemporary  Greece.  And  who  could 
resist  such  tasty  morsels  as  mousaka,  spanakopeta. 


and  galatoboureka,  which  were  part  of  the  gourmet 
meal  prepared  by  the  women  of  the  church.  There 
were  costumed  Greek  dancers  swaying  gracefully  to 
folk  dances,  and  an  “Olympiad”  was  provided  by 
exhibition  gymnasts  from  VCU,  who  with  great  dar- 
ing and  skill  brought  applause  from  the  audience. 

The  installation  of  the  new  officers  was  an  impor- 
tant occasion  with  Dr.  W.  Leonard  Weyl,  MSV  Presi- 
dent, officiating,  and  no  one  who  attended  the  lun- 
cheon will  ever  forget  the  presentation  of  awards. 
Each  recipient  was  crowned  with  a “laurel”  leaf 
crown,  brought  to  the  dais  by  a runner  dressed  in  a 
short  tunic.  The  ultimate  touch  was  added  by  the 
traditional  Greek  costumes  of  the  officers. 

Afterwards,  a number  of  auxilians  toured  the  Gov- 
ernor’s mansion,  which  was  all  decked  out  in  its 
loveliest  finery.  A pleasant  surprise  was  the  opportu- 


Officers  of  the  Auxiliary 
1977-1978 

President 

Mrs.  William  N.  Gordge,  Roanoke 
President-Elect 

Mrs.  Richard  F.  Clark,  Hampton 

First  Vice-President 
Mrs.  Charles  G.  Smith,  McLean 

Second  Vice-President 
Mrs.  William  F.  Bernart,  N assawadox 

Third  Vice-President 
Mrs.  Donald  E.  Sly,  Norfolk 

Recording  Secretary 

Mrs.  Edward  A.  Barham,  Jr.,  Portsmouth 

Corresponding  Secretary 
Mrs.  C.  I.eon  Jennings,  Roanoke 

Treasurer 

Mrs.  William  Bekenstein,  Vienna 
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Mastectomy 

Prosthesis 

15  years  of  experience 
in  surgical  and 
mastectomy  fittings 


Custom  fitted  brassieres  and  girdles, 
with  special  attention  to  the 
problem  figure. 


Debbie’s  Foundations 

215  East  Grace  Street 
Richmond,  Virginia  23219 
804-649-8224 


nity  to  see  the  family  quarters  on  the  second  floor. 
Everyone  who  visited  the  mansion  said,  “I’m  so  glad 
I came.” 

There  are  not  many  times  during  a convention 
when  a person  can  mentally  take  one’s  shoes  off  and 
really  relax,  but  such  an  occasion  was  the  “Late 
Happening”  on  Friday  night  after  the  alumni  din- 
ners. A number  of  doctors  and  their  wives  shared 
their  musical  talents  with  the  other  guests,  and  every- 
one had  the  opportunity  to  join  in  an  old-fashioned 
sing-along.  Everyone  must  have  had  a good  time,  for 
the  singing  went  on  until  after  midnight. 

Saturday  dawned  bright  and  beautiful  and  brought 
a most  unusual  post-convention  Board  meeting. 
Everyone  attending  the  convention  was  invited  to 
participate  in  a communications  workshop,  with  a 
panel  of  media  personalities  from  newspaper,  radio, 
and  television.  And  if  all  this  and  buffet  lunch  were 
not  enough,  there  was  Jack  Woodson,  internationally 
known  illustrator,  who  charmed  his  viewers  with  his 
artwork  and  his  refreshing  approach  to  his  profes- 
sion. 

Those  Richmond  Auxiliary  members  who  had 
waited  so  anxiously  for  the  meeting  to  open,  that 
October  Thursday,  need  not  have  worried:  It  was  a 
great  meeting. 


SomePeoplePlanFunctions 
For  A Living. And  SomePeople 
Plan  Functions  For  Fun. 


We  do  both. 

Our  people  are  professionals  who  know  your  needs  and 
can  fill  them  fast. 

Whether  you're  interested  in  a conference  for  350,  a 
business  meeting  for  12.  a cozy  room  for  a luncheon,  birthday 
party,  wedding  reception  or  Bar  Mitzvah.  You  can  count  on  us 
to  make  it  all  go  smoothly. 

So,  if  you’re  a pro,  call  ours  And  if  you’ve  never  done  this 
kind  of  thing  before,  don't  worry.  We’ll  show  you  how. 

The  Arlington  Hyatt  Hotel.  Rosslyn  at  Key  Bridge.  Just 
minutes  from  the  sights  and  sounds  of  DC.  via  the  new  Metro. 
5 minutes  from  National  Airport.  A short  drive  from  many  of 
Virginia’s  historic  landmarks  and  recreational  spots. 


© 


ARLINGTON  HYATT  HOTEL 

1325  Wilson  Boulevard  in  Rosslyn,  Virginia. 
800-228-9000  gets  you  Hyatt  worldwide  and  toll  free. 
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in  pursuit  of 
a better  analgesic  - 

MAXIGESIC 

maximized  pain  relief  - minimized  side  effects 


Improve  the  basic  APAP  and  codeine  combination? 
Yes,  add  6.25  mg.  promethazine  and  the  patient  now 
receives  a unique  advantage  in  analgesic  therapy.  The 
Maxigesic  formula  minimizes  Gl  upset  while  it  offers 
enhanced  control  of  moderate  pain.  No  tablet  after- 
taste with  this  easily  swallowed  gray  and  white 
capsule.  APAP,  codeine  and  promethazine- 
three  reliable  ^ m 4 

reasons  to  pre-  W.  F.  MERCHANT 

scribe  Maxigesic.  pharmaceutical  company,  inc 

WARRENTON,  VIRGINIA  22186 


Description:  Each  gray  and  white  capsule  contains  Codeine  Phosphate— 30  mg  (Warning:  may  be  habit  forming). 
Acetaminophen— 325  mg  . Promethazine  HCI— 6.25  mg. 

Action:  Maxigesic  capsules  provide  enhanced  analgesia  plus  mild  sedation  Codeine  provides  analgesic  and  antitussive 
actions  Acetaminophen  is  an  effective  analgesic  and  antipyretic  Promethazine  has  antiemetic  and  antihistamimc 
actions 

Indications:  Maxigesic  provides  enhanced  analgesia  for  the  reliet  from  the  discomfort  of  moderate  acute  pain  such  as 
may  be  associated  with  arthritis,  bursitis,  dysmenorrhea,  myalgias,  neuralgias,  sinusitis,  rheumatoid  conditions, 
headache,  tension  headache,  toothache  and  pain  associated  with  dental  'procedures  It  may  also  be  useful  in  the 
temporary  relief  of  symptoms  of  the  common  cold  and  fever 
Contraindications:  Hypersensitivity  to  any  of  the  ingredients 

Warnings:  As  with  other  codeine-containing  preparations  which  may  be  habit  forming,  administration  is  not 
recommended  over  an  extended  period 

Precautions:  Maxigesic  capsules  may  produce  drowsiness  or  dizziness  which  may  impair  ability  to  drive  or  perform  other 
tasks  requiring  alertness  Patients  should  be  warned  not  to  drive  an  automobile  or  operate  machinery  should  they 
experience  such  reactions  while  taking  this  drug  In  such  cases,  reduction  in  dosage  or  discontinuance  of  the  drug 
should  be  considered  Avoid  alcoholic  beverages  As  with  all  narcotic  medications,  care  should  be  exercised  in 
prescribing  this  product  in  view  of  the  possibility  of  suppression  of  productive  cough 

Adverse  Reactions:  As  with  other  narcotic-containing  products,  drowsiness,  constipation,  miosis,  nausea  and  vomiting 
may  occur 

Dosage  and  Administration:  Adults : 1 to  2 capsules  every  4 hours  as  needed  for  pain  Children.  6 to  12  years  ot  age  1 
capsule  every  4 hours 

Caution:  Federal  law  prohibits  dispensing  without  prescription 


VIRGINIA 

HEART 

INSTITUTE 


LABORATORY  SERVICES 

•Stress  and  ambulatory 

electrocardiography 
•Vectorcardiography 
•Echocardiography 
•Pulmonary  function  studies 
•Cardiac  rehabilitation 
•Cardiac  catheterization 

Hospital  in-patient  transfer  or 


Charles  L.  Baird,  Jr.,  M.D.,  Director,  205  North  Hamilton  Street,  Richmond,  Virginia  23221 , (804)  359-9265. 
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Taxes 


Beware  the  Tax  Shelter  Season: 
It  May  Not  Be  Jolly 


Paul  Adams,  Jr.,  CPA,  Richmond,  Virginia 

This  is  the  season  when  many  doctors  cast  about 
for  tax  shelters  in  an  effort  to  reduce  their  approach- 
ing income  taxes.  There  are  several  legitimate  ave- 
nues of  this  kind — producing  or  distributing  motion 
picture  films,  farming,  equipment  leasing,  investing  in 
oil  and  gas  resources,  many  others.  The  one  most 
often  recommended,  however,  is  real  estate. 

Real  estate  brokers  paint  a rosy  tax  shelter  picture 
of  little  or  no  cash  investment,  good  cash  return,  and 
the  prospect  of  capital  appreciation.  It  is  possible  to 
realize  these  advantages,  of  course,  but  they  do  not 
follow  automatically,  by  any  means.  Indeed,  tax  shel- 
ters of  this  kind  should  be  analyzed  carefully  to  deter- 
mine, first,  the  economic  soundness  of  the  venture  as 
an  investment  per  se,  and,  second,  its  effect  not  sim- 
ply on  the  purchaser’s  income  taxes  but  on  his  entire 
financial  situation.  Many  physicians  are  misled  on 
both  counts  and  are  the  poorer  for  it. 

Let  us  look  at  a typical  real  estate  tax  shelter  pro- 
posal. 

Dr.  Smith  is  offered  a new  apartment  unit  as  a tax 
shelter  purchase.  The  price  is  $50,000.  A savings  and 
loan  association’s  first  mortgage  of  $40,000  will  take 
care  of  80%  of  the  purchase  price;  the  balance  of 
$10,000  will  be  taken  back  by  the  seller  in  the  form  of 
a second  mortgage.  Both  first  and  second  mortgages 
bear  the  same  rate  of  interest  of  9-'/2%.  The  first 
mortgage  will  require  payments  of  $450  per  month 
and  the  second  $100  per  month  of  principal  and 
interest,  for  a total  of  $550  in  monthly  payments.  In 
the  case  of  the  second  mortgage,  the  seller  has  the 
option  of  demanding  full  payment  at  the  end  of  ten 
years.  Both  mortgage  payments  are  based  on  a 30- 
year  amortization  of  principal  and  interest. 

The  seller  will  pay  all  closing  costs.  The  agent 
assures  Doctor  Smith  the  unit  may  be  rented  for  $500 
a month,  less  a management  fee  of  10%  and  insurance 
costing  $150  per  year. 

Mr.  Adams  is  a tax  partner  of  Mitchell,  Wiggins  & 
Company,  the  Richmond  firm  of  accountants  employed  by 
The  Medical  Society  of  Virginia.  Address  him  at  41 1 Ross 
Building,  Richmond  VA  23213. 


At  first  glance  this  appears  to  be  a fine  investment 
for  Doctor  Smith.  It  has  the  aspect  of  a tax  shelter, 
there  is  a chance  for  appreciation  of  his  investment, 
and  no  down  payment  is  required.  But  when  the  deal 
is  scrutinized,  it  is  revealed  to  be  marginally  profit- 
able at  best. 

Table  1 shows  the  federal  income  taxes  saved  by 
Doctor  Smith  through  his  ownership  of  this  rental 
property.  The  projection  is  predicated  on  a 50%  in- 
come tax  bracket. 

Table  2 shows  the  calculation  of  depreciation  en- 
tered in  Table  1.  The  double-declining  balance 
method  of  depreciation  has  been  used,  rather  than 
the  straight-line  rate,  because  it  depreciates  the  build- 
ing faster.  The  depreciable  amount  of  the  investment 
is  $40,000,  which  is  the  appraised  value  of  the  build- 
ing. (The  lot  is  appraised  at  $10,000.)  The  property  is 
expected  to  have  a useful  life  of  30  years.  Each  year 


Table  1.  Three-Year  Financial  Projection. 


First 

Second 

Third 

Year 

Year 

Year 

Rental  Income 

$ 6 000  00 

$ 6 000  00 

$ 6 000  00 

Expenses 

Insurance 

$-  150  00 

$-  150  00 

$-  150  00 

Management 

Fee 

- 600  00 

- 600  00 

- 600  00 

Interest 

-6  300  00 

-6  300  00 

-6  300  00 

Depreciation 
(See  Table  2) 

-2  666  80 

-2  490  13 

-2  324  04 

$-9  71680 

$-9  540  13 

$-9  374  04 

Net  Loss 

$-3  71680 

$-3  540  13 

$-3  374  04 

T axes  Saved 

$+1  858  40 

$+1  770  06 

$+1  687  02 

Table  2.  Depreciation  Calculation. 
(Double-Declining  Balance  Method.) 


First  Year  $ 40  000  00  X 6.67%  = $ 2 666  80 

- 2 666  80 


Second  Year  $ 37  333  20  X 6.67%  = $ 2 490  1 3 

- 2 490  13 


Third  Year  $ 34  843  07  X 6.67%  = S 2 324  04 
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the  depreciation  deduction  shrinks,  so  that  its  influ- 
ence on  income  tax  savings  steadily  lessens. 

Table  3 shows  the  low  yield  of  overall  cash  savings 
to  Doctor  Smith.  It  could  happen  to  you. 


Table  3.  Cash  Savings. 

First 

Second 

Third 

Year 

Year 

Year 

Net  Taxable  Loss 

$—3  716  80 

$-3  540  13 

$-3  374  04 

Depreciation 

+ 2 666  80 

+ 2 490  13 

+ 2 324  04 

$-1  050  00 

$-1  050  00 

$-1  050  00 

Mortgage  Prin- 

cipal  Payments 

- 300  00 

- 300  00 

- 300  00 

$-1  350  00 

$-1  350  00 

$-1  350  00 

Federal  Income 

Taxes  Saved 

(See  Table  1 ) 

+ 1 858  40 

+ 1 770  06 

+ 1 687  02 

Net  Cash  Saved 

S+  508  40 

$+  420  06 

$+  337  02 

Whatever  the  kind  of  tax  shelter  proposed  to  you, 
make  sure  first  and  foremost  that  it  stands  solidly  on 
its  own  as  a sound  investment,  yielding  a good  rate  of 
return.  Then,  look  into  its  income  tax  savings  for 
you — but  consider  them  as  a bonus,  not  as  the  central 
reason  for  investing.  Consult  an  attorney  or  an  ac- 
countant; they  are  not  trying  to  sell  you  anything  but 
will  look  at  a proposal  objectively.  Be  warned  that 
you  will  probably  do  best  in  establishing  a tax  shelter 
at  the  beginning  of  the  taxable  year,  when  there  is  not 
the  pressure  to  close  a deal  rapidly  and  there  is  time 
to  analyze  all  factors  appropriately. 

And  here’s  a tip:  If  you  merely  want  a tax  deduc- 
tion, you  can’t  beat  charitable  deductions.  The  easiest 
and  simplest  routes  usually  are  best. 


SAVE  MONEY! 


Take  advantage 


of 

Retirement  Plans 
sponsored  by 
The  Medical  Society 
of  Virginia 


Mail  coupon 
for  information 
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Oriental  Rugs 


My  name  is  Amir  Zinat;  I am  Iranian.  Years 
ago  as  a graduate  student  in  the  U.S.,  I noticed  the 
big  difference  in  the  price  of  Orientals  in  my  home- 
land and  here.  I have  chosen,  as  my  business,  to  sell 
these  rugs  at  more  reasonable  prices.  These  rugs  are 
selected  by  natives,  are  considered  good  investments 
and  are  exchangeable. 


When  buying  Oriental  rugs,  you  can  make  a better  selection  if  you  know  something  about  them. 

1.  Your  home  is  not  a museum;  it  is  a place  for  your  comfort,  pleasure  and  relaxation.  When  selecting  an 
oriental  rug,  first  evaluate  how  much  you  like  a particular  rug  and  then  consider  how  it  complements  your 
decor. 

2.  All  sizes  and  colors  of  Oriental  rugs  are  available,  suitable  for  every  room  in  your  home  including  the  bathroom, 
hallways  and  steps,  and  a child's  room.  The  money  you  are  willing  to  invest  in  a rug  should  be  relative  to  the 
degree  of  its  use  and  enjoyment.  Furnish  with  rugs  first  the  rooms  which  are  used  most  often. 

3.  When  you  have  found  several  rugs  you  like,  compare  their  prices.  If  two  similar  rugs  vary  considerably  in  cost, 
be  sure  you  do  not  pay  the  higher  price  for  very  minor  differences. 

4.  Color  and  design  (the  balance  of  different  parts  of  patterns  and  the  proper  coordination  between  border  and 
field)  are  important  considerations  in  selecting  a rug. 

5.  Do  not  hesitate  in  selecting  a rug  which  to  some  may  appear  "too  loud"  or  "too  strong"  since  soft  colors  and 
simple  designs  often  lose  their  novelty  sooner  in  the  home. 

6.  Oriental  rugs  are  named  after  the  village  or,  more  often,  the  region  of  their  origin.  The  quality  of  a rug  may 
vary  greatly  regardless  of  the  name.  You  should  judge  a rug  by  its  individual  merits  (workmanship,  wools,  use 
of  color  and  design)  and  not  by  its  name  or  signature  alone. 

7.  Some  irregularity  of  shape,  color,  design  and  workmanship  is  acceptable  in  a handmade  oriental  rug.  How- 
ever, the  discrepancies  should  not  be  extreme. 

8.  Natural  silk  rugs  are  expensive  and  are  good  investments.  Be  selective  in  your  choice  since  some  synthetic 
silk  rugs  are  also  available. 

9.  In  antique  rugs  (50  years  and  older)  age  and  condition  are  significant  factors  in  judging  the  value  of  a rug. 
This  does  not  necessarily  mean  that  all  older  rugs  have  higher  value.  If  a rug  is  old,  it  must  be  in  very  good 
condition,  otherwise  do  not  consider  purchasing  it. 

I would  be  happy  to  help  you  learn  more  about  Orientals  and  assist  you  in  any  way  in  your  selection. 


Please  call  358-1711 
also  recommend  me  to  your  friends 

Thank  you 
Amir  Zinat 


Staples  Mill  Road  near  Broad  Street 

(in  Cross  Roads  Shopping  Center 
next  to  Best  Products  Toyland) 


Richmond,  Virginia 


THE  MEDICAL  SOCIETY  OF  VIRGINIA  SPONSORED 

INSURANCE  PLANS 

FOR  MEMBERS  AND  THEIR  DEPENDENTS 


DISABILITY  INCOME  PLAN 

Pays  When  Income  is  Interrupted  Due  to  Accident  or  Sickness 
Conversion  Privilege— Guaranteed  Renewable  to  Age  65 
Pays  OVER  AND  ABOVE  other  Plans 

PROFESSIONAL  OVERHEAD  EXPENSE 

Helps  Pay  Office  Expenses  While  Disabled— up  to  $4,200  Monthly 

$50,000  Major  Medical  Plan* 

$500  or  $1,000  Deductible;  Covers  Hospital  Cost,  Physician  and  Surgeon  Fees 


EXCESS  MAJOR  MEDICAL  PLAN 

Pays  up  to  $250,000  with  $25,000  Deductible 


HOSPITAL  EXPENSE  PLAN* 

Pays  up  to  $100  Per  Day  While  Hospitalized 
(up  to  $200  Daily  for  Cancer  or  Intensive  Care,  prior  to  Age  65) 


You  can  receive  information  IMMEDIATELY 
by  writing  or  phoning  (COLLECT)  the  Administrator. 

PHONE:  (703)  344-5000 

DAVID  A.  DYER  & ASSOCIATES 

MEDICAL  ARTS  BUILDING«P.  O.  BOX  1631*ROANOKE,  VIRGINIA  24008 


In  addition  to  the  above  sponsored  plans,  we  offer: 
GROUP  LIFE  INSURANCE* 

HIGH  LIMIT  ACCIDENTAL  DEATH  & DISMEMBERMENT* 
DISABILITY  INCOME  FOR  EMPLOYEES 

* These  Plans  Also  Available  to  Employees  of  Members 


President  Hagood : 
“Conscientious  and  Caring” 


DR.  WILLIAM  JOSEPH  HAGOOD,  JR.,  of 
Clover  is  the  new  President  of  The  Medical 
Society  of  Virginia.  He  will  be  not  only  a good  Presi- 
dent, but  an  outstanding  one. 

Bill  was  born  in  Victoria,  Virginia,  and  educated  at 
Eastern  Kentucky  University  (then  Eastern  Ken- 
tucky State  Teachers  College)  and  the  Medical  Col- 
lege of  Virginia.  He  saw  service  as  battalion  surgeon 
of  the  84th  Infantry  Division  in  Central  Europe  dur- 
ing WWII;  among  his  decorations  are  the  Bronze 
Star  and  the  Purple  Heart.  He  has  always  been  a 
staunch  Baptist,  is  even  now  a deacon  in  his  church, 
and  has  been  president  of  the  Baptist  General  Associ- 
ation of  Virginia.  In  1974  he  was  selected  as  one  of 
the  98  most  distinguished  alumni  out  of  27,000  grad- 
uates of  Eastern  Kentucky  University. 

He  has  been  and  is  active  in  many  civic  and  school 
organizations  and  was  president  of  the  Halifax 
County  High  School  Parent-Teachers  Association 
and  a member  of  the  Board  of  Supervisors  of  Halifax 
County.  He  is  a member  of  Lions  International. 

Medical  organizations  have  recognized  a good 
man  in  Bill.  For  instance,  he  has  been  chief  of  staff, 
Halifax  Community  Hospital;  president,  Halifax 
County  Medical  Society;  president  (and  almost  every 
other  officer)  of  the  Virginia  Academy  of  Family 
Physicians.  On  the  national  level,  he  has  been  speaker 
of  the  Congress  of  Delegates  of  the  American  Acad- 
emy of  Family  Physicians  and  on  its  board  of  direc- 
tors. He  is  a member  of  countless  advisory  boards 
and  belongs  to  the  AMA  and  the  Southern  Medical 
Association.  He  is  a fellow  of  the  AAFP  and  a diplo- 
mate  of  the  American  Board  of  Family  Practice. 

He  and  his  delightful  wife,  Aileen,  have  four  chil- 


dren: Mrs.  Jon  A.  Lucy,  Mrs.  Robert  J.  Orth,  Jean 
and  Mark  Hagood.  He  practices  with  his  cousin,  Dr. 
Warren  C.  Hagood,  and  is  regarded  as  a con- 
scientious and  caring  family  doctor. 

Those  who  have  seen  Bill  in  action  as  a member  of 
Council  and  as  speaker  of  the  House  of  Delegates  in 
The  Medical  Society  of  Virginia  know  what  is  meant 
by  the  following:  He  is  a genuine  workhorse,  but  not 
a “workaholic.”  Regardless  of  the  assigned  job,  he 
will  have  made  the  necessary  preparation  for  it.  “Eve 
got  to  do  my  homework”  is  a frequent  expression.  He 
has  a delightful,  laconic  sense  of  humor,  and  his 
homespun  quips  and  anecdotes  are  priceless. 

Bill's  wide  experience  has  equipped  him  well  for  his 
new  position.  President  of  almost  every  organization 
he  has  been  associated  with,  he  has  learned  each  from 
the  ground  up;  this  is  evidence  both  of  his  knowledge 
and  his  ability  to  work  with  others.  As  a special 
consultant  in  general  practice  to  the  Medical  College 
of  Virginia  and  as  a member  of  the  Governor’s  Advi- 
sory Council  on  Virginia  Regional  Medical  Pro- 
grams, he  has  a rare  breadth  of  knowledge  of  the 
medical  needs  of  this  state. 

Not  that  everyone  agrees  with  Bill  all  the  time.  But 
his  opinions  and  courses  of  action  are  based  on  a 
deep  sense  of  fairness  and  what  he  sincerely  believes 
is  right,  as  well  as  careful  perusal  into  all  aspects  of 
the  problem.  Original  and  wise  ideas  frequently  re- 
sult. Often  it  is  exasperating  to  find  that  he  was  right 
all  along!  He  would  rather  be  right  than  President — 
and  now  he  is  going  to  be  both. 

Yes,  without  a doubt,  Bill  will  be  an  outstanding 
President  of  The  Medical  Society  of  Virginia. 

Russell  G.  McAllister,  MD 
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Everett  G.  King,  MD 

Dr.  Everett  G.  King,  health  director  for  Newport 
News,  Virginia,  for  ten  years,  died  September  21  at 
Hampton  General  Hospital  at  the  age  of  67  years.  At 
the  time  of  his  death  he  was  regional  medical  director 
for  the  Virginia  Eastern  Region  and  medical  care 
consultant  for  the  Virginia  State  Health  Department. 

Dr.  King  was  born  in  Oklahoma,  received  his  med- 
ical education  and  training  there,  and  first  practiced 
in  Duncan,  Oklahoma.  After  service  during  World 
War  II  as  a US  Army  surgeon  in  the  Southwest 
Pacific  area,  he  returned  to  his  Oklahoma  practice, 
but  was  recalled  during  the  Korean  War.  He  served 
both  overseas  and  in  the  United  States,  coming  to  the 
Virginia  Peninsula  in  1966  as  Continental  Army 
Command  Surgeon  at  Ft.  Monroe. 

His  memberships  included  the  Newport  News  and 
the  Virginia  Medical  Societies,  the  American  Medical 
Association,  the  Virginia  Public  Health  Association, 
and  the  Association  of  Public  Health  Physicians. 

J.  D.  Martinez-G,  MD 

Dr.  Juan  D.  Martinez-G,  professor  emeritus  of 
neurosurgery  at  the  University  of  Virginia,  died  Oc- 
tober 13  in  High  Point,  North  Carolina,  where  he  had 
lived  since  his  retirement  in  1976.  He  was  66  years 
old. 

A native  of  Lima,  Peru,  Dr.  Martinez-G  received 
both  BS  and  MD  degrees  from  Johns  Hopkins  Uni- 
versity and  then  trained  at  the  University  of  Virginia. 
He  had  been  a member  of  The  Medical  Society  of 
Virginia  for  22  years. 

W.  Lloyd  Eastlack,  MD 

Dr.  W.  Lloyd  Eastlack,  general  practitioner  in 
South  Boston  for  over  four  decades,  died  October  12 
in  Duke  University  Hospital  after  a long  illness.  He 
was  74  years  old. 

Dr.  Eastlack  grew  up  in  Camden,  New  Jersey  and 
was  graduated  from  the  University  of  Maryland  and 
George  Washington  University  Medical  School.  He 
went  to  South  Boston  in  the  early  1930’s  as  a physi- 
cian with  the  South  Boston  General  Hospital.  He  had 


been  a member  of  The  Medical  Society  of  Virginia 
for  42  years  and  belonged  also  to  the  American 
Society  of  Abdominal  Surgeons  and  the  American 
Medical  Association. 

Edwin  E.  Barksdale,  MD 

Dr.  Edwin  Edmunds  Barksdale,  Alexandria  der- 
matologist, died  September  18.  He  was  71  years  old. 

A native  of  Halifax  County,  Dr.  Barksdale  was 
graduated  from  the  University  of  Virginia  Medical 
School  and  also  interned  and  served  his  residency 
there.  He  first  practiced  in  Danville;  later,  in  Alexan- 
dria, he  was  one  of  the  founders  of  the  Yayer  Clinic. 
He  served  as  a consultant  in  dermatology  to  the 
Clinical  Center  at  the  National  Institutes  of  Health 
from  1946  to  1970  and  had  also  been  civilian  consul- 
tant in  dermatology  and  syphilology  at  the  US  Naval 
Hospital. 

His  memberships  included  the  Medical  Societies  of 
Virginia  and  the  District  of  Columbia,  the  American 
and  Southern  Medical  Associations,  the  American 
Academy  of  Dermatology  and  Syphilology,  and  the 
American  Society  for  Investigative  Dermatology.  He 
had  been  chairman  of  both  the  credentials  committee 
and  the  membership  council  of  the  American  Group 
Practice  Association. 

James  B.  Stone,  MD 

Dr.  James  B.  Stone,  Richmond  pediatrician,  died 
October  13  in  a Wytheville,  Virginia,  hospital.  He 
was  84  years  old. 

Dr.  Stone  obtained  both  his  bachelor’s  and 
medical  degrees  from  the  University  of  Virginia  and 
served  his  internship  and  residency  at  Bellevue  Hos- 
pital, New  York  City.  In  addition  to  his  private  prac- 
tice, he  was  for  forty  years  an  associate  professor  of 
clinical  pediatrics  at  the  Medical  College  of  Virginia. 

Dr.  Stone  served  as  state  chairman  for  the  Ameri- 
can Academy  of  Pediatrics  from  1931  to  1948.  He 
had  been  a member  of  The  Medical  Society  of  Vir- 
ginia for  54  years  and  was  a lifetime  member  of  the 
American  and  Southern  Medical  Associations.  A 
son,  Dr.  James  Banister  Stone,  III,  is  a physician  in 
Wytheville. 
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CA1C0  can  gat  you  tbara  an  time...every  tii 

Professional  men  know  the  im- 
portance of  being  on  time.  Doctors 
know  their  time  is  valuable,  serving 
patients.  Salesmen  know  it  is  valuable,  i& 

serving  customers.  . 

How  you  get  there — on  time — is  i L aMH  ■ 
your  problem.  But  it  shouldn’t  be  a f | 
problem  at  all,  and  that’s  where  If  s 
Colonial  Auto  Leasing  Corp.  may  help.  I I ^ 

When  you  lease  a car  from  CALCO,  a 1 
you’re  really  never  without  a car.  If  your  P * * Sr  jL  1 
car  needs  service,  we  give  you  one  ’ j jfr'f 

until  yours  is  ready.  No  waiting.  No  t 

With  CALCO  you  may  arrange  terms 
of  your  lease  that  cover  all  the  prob-  % 

lems  you  face  in  owning  a car . . . titling,  — J 

taxes,  stickers  and  even  maintenance.  I 

One  monthly  tax-deductible  payment  I ft 

can  cover  it  all.  You  choose  the  car,  the  Jft 

Just  like  a good  doctor,  _ ^ '> 

we  re  available  when  i 

needed.  Delivery  is  7; 

fast  and  efficient.  ' ”.-«ta£Sg  ^ (»; 


Colonial  Auto  Leas 

6252  E.  Virginia  Beach  Blvd.,  N 
In  the  Colonial  Chevrolet  Building. 
Phone  (004)  461-1111 
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Virginia  Medical  Classified  insertions  accepted  at  the  dis- 
cretion of  the  Editor.  Rales:  $10  per  insertion  for  50  words  or 
less.  I Of  per  word  in  excess  of  50.  Classified  display  available 


at  $20  per  20  words.  Copy  due  by  the  fifth  of  the  month  prior 
to  month  of  publication.  Send  to  the  Managing  Editor.  4205 
Dover  Road.  Richmond  VA  23221. 


PHYSICIAN 

Family  practice  or  general  practice  physicians 
wanted  to  serve  State  institution  for  the  mentally  re- 
tarded. Physicians  would  be  responsible  for  medical 
aspect  of  total  care.  Liberal  fringe  benefits,  excellent 
vacation  and  sick  leave  policy.  Must  be  licensed  to 
practice  medicine  in  Virginia.  Salaries  from  $29,300  to 
$47,400.  Level  of  appointment  based  on  training  and 
experience  beyond  MD.  Address  inquiries  to  Personnel 
Director,  Southside  Virginia  Training  Center,  PO 
Box  4030,  Petersburg  VA  23803,  phone  804  861-7160. 
An  Equal  Opportunity  Employer. 


ATTENTION  PSYCHIATRISTS 
Two  modern  facilities  for  long-term  chronic  patients 
for  sale.  Can  be  sold  together  or  separately.  High 
annual  net.  Fees  and  rates  due  for  annual  adjustments. 
Plenty  of  time  for  an  additional  private  practice.  Cor- 
poration will  work  out  financial  arrangement  with  re- 
liable persons. 

For  information  write:  Administrator,  Route  1,  Box 
486,  Waynesboro,  VA  22980. 


MEDICAL  OFFICE  SPACE — Seven  Corners.  Three-build- 
ing medical  complex  complete  with  pharmacy,  restaurant  and 
a variety  of  medical  services  and  specialists.  Excellent  refer- 
ral potential.  Centrally  located  to  serve  Arlington,  Fairfax, 
Alexandria  and  Falls  Church.  Two  suites  now  available.  Call 
Cordon  & Meekins  Inc.  Realtors  703  256-2500. 

ASSISTANT  MEDICAL  DIRECTOR,  Virginia  Medical 
Assistance  Program,  to  serve  as  medical  consultant  and  advi- 
sor to  all  service  sections  of  the  Program,  with  particular 
emphasis  given  to  utilization  review  activities,  appropriate- 
ness of  care  review,  and  medical  claims  review.  Also  perform 
review  activities  for  the  Virginia  EPSDT  Program  and  Pre- 
admission Certification  Program  for  nursing  home  patients. 
Qualifications:  licensed  or  eligible  to  be  licensed  to  practice 
medicine  in  Virginia;  Board  certification,  Board  eligibility, 
or  official  recognition  as  a Fellow  in  the  assigned  specialty. 
Contact  F.  C.  Hays,  MI),  Director,  Virginia  Medical  Assist- 
ance Program,  109  Governor  St.,  Richmond  VA  23219,  804 
786-7933.  An  Equal  Opportunity  Employer. 


OFFICE  SP  ACE  in  Annandale,  Virginia — 1200  square  feet 
medical  office  space,  previously  occupied,  available  im- 
mediately. Private  building  easily  accessible  from  main 
thoroughfare.  Call  703  256-5870. 

VIRGINIA  HEART  INSTITUTE — Physicians  interested 
in  clinical  research  are  needed  to  perform  and  evaluate 
noninvasive  (stress  testing,  ultrasound,  nuclear  imaging) 
and  coronary  arteriographic  procedures.  Full  or  part-time 
positions  are  available.  Interested  individuals  should  pro- 
vide CV  and  apply  to  Charles  L.  Baird,  Jr.,  MD,  Director, 
Virginia  Heart  Institute,  205  N.  Hamilton  St.,  Richmond 
VA  23221. 

PHYSICIANS — Family  practice  and  ob/gyn  opportunity 
for  solo  or  group  practice  in  community  of  approximately 
9,000,  located  in  east-central  section  of  South  Carolina. 
Partnership  arrangement  guarantees  $50,000.  48-bed  hos- 
pital serves  local  area  with  easy  access  and  referral  to  new 
regional  medical  center  20  miles  away.  Six  FP’s/GP's 
presently  in  community.  Contact:  J.  D.  Whitehead,  MD, 
Fake  City  SC,  803  394-2238. 


NEEDED  AND  APPRECIATED 
in 

NORTON,  VIRGINIA 

Located  only  one  hour's  drive  from  Tri-Cities,  Ten- 
nessee, area  in  southwestern  Virginia,  new  hospital  and 
medical  office  building  to  open  August,  1977.  Due  to 
energy  crisis  and  renewal  in  coal  production,  Norton 
has  become  an  active  business  area  with  increasing 
population.  Excellent  schools  (elementary,  high 
school,  college),  churches  and  recreational  activities 
for  physician  and  his  family.  Guaranteed  income  for 
first  year  with  office  space  and  household  move  pro- 
vided. If  you  are  looking  for  rural  area  with  excellent 
practice  opportunity,  please  write  with  CV  or  call  504 
837-6456. 

James  R.  Mattingly 
Assistant  Vice-President 
Physician  Relations 
QUAEICARE,  INC. 

PO  Box  24189 

New  Orleans  LA  70184 
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